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Background. Declining cognition is a risk factor for falls among older adults. The
extent to which impaired judgment in performance of daily activities increases fall
risk is unclear.

Objective. The aim of this study was to determine whether engagement in
mobility activities in a risky manner explains the association between declining
cognition and rate of falls.

Design. This study was a secondary analysis of baseline and prospective data from
older adults enrolled in the intervention arm of a randomized clinical trial.

Methods. Two hundred forty-five community-dwelling older adults (79% female;
mean age�79 years, SD�8.0) who were at risk for falls received physical, cognitive,
and functional evaluations. Cognition was assessed with the Short Portable Mental
Status Questionnaire (SPMSQ). Using interview and in-home assessment data, phys-
ical therapists determined whether participants were at risk for falls when perform-
ing mobility-related activities of daily living (ADL) and instrumental ADL (IADL). Falls
were measured prospectively for 1 year using monthly falls diaries.

Results. Declining cognition was associated with increased number of mobility
activities designated as risky (1.5% of mobility activities performed in a risky manner
per SPMSQ point) and with increased rate of falls (rate ratio�1.16 for each unit
change in SPMSQ score). Risky performance of mobility activities mediated the
relationship between cognition and rate of falls.

Limitations. Risk assessment was based on the clinical judgment of experienced
physical therapists. Cognition was measured with a relatively insensitive instrument,
and only selected mobility activities were evaluated.

Conclusions. Engagement in mobility ADL and IADL tasks in a risky manner
emerged as a link between declining cognition and increased number of falls,
suggesting a mechanism through which the rate of falls may increase. Specifically,
declining cognition is associated with performance of mobility activities in an unsafe
manner, thereby increasing the risk for falls.
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Declining cognition is known
to be a risk factor for falls in
older adults.1–8 Increased fall

risk has been associated with a wide
array of cognitive disorders found
in geriatric populations, including
stroke,9 Parkinson disease,10 and
dementia.11 Even those with rela-
tively mild levels of cognitive impair-
ment exhibit increased risk for
falls.6–8,12

Although the relationship between
declining cognition and falls has
been reliably demonstrated, the
mechanisms through which declin-
ing cognition increases the rate of
falls have only recently been investi-
gated. Research has focused on exec-
utive functions, or the abilities that
allow individuals to successfully
perform independent, purposeful
behaviors. They include planning,
executing, and monitoring activities,
as well as initiation, motivation, and
judgment.13 Executive dysfunction
has repeatedly been linked to gait
variability and falls.7,8,14–16 Subtle
executive dysfunction could impair
the ability to plan and organize the
steps of a mobility task,13 attend to
competing environmental demands
and key contextual cues17 (eg, ice,
clutter), assess level of risk, and take
appropriate precautions.18,19 For
example, in a recent study, both
older adults who were healthy and
older adults who were at high risk
for falls demonstrated difficulties
with the multiple demands required
by complex walking tasks, exhibit-
ing poorer ability to flexibly allocate
attention and utilize problem-solving
strategies compared with younger
adults17 or older adults at low fall
risk.18 In addition, older adults sub-
stantially overestimated their pos-
tural capabilities and committed to
performing risky mobility behaviors,
suggesting that inaccurate awareness
of diminished physical skills led to
poor judgment.19 Judgment, or the
decision-making involved in the per-

formance of mobility activities, has
received limited attention to date.

A risky mobility activity, for our
purposes, was defined as an activity
in which an individual engages that
could lead to a potential fall based
on his or her environment, physical,
cognitive, or visual capabilities; need
for assistive devices; and usual strat-
egy or method of performance. Risky
performance of activities is associ-
ated with higher rates of injury in
younger populations with attention
difficulties.20 A pattern of engage-
ment in risky mobility activities may
predispose older adults to greater
numbers of falls.21 It is unknown
whether risky performance of mobil-
ity activities is associated with
declining cognition or mediates the
association between cognitive decline
and falls. We hypothesized that older
adults who fall and who exhibit
declining cognition may be at higher
risk for falls, in part because they
engage in everyday mobility activi-
ties in a hazardous way. The present
study sought to examine the relation-
ship among declining cognition,
engagement in risky mobility activi-
ties, and falls.

