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Abstract
Introduction Falls in older adults are a common and serious threat to health and functional independence. It can 
cause psychological distress, inability to participate in activities of daily living, brain injury, fractures, and even death. 
The aim was to analyze the psychometric properties of the self-assessed fall risk scale (FRS) that measures the risk of 
falls in older adults in a central region of Chile, as well as to verify the concurrent validity against functional fitness 
tests.

Materials and methods A descriptive cross-sectional study was carried out in 222 older adults (OA) [34 males 
and 188 females] with an age range of 65 to 85 years. The 13-item self-perceived fall risk scale (FRS) was validated. 
Anthropometric measures (weight, height and waist circumference) were assessed. Five functional fitness tests were 
measured (right and left hand grip strength, biceps curl, up-and-go, agility and 6-minute walk test). Validation was 
performed by construct validation [(exploratory factor analysis (EFA) and confirmatory factor analysis (CFA)] and 
concurrent validity.

Results The EFA revealed 4 factors in the FRS scale [1: fear of falling (variance 27.1%), 2: use of assistive devices 
(variance 10.6%), 3: loss of sensation (variance 9.3%), and 4: limited mobility (variance 8.3%)]. Factor loadings ranged 
from ∼ 0.50 to 0.83 across the 4 components. The Kaiser-Meyer Olkin sample adequacy test (KMO) reflected adequate 
adequacy (KMO = 0.79, chi-square (X2) = 498.806, gl = 78, p = 0.00). The CFA showed a satisfactory final fit [chi-
square (X2) = 126.748, Root mean squared error of approximation (RMSEA) = 0.042, Tucker-Lewis Index (TLI) = 0.946, 
Comparative fit index (CFI) = 0.935 y Normed fit index (NFI) = 0.90. The relationships between the FRS scale and 
functional fitness tests (right and left hand grip strength, biceps curl, up-and-go, agility and 6-minute walk test) 
ranged from low to moderate (r= -0.23 to 0.41).

Conclusion The FRS scale showed acceptable validity and reliability in older adults in central region of Chile. It is 
expected that this scale will be useful for assessing fall risk in clinical and epidemiological settings in the aging Chilean 
population.
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Background
A fall is defined as inadvertently falling onto the floor or 
other lower level, excluding intentional change of posi-
tion to lean on furniture, walls, or other objects [1]. They 
usually commonly occur in community-dwelling older 
people (OA), as well as in patients with various levels of 
disability [2]. It is considered a common public health 
problem among OAs in various regions of the world.

In recent years several studies have highlighted it as a 
common and serious threat to the health and functional 
independence of OAs [3]. Causing psychological distress, 
inability to participate in activities of daily living [4], 
brain injury, internal organ damage, fractures [5], loss of 
independence and even, death [6].

Each year, it is estimated that 30–40% of patients over 
the age of 65 will fall at least once [7]. Even, the risk of 
falls increases as age increases [8]. Therefore, in recent 
years, falls prevention among the older adult is one of the 
priority public health issues in the rapidly aging society 
[9].

In that sense, in Chile the population aged 65 years and 
older for the year 2019 was projected to 2,260,222 people, 
which corresponded to 11.9% of the Chilean population 
[10]. In addition, it is considered one of the countries in 
the region whose demographic aging process has been 
more accelerated in relation to the rest of its neighbors in 
South America [11].

Consequently, due to the accelerated aging process that 
Chile has been undergoing in recent years, there is a clear 
need for methods that assess the risk of a fall in the OAs 
population. In fact, as far as is known, there are a variety 
of instruments that measure fall risk in various popula-
tions around the world [4, 12–17]. However, we highlight 
that the self-assessed Falls Risk Questionnaire (FRS) is a 
valid and reliable instrument [4] that has not been vali-
dated in the Chilean population. This instrument has 
been validated in other languages, such as Turkish, Ital-
ian, Thai, Chinese and Portuguese (from Portugal) given 
its characteristics of accessibility, ease and speed of appli-
cation [18–22].

