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T  Balance confidence is a concern about falling that often restricts daily activities and functioning in older adults. This study 
examined the relationships between functional fitness, daily activities, and balance confidence in 92 (35 men, 57 women) 
adults aged 77 to 100 years (M = 85.7, SD = 5.1). Participants were dichotomized into groups (low or high balance 
confidence) utilizing the median score (85.6/100) as the dividing point. Results indicated that older adults with high scores 
also had low functional abilities and greater self-reported difficulty performing activities of daily living. Further research is 
needed to assess the effects of specific intervention programs to improve function and balance confidence in older adults. 

Falls by older adults are a significant public health issue. One-
third of adults aged 65 and older fall each year. For older 
adults, the most frequent cause of admission to a hospital for 
injury or trauma is a fall, and falls are the leading cause of 
injury-related death for adults in this age group (Centers for 
Disease Control and Prevention, 2007). Falls can lead to a loss 
of independence, a decline in physical function and activity, 
higher rates of nursing home placement, and major econom-
ic consequences for individuals and families (Bell et al., 2000; 
Stevens et al., 2006).

Due to the high incidence and severity of fall-related injuries, 
many perceive a fall as the end of independence and the be-
ginning of a more dependent lifestyle. Physical injury is only 
one aspect of the consequences of a fall. The fear of suffering 
a fall often severely restricts travel, social activities, and exer-
cise, resulting in social isolation and depression. One quarter 
of elderly people who have fallen report that they avoid es-
sential activities such as mobility in the home, bathing, and 
dressing because they fear another fall (Tinetti et al., 1988).

Fear of falling (FOF) is common among older adults, even 
among those who have not experienced a fall. A product 
of this fear is decreased activity. Believed to be a strategy 
to reduce falls, restricted activity will likely result in physical 
deconditioning, consequently increasing the risk of falling. 
Therefore, by restricting physical activity, FOF presents seri-
ous health consequences including functional decline, frail-
ty, decreased mobility, isolation, and lower life satisfaction in 
older adults. Thus, it is possible that those with a greater FOF 
would demonstrate lower functional fitness. If this were true, 
it is possible that physical activity programs may in turn reduce 
the FOF by increasing physical abilities and self-confidence. To 
better understand older adults’ FOF, this study investigated the 
relationships between physical abilities and FOF. 

Method
A total of 92 independently living older adults (men, n = 35; 
women, n = 57) aged 77-100 years (M = 85.7, SD = 5.1) 

were recruited from a retirement community near Wichita, 
KS. To determine their FOF, participants completed the Activ-
ities-Specific Balance Confidence (ABC) Scale (Powell, & My-
ers, 1995). The ABC Scale examines the degree of confidence 
(ranked 1-10: 1 = no confidence, 10 = extreme confidence) 
an individual has for completing 16 activities of daily living 
performed inside and outside the home. Some of these activ-
ities include bending over to pick up a slipper from the floor, 
standing on the tip toes to reach for something above the 
head, walking across a parking lot to the mall, and stepping 
on or off of an escalator. 

Participants also completed a series of assessments to evalu-
ate mobility, balance, strength, flexibility, and ability to per-
form activities of daily living. The assessments included grip 
strength, tandem balance, 8’ and 20’ walking speed, timed 
up-&-go, chair stand, dumbbell curl, sit-&-reach, scratch test, 
and activities of daily living (ADL)/instrumental ADL (IADL) 
scales. Grip strength was measured with a handgrip dy-
namometer (Jamar, Inc.) according to the protocol established 
by Caldwell et al. (1974). The following tests were chose be-
cause they have been shown to be valid measures of physical 
function in older adults (Guralnik et al., 1995; Rikli & Jones, 
1999). Ability to maintain a standing position with one foot 
placed directly in front of the other (tandem balance rated on 
a Likert scale), the time to walk distances of 8’ and 20’ at a 
fast pace, and the time to rise from a chair, walk around a 
cone 8 feet in front of the chair, and return to the chair (timed 
up-&go) were used to assess balance, agility, and mobility. Up-
per body strength and endurance were assessed by the num-
ber of times a dumbbell (5 pounds for women, 8 pounds for 
men) was curled in 30 seconds using the dominant arm. The 
number of stands from a chair completed in 30 seconds was 
used to assess lower body strength and endurance. Lower 
body flexibility was measured using a chair-based modification 
of the sit-and-reach test. Upper body flexibility was assessed 
by measuring the distance between the middle fingers when 
reaching over the shoulder with one arm and behind the back 
with the other arm (scratch test). The Katz ADL Scale (Katz et 
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al., 1963) was used to measure impairment in bathing, dress-
ing, eating, continence, transferring, and toileting. One ques-
tion was added about walking impairment. The seven tasks 
were scored from 0 (completely unable to perform) to 3 (able 
to perform without help), with a score of 21 representing the 
highest level of ability (i.e., least impairment). The Lawton 
IADL Scale (Lawton & Brody, 1969) was use to evaluate the 
ability to perform more advanced tasks including shopping, 
performing housework, and preparing meals. Eight activities 
were scored from 0 (completely unable to perform) to 2 (able 
to perform without help).