Method
The Dane County Safety Assessment
for Elders (SAFE) research study was
a randomized controlled trial assess-
ing the impact of a multifactorial
falls intervention on future falls.22

Briefly, community-dwelling individ-
uals were recruited from multiple
sources, including caseworkers from
the Dane County Area Agency on
Aging, hospital discharge planners,
home nursing agencies, senior cen-
ters, meal sites, health fairs, flu clin-
ics, retirement facilities, meals-on-
wheels organizations, and parish
nurses. Inclusion criteria were: (1)
residence in Dane County or sur-
rounding counties, (2) age 65 years
or older, and (3) a history of at least
2 falls in the previous year or 1 fall
with self-reported injury or gait and

balance problems. Older adults were
excluded if they were terminally ill,
resided in a nursing home or congre-
gate living facility, or were unable to
give informed consent and had no
related in-home caregiver.

Initial Assessment
A registered nurse collected baseline
data from the 500 individuals
enrolled in the study using a struc-
tured interview, questionnaires, and
physical performance measures.
Interview questions assessed health
status, health behaviors, mood,23

activity participation, use of mobility
devices, use of eyeglasses while
walking, use of psychotropic medi-
cations,24 presence of someone to
provide assistance in the home,
demographics (eg, age, education),
and number of falls in the previous
year. Physical performance measures
included: the Short Physical Perfor-
mance Battery (SPPB)25; the Four-
Meter Walk–gait speed26; the Four-
Test Balance Scale27; the Five Times
Sit-to-Stand Test25; and visual acuity
of the left eye, right eye, and both
eyes tested at 4 m, with glasses usu-
ally worn while walking. Data also
were collected for: the Activities-
specific Balance Confidence (ABC)
Scale28; the 12-item Short-Form
Health Survey29 (SF-12); and the
Short Portable Mental Screening
Questionnaire (SPMSQ), a 15-item
questionnaire comprising questions
regarding orientation and working
memory (serial sevens), on which a
score of 0 indicates no error.30

Comprehensive Multifactorial
Falls Assessment
Individuals were randomly assigned
to either an intervention group
(n�251) or a control group (n�249).
In the intervention arm, a therapist
visited the older adult and assessed
risk with performing daily activities
as part of the intervention. The con-
trol group did not have this assess-
ment. Therefore, only participants in
the intervention arm were included
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in these analyses. For participants in
the intervention group, 1 of 3 phys-
ical therapists performed an in-home,
comprehensive multifactorial falls
evaluation determining individual
risk factors for falls and assessing the
interaction of the person and his or
her environment. The goal of the
evaluation was to provide partici-
pants with specific and tailored inter-
ventions and recommendations to
reduce fall risk. Each physical thera-
pist completed a 2-day training ses-
sion led by the principal investigator
(J.E.M.) and the co-principal investi-
gator (T.S.). The training included
use of an algorithm that contains a
section on risky performance with
mobility activities.31,32 The 3 thera-
pists all evaluated the same 3 (beta)
patients; then assessments and rec-
ommendations were compared for
reliability. The principal investigator
and co-principal investigator moni-
tored the trained physical therapists
closely in the beginning of the study
and then periodically to ensure con-
sistency in assessment and delivery
of interventions.

The multifactorial assessment inte-
grated the baseline information with
additional examination, question-
naire, and interview data obtained by
the physical therapist in an in-home
visit. Physical examination included
inspection of the participant’s feet
and footwear, testing for orthostatic
hypotension, and testing lower
extremity sensation. A comprehen-
sive home safety assessment was
performed, and participants com-
pleted the short form of the Geriatric
Depression Scale.33 The physical
performance assessments were: the
Romberg test34; reactive balance35,36;
the Modified Clinical Test of Sensory
Interaction and Balance (mCTSIB)36,37;
portions of the Berg Balance Scale38;
the Tinetti Performance-Oriented
Mobility Assessment–gait tests36;
walking with horizontal head turns
from the Dynamic Gait Index39; and

the Timed “Up & Go” Test (TUG),
with and without a cognitive task.40

The therapist obtained a detailed fall
history, including the circumstances
and events surrounding the partici-
pants’ falls in the previous year. Par-
ticipants were asked whether they
performed 12 mobility-related basic
activities of daily living (ADL) and
instrumental ADL (IADL): stair climb-
ing, laundry, bathing, housekeeping,
shopping, toileting, car transfer,
mail, yard work, answering phone/
door, dressing, and meal prepara-
tion. If they did not perform the
activity, the therapist recorded “not
doing” and did not rate risk. If par-
ticipants were performing the activ-
ity, a dichotomous score (ie, yes or
no) denoting risk was recorded.