In fact, to our knowledge, no study has been validated 
in countries neighboring Chile, so this questionnaire 
could demonstrate adequate psychometric properties 
in a sample of older adults residing in central Chile. In 
addition, this information could strengthen the surveil-
lance and monitoring systems of falls risk in intervention 
programs.

Therefore, the aim of this study was to analyze the psy-
chometric properties of the self-assessed Fall Risk Scale 
(FRS), which measures the risk of falling in older adults 
in central region of Chile.

Materials and methods
Type of study and sample
A cross-sectional study was carried out in 222 OAs (34 
males and 188 females) from the central region of Chile 
(Maule region) with an age range of 65 to 85 years. The 
sample was non-probabilistic (accidental), whose partici-
pants belonged to 06 senior citizens’ clubs in the region.

To be eligible, the OAs had to be 65 years of age or 
older, self-sufficient (walking independently), read and 
understand the indications of the scale. OAs with severe 
visual and hearing impairment were excluded. This infor-
mation was recorded on the adults’ registration form.

All volunteers were informed of the objectives of the 
study and gave informed consent to participate in the 
project. All the older adults were professionals with 
higher education who were invited to participate in the 
study. They were contacted by telephone and then signed 
the informed consent form in person. The study was con-
ducted in the period from October to November 2022, 
according to the indications of the Ethics Committee of 
the Catholic University of Maule (UCM-93/2022), and 
the guidelines of the Declaration of Helsinki for human 
subjects.

Techniques and procedures
Assessments of anthropometric measurements, func-
tional fitness tests, and application of the fall risk scale 
(FRS) were performed in a closed laboratory of the Uni-
versidad Católica del Maule (Chile).

Fall risk
To assess the risk of falls, we employed a survey tech-
nique, utilizing the Fall Risk Scale (FRS) initially pro-
posed by Rubenstein et al. [23].

Adaptation of the instrument
Authorization was obtained from the author to adapt the 
questionnaire. The English version was used for the US 
population. This version was subjected to the process of 
linguistic adaptation, so the questionnaire was translated 
(English-Spanish) by two independent translators and the 
reconciled version was retranslated.

The retranslated version was compared with the origi-
nal instrument. With this information, the research team 
prepared the final applied format.

This scale presents 13 questions with two alternatives 
(know and don’t know). A higher score indicates a higher 
risk of falling (for example, < 3 points: low risk of falling 
and > 4 points: high risk). This procedure was performed 
in the classic pencil-and-paper manner. An experienced 
surveyor carried out this procedure, orienting and guid-
ing the OAs. The procedure lasted approximately 6 to 
8 min per person.
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Anthropometry
Anthropometric measurements were evaluated accord-
ing to the recommendations of Ross, Marfell-Jones [24]. 
This procedure was performed by an experienced evalu-
ator. Body weight (kg) was assessed using a scale (SECA, 
Hamburg) with an accuracy of 0.1  kg. Standing height 
(cm) was measured using a stadiometer (SECA, Ham-
burg) with an accuracy of 0.1  cm. Waist circumference 
(WC) was measured at the midpoint between the lower 
ribs and the top of the iliac crest using a Seca metal tape 
measure, graduated in millimeters, to the nearest 0.1 cm. 
Body Mass Index (BMI) was calculated using the formula 
[BMI = weight (kg)/height (m)2].

Functional fitness tests
Four tests from the senior fitness test battery proposed by 
Rikli, Jones [25] were applied. These tests are: right arm 
strength (RFBD), chair stand (up-and-go), agility, and the 
6-minute walk test (6MWT). Additionally, we evaluated 
the hand grip strength (HGS) of both hands.

Right arm strength endurance (RFBD) or also known as 
biceps curl, was evaluated using a dumbbell (2.0 kg) for 
females and 3.0 kg for males). The subject must be seated 
in a chair with a backrest. The number of repetitions 
was evaluated for 30 s. Time was recorded using a Casio 
Casio brand stopwatch (1/100 sec).

The chair stand test (up-and-go) evaluates leg strength 
and was measured for 30  s. The subject must be seated 
in a chair with a backrest with the hands crossed at the 
chest. The test consists of standing up and sitting down. 
The number of repetitions is counted. A Casio stopwatch 
(1/100 sec) was used to record the time.