Results
Individual responses on the ABC Scale were averaged and 
converted to a percentage to give a total score. Scores ranged 
from 6.9 to 100%. Using the median ABC score (85.6/100) as 
a dividing point, subjects were dichotomized into groups that 
had either low or high FOF. 

Functional fitness levels of the two groups were compared 
using one-way ANOVA. Results (Table 1) indicated that older 
adults with high fear of falling exhibit low functional abilities 
and greater self-reported difficulty performing ADL and IADL.

Table 1. Comparison of functional fitness between high 
and low fear of falling groups.

Low FOF High FOF

Tandem balance 
(Likert) 2.3 3.1 p<0.001

Timed 8’ walk 
(seconds) 2.2 3.5 p<0.001

Timed 20’ walk 
(seconds) 5.3 8.3 p<0.001

Timed up-and-go 
(seconds) 7.3 16.0 p<0.001

30-sec chair rise 
(reps) 12.4 8.9 p<0.001

30-sec dumbbell 
curl (reps) 14.8 11.8 p<0.001

Grip strength 
(kilograms) 23.8 19.2 p<0.01

Chair sit-&-reach 
(inches) -2.8 -4.6 p=0.02

Scratch test (inches) -4.4 -6.8 p=0.04

ADL (points) 20.7 19.8 p<0.01

IADL (points) 13.4 10.4 p<0.001

Discussion
Among these very old adults living independently, those with 
high FOF had much lower functional fitness. In addition, those 
with high FOF report lower abilities to perform ADL and IADL, 
indicating increased difficulty completing common tasks. To 
reduce the risk of falling, older adults often avoid everyday ac-
tivities such as walking to the store or climbing stairs. Many 
older adults also begin to avoid social activities outside the 
home. It is this inactivity, not aging per se, which often results 
in a loss of strength and balance, and may actually increase 
the risk of falling.

These findings support the expanding awareness that FOF is 
associated with impaired quality of life, and emphasizes the 
importance of interventions aimed at preventing and manag-
ing FOF as well as falling itself. Given the relationship between 
functional fitness and FOF, it is likely that appropriate physi-
cal activity programs designed to improve functional fitness 
could reduce FOF. The efficacy of intervention programs (e.g., 
exercise and balance training) to increase functional fitness 
levels in people who have reached the 9th and 10th decade 
of life requires attention. Programs that positively impact the 
functional fitness of those with high FOF may increase older 
adults’ confidence when performing activities that contain 
components of physical balance; thus, enhancing the quality 
of life for this segment of the population. To improve func-
tional status, intervention programs may include progressive 
exercises designed to improve balance and mobility skills. Such 
exercises could develop coordinated movement strategies for 
recovery of balance, improve the ability to anticipate postur-
al adjustments prior to voluntary movements, and incorporate 
sensory (e.g., visual, vestibular, somatosensory) and motor 
strategies for controlling posture and balance. In addition, 
intervention programs may also include cognitive restructur-
ing techniques to address negative thoughts or fears in older 
adults. However, further research is needed to determine the 
efficacy of such programs.
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