To determine the risk score, the
therapist asked the participant to
describe how he or she performed
each activity. If a caregiver was pres-
ent, his or her comments on tasks
performed, method of performance,
and help required were taken into
account. Emphasizing the interac-
tion of person-specific characteris-
tics and person-specific environ-
mental factors, the therapist rated
performance of the activity as either
risky or not risky. Individuals did not
need to have a history of falling
while performing a mobility activity
to have their performance of that
activity designated as risky. Risky
performance of mobility activities
was determined by the participant’s
self-report of his or her usual strategy
for performing the activity, assess-
ment of the environment in which it
was performed, the availability and
use of help, and evaluation of their
vision, cognition, balance and mobil-
ity skills. For example, performance
of bathing would be designated as
risky if the person performed the
activity and needed to step over the
edge of a bathtub to shower but had
no grab bar present, did not hold on
to any other support while stepping,

and had poor balance while standing
on one foot. The physical therapist
would recognize this combination
of variables as a potential fall risk and
would recommend modification of
the activity to improve safety such as
installing a grab bar and use of the
grab bar during this task.

Follow-up Procedures
Using an algorithm developed by the
principal investigator and co-principal
investigator, participants were given
individualized and specific recom-
mendations to reduce fall risk based
on their identified risk factors. The
therapist gave recommendations to
the participant’s primary physician
and provided referrals for additional
medical or community-based inter-
ventions as indicated. The partici-
pants received a monthly phone
follow-up from the physical therapist
to encourage adherence to the
recommendations.

Falls were assessed prospectively for
1 year using monthly falls diaries
and calendars. An accidental fall
was defined as “an event which
results in a person coming to rest
inadvertently on the ground or other
lower level, and other than as a con-
sequence of the following: sustain-
ing a violent blow; loss of conscious-
ness; sudden onset of paralysis, as
in stroke; an epileptic seizure.”41(p5)

Caregivers were asked to assist with
recording of falls. Any participant
who did not return a falls calendar or
who reported a fall received a phone
call from study personnel to confirm
falls and ascertain circumstances and
consequences.

Statistical Analyses
Multivariate analyses were con-
ducted to investigate the relation-
ships between cognition, as mea-
sured by the SPMSQ score, and falls
and between cognition and risky
performance of mobility behaviors.
Number of falls was modeled utiliz-
ing a negative binomial (overdis-

Cognitive Declines, Hazardous Mobility, and Falls

March 2014 Volume 94 Number 3 Physical Therapy f 357

D
ow

nloaded from
 https://academ

ic.oup.com
/ptj/article-abstract/94/3/355/2735533 by U

niversity of W
isconsin-M

adison user on 12 February 2020



persed Poisson) log-linear regression
model with (log) number of days in
the community as an offset term.
Days and falls that transpired in a
setting other than community living
(ie, nursing home, hospital, or
community-based residential facility)
were excluded from the denomina-
tor and numerator, respectively. The
SPMSQ score and proportion of
behavior were the primary predic-
tors of interest. Age, sex, psychotro-
pic medication use, alcohol use
(�3 times per week), and mood
were considered to be potentially
confounding variables. Psychotropic
medications included total number
of scheduled and as-needed prescrip-
tion antidepressants, benzodiaz-
epines, antipsychotics, sedatives or
hypnotics, and antihistamines.
As-needed medications were included
only if a participant took them at
least once, on average, in a 2-week
period. Sex, alcohol use, and mood
were entered in the model as dichot-
omous variables, and age and num-
ber of psychotropic medications
were entered as continuous vari-
ables. Proportion of mobility activi-
ties performed in a risky manner was
a potential mediating variable.

To explore mediation, we fit a linear
regression model for proportion of
mobility activities performed in a

risky manner as a function of SPMSQ
score and a negative binomial model
for number of falls as a function of
SPMSQ score and proportion of
mobility activities performed in a
risky manner. Associations between
(1) proportion of mobility activities
performed in a risky manner and
SPMSQ score and (2) numbers of
falls and proportion of activities per-
formed in a risky manner adjusting
for SPMSQ score are the prerequi-
sites for mediation.

Bivariate associations were exam-
ined between total ABC Scale score
and total number of risky activities
and between patients’ self-reported
level of confidence for specific
mobility activities (car transfers and
ascending/descending stairs), as
assessed with the ABC Scale, and
participation in these activities in a
risky manner. In addition, associations
were investigated between living with
a supportive adult in the home and
total number of risky mobility activ-
ities. All analyses were performed
using SAS version 9.1 (SAS Institute
Inc, Cary, North Carolina).