The agility test evaluated the time it took the subject 
to get up from a chair and walk to a cone located 2.44 m 
away (turn and sit down again). A Casio stopwatch (1/100 
sec) was used to record the time in the tests.

Aerobic fitness was measured using the 6-minute walk 
test (6MWT). A distance of 30 m was demarcated. Sub-
jects were to walk in one direction back and forth. The 
terrain is demarcated with colored adhesive tapes with 
three-meter spacing between the lines. Adults should 
walk the greatest number of meters during the six 
minutes.

The HGS of both hands (right and left) was evaluated 
according to the protocol proposed by Richards et al. 
[26]. Participants were evaluated one by one in a seated 
position (standard position in a straight-backed chair). 
A JAMAR brand hydraulic dynamometer (Hydraulic 
Hand Dynamometer® Model PC-5030 J1, Fred Sam-
mons, Inc., Burr Ridge, IL: USA) was used. This equip-
ment has an accuracy of 0.1 kg and a scale up to 100 kg/f. 
Two attempts were evaluated and the best result was 
recorded.

Statistics
The normality of the data was verified by the Shapiro-
Wilk test. Descriptive statistics, including frequencies, 
percentages, range, means (X), and standard deviation 
(SD), were calculated. Comparisons between both sexes 
were performed using the t-test for independent samples.

To validate the FRS falls risk scale, construct validity 
and concurrent validation were used. In the first case, 
exploratory factor analysis (EFA) was used as a method to 
group the items into certain latent dimensions (factors), 
followed by confirmatory factor analysis (CFA) (to verify 
the adequacy of the model).

For the CFA, the % variance, communalities, factor 
loadings, Kaiser-Meyer Olkin (KMO) and chi-square 
(X2) tests were used. To analyze the model fit in the CFA, 
both incremental and absolute indices were considered. 
The incremental indices used were the CFI (Compara-
tive Fit Index), GFI and TLI (Tucker-Lewis Index). The 
cut-off points considered [27] for CFI was greater than or 
equal to 0.95 is adequate, for GFI value greater than 0.89 
and for TLI greater than 0.90. In relation to the absolute 
indexes, the RMSEA (root mean square error of approxi-
mation) was estimated, which is considered an adequate 
fit when it is less than and equal to 0.05.

Cronbach’s alpha was used for internal consistency.
For the second case, for concurrent validation, the data 

were analyzed using Spearman’s (nonparametric) correla-
tions between the values of the FRS scale and the func-
tional aptitude tests.

In all cases, p < 0.05 was adopted. Results were pro-
cessed and analyzed in Excel spreadsheets and SPSS 18.0.

Results
Table  1 shows the variables that characterized the sam-
ple of older adults studied. Males presented greater body 
weight, height and WC compared to female (p < 0.001). 
However, there were no differences in BMI between both 
sexes. In relation to the physical tests, men presented 
higher HGS (right and left hand) and Biceps curl, than 
their female counterparts (p < 0.001). However, there 
were no differences in Up-and-go (30 s), agility and Walk-
ing test 6 min (m), between both sexes (p > 0.001). There 
were no differences in the proportions between males 
and females according to educational level (p = 0.837) and 
between housing type (p = 0.347).

The reliability and CFA values can be seen in Table 2. 
Cronbach’s Alpha on the scale ranged from 0.72 to 
0.78 and on the total scale showed α = 0.76. The fac-
tor loadings grouped 4 factors: 1: fear of falling (vari-
ance 27.1%), 2: use of assistive devices (variance 10.6%), 
3: loss of sensation (variance 9.3%), and 4: limitation in 
mobility (variance 8.2%). Factor loadings were greater 
than 0.50, reaching a maximum of 0.83 for all 4 com-
ponents. The communalities ranged from 0.51 to 0.71 
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for the 13 questions. The KMO variance ratio was 0.79 
(X2 = 498.806, gl = 78, p = 0.00), reflecting adequate ade-
quacy of the data analyzed in the model.

The CFA values can be seen in Table  3. The values 
obtained in the model reflected adequate values for the 

13-question fall risk scale [the measures of absolute fit 
(X2 and RMSEA), and incremental fit (CFI, TLI, and 
NFI).

The concurrent validity between the values of the FRS 
scale with the functional fitness tests are observed in 
Table 4. The results have reflected low negative correla-
tions between the FRS scale with the HGS-R and Biceps 
Curl tests (r= -0.23 to -0.31), whereas, with the HGS-L, 
Up-and-go and 6-minute walk tests the relationships 
were moderate and negative (r= -0.40 and − 0.41) and 
with agility (r = 0.41) the relationship was moderate and 
positive, respectively.

Table 1 Anthropometric and physical characteristics of the 
sample studied
Variables Males 

(n = 34)
Females 
(n = 188)

p

M SD M SD
Age (years) 74.7 7.6 71.5 10.4 0.084
Anthropometry
Weight (kg) 80.6 12.8 68.6 11.6 0,000
Height (cm) 164.2 6.8 152.8 6.2 0,000
Waist circumference (cm) 103.6 10.3 95.5 12.3 0,000
BMI (kg/m2) 29.8 4.4 29.4 4.8 0.596
Functional fitness
HGS-R (kgf ) 29.5 7.8 21.2 5.1 0,000
HGS-L (kgf ) 28.2 8.2 20.1 5 0,000
Biceps curl (30 sec) 20.8 6.8 18.5 5.2 0.031
Up-and-go (30sec) 15.4 4.3 15.4 5 0.992
Agility (2.44m) 8.3 3.1 7.9 3.8 0.564
Walking test 6minutes (m) 448 104 426.7 95.2 0.254
Educational level n % n %
Basic education 9 4.1 52 23.4 X2 = 0.851; 

gl = 3, 
p = 0.837

High school education 12 5.4 78 35.1
Higher technical education 7 3.2 29 13.1
Higher university education 6 2.7 29 13.1
Type of Housing
Owned 31 14 160 72.1 X2 = 0.883; 

gl = 1, 
p = 0.347

Borrowed 3 1.4 28 12.6

Legend: M: mean, SD: standard deviation, HGS-R: hand grip strenght-right, 
FPM-L: hand grip strenght-left

Table 2 Values of the exploratory factor analysis and reliability of the fall risk scale (FRS)
n° Item Cron-

bach’s 
Alpha

C Factor loadings
1 2 3 4

1 Have I had a fall in the last year? 0.76 0.57 -0.04 0.72 0.17 0.14
2 I am concerned about falls. 0.74 0.53 0.69 0.21 -0.05 -0.04
3 Do I sometimes feel unsteady when I walk? 0.72 0.53 0.54 0.34 0.20 0.29
4 When I walk inside my home, do I usually need to lean against furniture? 0.74 0.67 0.23 0.54 0.56 -0.08
5 Do I use or have I been advised to use a cane or walker to get around safely? 0.75 0.71 0.04 -0.01 0.83 0.12
6 When I am in a chair, do I need hand support to get up? 0.73 0.58 0.50 0.26 0.51 -0.05
7 Do I have trouble getting up on a step? 0.74 0.51 0.50 -0.10 0.38 0.33
8 Do I often have to rush to the bathroom? 0.76 0.54 0.34 0.52 -0.09 -0.39
9 Have I lost some feeling in my feet? 0.75 0.51 0.14 0.55 -0.11 0.42
10 Do I take medications that sometimes make me feel dizzy or more tired than 

usual?
0.76 0.57 -0.04 0.12 0.09 0.74

11 Do I take medications that help me sleep or improve my mood? 0.75 0.30 0.52 0.09 0.10 0.10
12 Do I often feel sad or depressed? 0.74 0.62 0.56 0.03 0.02 0.55
13 Because I can’t see well, do I have difficulty avoiding hazards in my path, such 

as tree roots or electrical wires?
0.75 0.54 0.67 -0.12 0.16 -0.24

Legend: C: communalities, 1,2,3,4: rotated components

Table 3 Fit indicators of the fall risk scale (FRS) obtained through 
confirmatory factor analysis
Indexes Model 13 questions
X2 126.748
RMSEA 0.04
TLI 0.95
CFI 0.94
NFI 0.90
Legend: X2 = Chi-square Ratio, RMSEA: root mean square error of approximation, 
TLI: Tucker-Lewis Index, CFI: Comparative Goodness of Fit Index, NFI: = Non-
Normed Fit Index, TLI: Tucker-Lewis Index