Results
Of 251 initial participants in the
intervention arm, 6 withdrew before
receiving the multifactorial falls
assessment, leaving a final study

population of 245 participants (193
women, 52 men). The flow diagram
for the study is shown in the Figure.
Baseline characteristics of the sam-
ple are presented in Table 1. Partic-
ipants were elderly (mean age�79
years, SD�8), well educated (mean
years of education�14.4, SD�3.9),
and displayed relatively intact cogni-
tion (mean SPMSQ Scale score�0.7,
SD�1.6). Sixty-two percent had
fallen 2 or more times in the previ-
ous year.

Table 2 presents the 12 mobility
activities for which participants
were rated and the percentage of
respondents engaging in these activ-
ities in a manner deemed risky. The
sample, as a whole, engaged in a
mean of 9.43 (SD�2.51) of the 12
activities, with a mean of 0.51
(SD�0.86) of these being risky.

In multivariate analysis controlling
for age, sex, number of psychotro-
pic medications, alcohol use, and
mood, a higher SPMSQ score (ie,
declining cognition) was associated
with an increased rate of falls (rate
ratio�1.16 for each unit change in
SPMSQ score, 95% confidence inter-
val [95% CI]�1.03–1.32, P�.02).
Higher SPMSQ scores also were asso-
ciated with an increased number of
mobility activities performed in a
risky manner. There was an addi-
tional 1.5% of mobility activities per-
formed in a risky manner per SPMSQ
point (95% CI�0.8%–2.2%, P�.001).
Because the sample, as a whole, per-
formed 5.4% of mobility activities in
a risky manner, an absolute increase
of 1.5% per SPMSQ point corre-
sponded to a relative increase of 30%
per point, representing a substantial
change in number of risky mobility
activities (ie, 5.4% for SPMSQ score
of 0, 6.9% for SPMSQ score of 1, 8.4%
for SPMSQ score of 2, and so on).

Risky mobility activities mediated
the relationship between SPMSQ
score and fall risk. In multivariate

Randomized for
Study

(N=500)

Allocated to
Control Arm

(n=249)

Allocated to
Intervention Arm

(n=251)

Withdrew Before
Intervention Began

(n=6)

Participants Who
Completed Study

(n=245)

Figure.
Flow diagram for the study.
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models including both risky mobility
activities and SPMSQ score, higher
numbers of risky mobility activities
were significantly associated with an
increased rate of falls (rate ratio�
1.29 for an additional 10% of mobil-
ity activities performed in a risky
manner, 95% CI�1.08–1.54, P�
.005), and the association between
SPMSQ score and falls was attenu-
ated (rate ratio�1.11, 95% CI�
0.97–1.25, P�.15). Additional adjust-
ment for ABC Scale score attenu-
ated, but did not completely explain,
the relationship between numbers
of risky mobility behaviors and falls
(rate ratio�1.20, 95% CI�1.00–1.43,
P�.049).

In bivariate models examining risk
with performance of specific mobil-
ity activities and self-confidence in
performing those activities, low self-
confidence was associated with risky
performance. Poor self-confidence
for car transfers was associated with
risky car transfers (odds ratio
[OR]�0.65, P�.002), and poor self-
confidence for stairs was associated
with ascending and descending
stairs in a risky manner (OR�0.79,
P�.001). Overall, a higher ABC Scale
score (higher self-confidence) was
associated with fewer risky behav-
iors (additional 0.9% of mobility
activities performed in a risky man-
ner per ABC Scale score point lost,
P�.001). There was a significant
association between living with
another adult and the total number
of risky behaviors performed (addi-
tional 3.2% of mobility activities per-
formed in a risky manner with
another adult in the home, P�.04).
That is, individuals who lived with
another adult in the home engaged
in more risky behaviors compared
with those who lived alone.

Discussion
In this sample of older adults at high
risk for falls enrolled in the interven-
tion arm of a multifactorial falls inter-
vention study, mild declines in

cognition were associated with an
increased number of mobility activi-
ties deemed risky and a higher rate of
falls. Engagement in risky mobility
activities mediated the relationship
between cognitive decline and falls.
Altogether, these data provide sup-
port for the notion that the increased
risk for falls associated with mildly
declining cognition may result, in
part, from judgment errors, causing
the older adult to take risks when
performing a mobility activity. To
our knowledge, this is the first study
demonstrating this relationship among
declining cognition, engagement in
risky mobility activities, and falls.

To understand why individuals
engaged in risky mobility behaviors,
we examined the contributions of
confidence and living situation. We

found that individuals engaging in
risky mobility activities lacked confi-
dence in their ability to perform the
activity safely, implying that the deci-
sion to perform an activity in a risky
way was not from overconfidence.
Rather, they performed activities
despite deeming them unsafe. We
also examined whether having
another person to provide assistance
in the home influenced the likeli-
hood that individuals would engage
in risky mobility behaviors. Unex-
pectedly, older adults who lived
with another person were more
likely to perform mobility activities
in a risky manner than were those
who lived alone.

For physical therapists assessing fall
risk and advising older adults on
strategies to reduce falls, these data

Table 1.
Participant Baseline Characteristics

Characteristic Measurement

Age (y), X (SD) 79 (8.0)

Years of education, X (SD) 14.4 (3.9)

Sex (% female) 77

Lives alone (%) 64

SPMSQa score, X (SD) 0.7 (1.6)

No. of prescribed psychotropic medications,b X (SD) 0.6 (0.8)

Use of assistive device, n (%) 69 (28.1)

Falls in the previous year, n (%)

1 93 (38)

2 81 (33)

3 39 (16)

4 15 (6)

5 5 (2)

6 12 (5)

Alcohol consumption (%)

None 53

1–2 d/wk 19

3–4 d/wk 11

5–6 d/wk 2

Everyday 2

Do not know/refused 2

a SPMSQ�Short Portable Mental Status Questionnaire score of 0 to 2 denotes normal mental
functioning. One less error is allowed if the patient has had education beyond the high school level.30

b Psychotropic medications are medications used to treat psychiatric conditions.
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have several implications. First, mod-
ifying risk for falls for older adults
who are cognitively compromised
may require different approaches
from those used with older adults
who are cognitively healthy. Second,
it may be important to assess risk for
falls with specific activities, collating
data from home evaluation, cogni-
tion, and physical examination find-
ings. Third, older adults who lack
confidence may still engage in a
mobility activity in a risky manner.
Thus, therapists should evaluate
performance for activities where
patients lack confidence, particularly
for patients with declining cogni-
tion, even though declines may be
mild. Fourth, therapists cannot
assume that older adults living with
another supportive adult are at
reduced risk for falls by virtue of hav-
ing someone to assist them.

Helping older adults to remain active
is critical not only for physical mobil-
ity but also for quality of life.42,43

Therefore, rather than suggesting
that patients limit their mobility, it
may be important to suggest modifi-
cations to valued activities so that
individuals may continue to function
as independently as possible.44 Addi-
tionally, it may be helpful to tailor
interventions specifically to a per-
son’s ability to perform mobility
activities, particularly for those with
declining cognition.45 Home safety
modifications may reduce the risk
for falls with performance of mobil-
ity ADL and IADL tasks.46 Therapists
also may recommend task modifica-
tions to change a person’s strategy
from risky to safe.47 Moreover, it may
be necessary for caregivers to take
appropriate action themselves rather
than simply discussing possible
changes with patients.46 For exam-
ple, if ascending and descending
stairs is risky because clutter pre-
vents patients from grasping hand-
rails, caregivers may need to remove
clutter themselves rather than direct-
ing patients to do so.

Preliminary evidence supports the
use of individualized, multifaceted,
compensatory strategies. A random-
ized trial of a multifactorial falls inter-
vention that included live-in care-
givers showed a significantly lower
rate of falls in a subgroup of patients
with cognitive impairment who
lived with a caregiver compared
with those who lived alone.31 Care-
givers cued patients about perform-
ing mobility activities safely or them-
selves took over activities that the
older adult could no longer perform
safely.31

Our findings are consistent with the
growing body of literature demon-
strating the relationship among
executive functioning, gait, and
falls.7,8,14–16 However, to our knowl-
edge, only one other study has spe-
cifically examined the role of judg-
ment in performing risky mobility
behaviors.19 Those findings revealed
that elderly people who were
healthy, but not young individuals,
consistently overestimated their abil-
ities when asked to perform poten-
tially hazardous physical tasks. The
current results provide evidence of
similar judgment errors within the
relevant context of individuals’
home environments and demon-
strate an association with declining
cognition. Relative to the study by
Lafargue et al,19 we utilized a larger
sample (251 versus 40 participants)
and observed patients performing
physical, gait, and mobility tasks. A
strength of Lafargue and colleagues’
study was the in vivo demonstration
of participants’ intention to perform
risky mobility behaviors.