Table 4 Relationship between the values of the fall risk scale 
(FRS) with functional fitness tests
Functional aptitude tests R p
HGS-R − 0.23** 0.001
HGS-L − 0.40** 0.000
Curl de bíceps (30 seg) − 0.31** 0.000
Up-and-go (30seg) − 0.40** 0.000
Agility (2,44 m) 0.40** 0.000
Walking test 6 min (m) − 0.41** 0.000
Legend: HGS: Hand grip strength, R: right, L: left, **: significant difference
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Discussion
The present study verified the validity and reliability of the 
Fall Risk Scale (FRS) in a sample of OAs in Chile. For this 
purpose, construct validity was used, where the FRS was 
grouped into 4 factors (1: fear of falling, 2: use of assistive 
devices, 3: loss of sensibility, and 4: limitation of mobil-
ity). These four factors reflected adequate adequacy in 
the model, where the factor loadings of the FRS Scale are 
acceptable (above 0.46) as described by Knekta et al. [27].

Moreover, these values were similar to other validation 
studies in OAs from various geographical regions [28, 29].

In fact, having explored the 4 factors, we next opted 
to confirm through the CFA, where the fit of the initially 
proposed theoretical model was assessed. This model 
evidenced a satisfactory fit for the 4 factors and the 13 
questions, allowing us to highlight adequate psychomet-
ric properties, so that the FRS scale is valid for the sample 
of OA in Chile. These results obtained in the five fit indi-
cators (RMSEA, TLI, CFI an NFI) were consistent with 
other validation studies [28, 30].

Overall, the 4 factors determined in this study, are 
closely related to the risk factors for falls suggested by the 
International Classification of Functioning, Disability and 
Health [World Health Organization International Clas-
sification of Functioning, and Health (WHO-ICF)] [31, 
32], which serve to categorize and identify independent 
OAs living in the community.

These components according to WHO [32] are based on 
a solid scientific basis summarized as (1) body functions 
and structures that refer to bodily functions, impairments 
or disabilities, (2) activities and participation involving 
social participation, lifestyle activities and mobility, (3) per-
sonal factors that include the demographic characteristics 
of individuals (age, sex, previous falls, fear of falling) and 
(4) environmental factors, which have to do with footwear, 
domestic hazards, personal consumption of medications 
and other environmental factors.

In relation to reliability, the results indicate that the 
scale reflected internal consistency among its items 
(α = 0.76). Even, the values obtained in this study are con-
sistent with other studies with similar characteristics [2, 
18, 33].

Concurrent validity was verified through correlations 
between FRS scale values with functional fitness tests. 
We verified that there were low negative relationships 
with HGS (right) and biceps curl, (r= -0.23 to -0.31), and 
moderate with HGS (left) (r=-0.40), Up-and-go (r=-0.40), 
agility (r = 0.40) and the 6-minute walk test (r= -0.41).

These results showed that the self-assessed FRS scale 
demonstrated acceptable levels of concurrent validity 
against the agility tests, Up-and-go, and the 6-minute 
walk test. These findings are similar with previous studies 
that have verified moderate correlations with agility and 
6-minute walk tests [20, 34–37]. In general, the results 

indicate that there is an inverse relationship between 
physical fitness and the risk of falls in the adults studied: 
as physical fitness improves, the risk of falls decreases, 
and vice versa.

Several previous studies have shown that agility improves 
postural stability [38, 39] and walking improves lower 
extremity muscle strength, increasing balance performance 
and psychological conditions of OAs [37, 40, 41].

Overall, the results of the study show that the FRS scale 
has acceptable concurrent validity in relation to several 
functional fitness tests. Although the correlations range 
from low to moderate. The consistency of these correla-
tions with previous studies support the utility of the scale 
for assessing functional fitness in older adults [37, 40, 41].

In particular, the moderate correlations with tests such 
as the 6-minute walk, agility, and the Up-and-go test sug-
gest that the scale may be a useful tool for identifying 
individuals at increased risk for falls based on their physi-
cal performance. Although further exploration is recom-
mended to fully understand the observed relationships.

In that context, we highlight that fall risk is an essential 
component of both primary and secondary fragility frac-
ture prevention strategies [20] so its assessment is essen-
tial among OAs.

In fact, the FRS scale constitutes a simple, inexpensive 
and rapid screening tool to assess fall risk among OAs. 
For generally, many OAs do not undergo a comprehen-
sive fall risk assessment or receive targeted prevention 
strategies [42]. So its use and application is available for 
personal falls prevention as well as collectively in health, 
social and community services [2].

The study presents some strengths that deserve to be 
recognized, for example, it is one of the first studies to 
validate the FRS scale for OA in Chile. The procedures 
used for the quality control of the validation were of three 
types: exploratory factor analysis, confirmatory, and 
concurrent validation with functional aptitude tests. In 
addition, the results obtained in this study can serve as 
a baseline for future comparisons and to verify changes 
over time with neighboring regions of the country. Not-
withstanding the above, some limitations that deserve to 
be described stand out, since the sample selection was 
non-probabilistic, which prevents generalizing the scale 
to other sociocultural contexts. Furthermore, the type 
of study used (cross-sectional), does not allow inferring 
causal relationships between functional aptitude tests 
and the FRS scale, so future studies should consider lon-
gitudinal investigations with probabilistic samples.

Another relevant aspect to highlight is the low number 
of male participants in the study. This could limit the gen-
eralizability of the results, since, in Chile, females often 
participate more actively than males in health studies and 
intervention programs. This could bias the findings and not 
adequately represent the older male population.
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Future studies should take into account cultural and 
social factors that could contribute to a higher participa-
tion rate of males in these types of studies. This will allow 
for a more balanced representation and ensure that the 
findings are applicable to the entire OA population.

It is also highlighted that future studies should include 
in their measurement variables, indicators such as medical 
history, physical activity levels and medication intake. Since 
this information may be relevant, not only to characterize 
the sample studied, but also to contrast with other studies.

Conclusions
The FRS scale showed acceptable validity and reliability in 
OA in central Chile. It is expected that this scale will be use-
ful to assess the risk of falls in clinical and epidemiological 
contexts. Its use and application is suggested to strengthen 
surveillance systems and to monitor the risk of falls with a 
view to possible interventions in the aging population.

Appendix

n° Spanish instrument used Instrument in its original 
language

1 Have I had a fall in the last year? I have fallen in the last 6 
months.

2 I am concerned about falls. I am worried about falling.
3 Do I sometimes feel unsteady 

when I walk?
Somethimes, I feel unsteady 
when I am walking.

4 When I walk inside my home, 
do I usually need to lean against 
furniture?

I steady myself by holding 
onto furniture when walking 
at home.

5 Do I use or have I been advised 
to use a cane or walker to get 
around safely?

I use or have been advised to 
use a cane or walker to get 
around safely

6 When I am in a chair, do I need 
hand support to get up?

I need to push with my hands 
to stand up from a chair.

7 Do I have trouble getting up on 
a step?

I have some trouble stepping 
up onto a curb.

8 Do I often have to rush to the 
bathroom?

I often have to rush to the 
toilet.

9 Have I lost some feeling in my 
feet?

I have lost some feeling in 
my feet.

10 Do I take medications that 
sometimes make me feel dizzy or 
more tired than usual?

I take medicine that 
sometimes makes me feel 
light-headed or more tired 
than usual.

11 Do I take medications that help 
me sleep or improve my mood?

I take medicine to help me 
sleep or improve my mood.

12 Do I often feel sad or depressed? I often feel sad or depressed.
13 Because I can’t see well, do I have 

difficulty avoiding hazards in my 
path, such as tree roots or electri-
cal wires?

Because I don’t see well, I 
have difficulty avoiding haz-
ards in the path, such as tree 
roots or electrical cords.