Recent studies suggest that cognitive
enhancement techniques can improve
gait stability.8,48–51 However, it is not
known whether these approaches
will improve performance safety for
everyday activities or decrease falls.
Future research should establish
guidelines for standardized measures
of risky mobility behaviors and inves-

Table 2.
Mobility-Related Activities Performed by Older Adults at High Risk for Falls

Behavior

No. of Older Adults
Performing Activitya

No. of Older Adults
Performing Activity

in Risky Mannerb

n % n %

Stair climbing 174 70 35 20.1

Laundry 177 71 27 15.3

Bathing 237 95 21 8.9

Housekeeping 141 57 11 7.8

Shopping 194 78 8 4.1

Toileting 239 96 5 2.1

Car transfer 240 96 5 2.1

Yard work 50 20 5 10.0

Mail 216 87 4 1.9

Answering phone/door 239 96 4 1.7

Dressing 233 94 3 1.3

Meal preparation 208 84 0 0.0

X SD X SD

Total 9.43 2.51 0.51 0.86

a Number of participants performing per self-report and caregiver report, if available.
b Number of participants performing in a risky manner based on physical therapist’s assessment of
home environment, physical and cognitive performance, and self-reported mobility behavior.
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tigate the types of mobility activities
most often associated with falls. In
addition, future research should
examine the specific roles of execu-
tive function and judgment in rela-
tion to performance of mobility
activities. Finally, it will be important
to address whether intervention
studies targeting risk reduction of
mobility activities due to declining
cognition actually results in fewer
risky mobility activities and falls.

This study had limitations. First,
older adults were not observed actu-
ally performing the mobility activi-
ties on which they were rated, and
it is possible that they participated
in activities differently than they
described. Because risk occurs
within a dynamic context of individ-
ual skill, environmental demands,
and approach to task, individual per-
formance of mobility activities may
range from safe to hazardous or may
be inconsistent. To our knowledge,
valid measures do not exist to mea-
sure fall risk with performance of
mobility ADL and IADL tasks in the
context of a person’s environment
and approach to task. Clinical judg-
ment was used to determine risky
behavior, reducing the transparency
of our methods and potentially lim-
iting the reliability and validity of our
results. Our study highlights the
need to develop and validate tools to
assess risk when performing every-
day activities in the person’s own
environment.

Second, cognition was measured
with a relatively insensitive instru-
ment, without specific evaluation of
executive functioning. Third, we
focused on the risk involved in
selected common everyday activities
in which older adults engage; it
would not be possible to identify all
possible risky activities in which a
person may engage. We also did not
determine whether the specific
activities with hazardous perfor-
mance were the activities during

which a person fell during follow-up
assessment, which would be
unlikely given the wide range of
activities performed in a year and the
relative infrequency of falls. One
fifth of the participants did not
respond to a questionnaire item ask-
ing about the circumstances of their
falls, and almost half of the respon-
dents (46%) indicated that the cir-
cumstances of their falls did not
match any of the fall categories
listed. Instead, our research indicates
that performance of any of these
activities in a hazardous manner
serves as an indicator of potential
hazardous performance with other
complex mobility maneuvers. The
dose-response association shows
that the greater the percentage of
activities that are deemed risky on
physical therapy assessment, the
greater the future risk of falls.
Fourth, all participants in this sample
received a multifactorial interven-
tion following the baseline assess-
ment. These findings may not gener-
alize to other populations.

Strengths of the study included its
comprehensive in-home evaluation
of balance, gait, and fall risk factors;
its incorporation of the evaluation
findings into an assessment of judg-
ment within the context of a per-
son’s performance of everyday
mobility activities; and its prospec-
tive follow-up of falls using monthly
calendars. The study’s focus on daily
activities makes it especially relevant
to the needs of older adults.

In summary, our analyses suggest
that among older adults at risk for
falls, declines in cognition are asso-
ciated with performance of mobility
activities in a manner that is risky
relative to individuals’ abilities.
Engagement in risky mobility activi-
ties, in part, mediates the relation-
ship between cognition and falls.
Physical therapists should assess cog-
nition, be aware that even mild cog-
nitive declines may lead to unsafe

performance of mobility tasks, and
take appropriate steps to identify
and limit unsafe activities to reduce
fall risk. Older adults at fall risk
should be assessed for cognition.
Older adults with even mildly declin-
ing cognition may benefit from an
assessment of their fall risk with per-
formance of mobility ADL and IADL
tasks, with the goal of improving
safety through modifications in task
performance.
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