Abbreviations
CFA  Confirmatory factor analysis
CFI  Comparative fit index
EFA  Exploratory factor analysis
FRS  Fall risk scale

KMO  Kaiser Meyer Olkin
NFI  Normed fit index
OA  Older adults
RMSEA  Root mean squared error of approximation
TLI  Tucker-Lewis Index

Acknowledgements
We would like to express our gratitude to all adult participants for their 
tremendous support.

Author contributions
M.C.B., R.G.C., L.F.C., and M.R.L contributed to the design of the research study. 
R.V.E. J.C.B., L.U.A and C.L.R., collected data, contributed to the discussion, 
wrote the manuscript and reviewed/edited the manuscript. M.C.B., R.G.C., 
R.V.E., L.F.C., L.U.A., M.R.L., and C.L.R., edited, and reviewed the manuscript. 
M.C.B., R.G.C., and L.F.C., analyzed data and/or reviewed/edited the manuscript. 
M.C.B., R.G.C., and L.F.C., reviewed/edited the manuscript. All authors revised 
and agreed on the views expressed in the manuscript.

Funding
Regular Fondecyt Project 1221708.

Data availability
The data will be available by contacting the corresponding author.

Declarations

Ethics approval and consent to participate
The study protocol was approved by the Ethics Committee of the Universidad 
Católica del Maule (93-2022). All experiments were conducted in accordance 
with relevant guidelines and regulations (such as the Declaration of Helsinki). 
All participants signed written informed consent, acknowledging their 
consent to participate and their understanding of the research procedures 
and objectives.

Consent for publication
Not applicable.

Competing interests
The authors declare no competing interests.

Author details
1Departamento de Ciencias de la Actividad Física, Universidad Católica 
del Maule, Talca, Chile
2Faculty of Education, Psychology and Sport Sciences, University of 
Huelva, Huelva, Spain
3Universidad Católica Silva Henriquez, Santiago, Chile
4Núcleo de Investigación en Ciencias de la Motricidad Humana, 
Universidad Adventista de Chile, Chillán, Chile
5Escuela de Kinesiología, Facultad de Salud, Universidad Santo Tomás, 
Santiago, Chile
6Faculdade de Ciências Médicas, Unicamp , Sao Paulo, Brasil
7Facultad de Odontología y Ciencias de la Rehabilitación. Universidad de 
San Sebastían, Concepción, Chile

Received: 4 April 2024 / Accepted: 8 August 2024

References
1. World Health Organization. WHO global report on falls prevention in older 

age. 2016. https://www.who.int/ageing/publications/Falls_prevention-
7March.pdf. Accessed 12 Jan 2021.

2. Wang JX, Chen LY, Jiang YN, Ni L, Sheng JM, Shen X. Establishing content 
validity for a composite activities-specific risk of falls scale:linkage between 
fear of falling and physical activity. BMC Geriatr. 2021;21(1):275. https://doi.
org/10.1186/s12877-021-02211-z

3. Sipe CL, Ramey KD, Plisky PP, Taylor JD, Y-Balance Test. A valid and reliable 
assessment in older adults. J Aging Phys Act. 2019;27(5):663–9. https://doi.
org/10.1123/japa.2018-0330

https://www.who.int/ageing/publications/Falls_prevention7March.pdf
https://www.who.int/ageing/publications/Falls_prevention7March.pdf
https://doi.org/10.1186/s12877-021-02211-z
https://doi.org/10.1186/s12877-021-02211-z
https://doi.org/10.1123/japa.2018-0330
https://doi.org/10.1123/japa.2018-0330


Page 7 of 7Cossio-Bolaños et al. BMC Geriatrics          (2024) 24:708 

4. Wang Z, Rong Y, Gu L, Yang Y, Du X, Zhou M. Reliability and validity of the 
fall risk self-assessment scale for community-dwelling older people in 
China: a pilot study. BMC Geriatr. 2022;22(1):272. https://doi.org/10.1186/
s12877-022-02962-3

5. Miake-Lye IM, Hempel S, Ganz DA, Shekelle PG. Inpatient fall 
prevention programs as a patient safety strategy: a system-
atic review. Ann Intern Med. 2013;158(5 Pt 2):390–6. https://doi.
org/10.7326/0003-4819-158-5-201303051-00005

6. Florence CS, Bergen G, Atherly A, Burns E, Stevens J, Drake C. Medical costs 
of fatal and nonfatal falls in older adults. J Am Geriatr Soc. 2018;66(4):693–8. 
https://doi.org/10.1111/jgs.15304

7. Ambrose AF, Paul G, Hausdorff JM. Risk factors for falls among older adults: a 
review of the literature. Maturitas. 2013;75(1):51–61. https://doi.org/10.1016/j.
maturitas.2013.02.009

8. World Health Organization. Global report on falls prevention in older age. 
Geneva: World Health Organization; 2007.

9. Park SH. Tools for assessing fall risk in the elderly: a systematic review and 
meta-analysis. Aging Clin Exp Res. 2018;30(1):1–16. https://doi.org/10.1007/
s40520-017-0749-0

10. Herrera MS, Elgueta R, Fernández MB, Giacoman C, Leal D, Marshall P, Rubio 
M, Bustamante F. A longitudinal study monitoring the quality of life in a 
national cohort of older adults in Chile before and during the COVID-19 
outbreak. BMC Geriatr. 2021;21(1):143. https://doi.org/10.1186/s12877-021-
02110-3. d.

11. Fuentes-García A, Sánchez H, Lera L, Cea X, Albala C. Desigualdades 
socioeconómicas en El proceso de discapacidad en una cohorte de adultos 
mayores de Santiago de Chile [Socioeconomic inequalities in the onset 
and progression of disability in a cohort of older people in Santiago (Chile)]. 
Gac Sanit. 2013;27(3):226–32. https://doi.org/10.1016/j.gaceta.2012.11.005. 
Spanish.

12. Morse JM, Morse RM, Tylko SJ. Development of a scale to identify the fall-
prone patient. Can J Aging. 1989;8:366–77.

13. Conley D, Schultz AA, Selvin R. The challenge of predicting patients at risk for 
falling: development of the Conley scale. Medsurg Nurs. 1999;8(6):348–54. 
Erratum in: Medsurg Nurs 2000; 9(1):50.

14. Yardley L, Beyer N, Hauer K, Kempen G, Piot-Ziegler C, Todd C. Development 
and initial validation of the Falls Efficacy Scale-International (FES-I). Age Age-
ing. 2005;34(6):614–9. https://doi.org/10.1093/ageing/afi196

15. Pape HC, Schemmann U, Foerster J, Knobe M. The ‘Aachen falls prevention 
scale’ - development of a tool for self-assessment of elderly patients at risk 
for ground level falls. Patient Saf Surg. 2015;9:7. https://doi.org/10.1186/
s13037-014-0055-0

16. Chang YW, Chang YH, Pan YL, Kao TW, Kao S. Validation and reliability of falls 
risk for hospitalized older people (FRHOP): Taiwan version. Med (Baltim). 
2017;96(31):e7693. https://doi.org/10.1097/MD.0000000000007693

17. An SH, Jee YJ, Shin HH, Lee GC. Validity of the original and short versions of 
the dynamic Gait index in predicting falls in stroke survivors. Rehabil Nurs. 
2017;42(6):325–32. https://doi.org/10.1002/rnj.280

18. Sertel M, Şimşek TT, Yümin ET, Aras B. Determination of the validity and 
reliability of the Turkish version of the self-rated fall risk questionnaire in 
older individuals. Physiotherapy Q. 2020;28(3):50–5. https://doi.org/10.5114/
pq.2020.95775

19. Caldara C, Dell’Aquila R, Pacchiani S, Maestrini S, Pellegrini R, Casati M, Cesa 
S. L’autovalutazione del rischio di caduta: Validazione italiana del Fall Risk 
Questionnaire [FRQ] L ' infermiere. 2019;56:e1–9.

20. Kitcharanant N, Vanitcharoenkul E, Unnanuntana A. Validity and reliability 
of the self-rated fall risk questionnaire in older adults with osteoporo-
sis. BMC Musculoskelet Disord. 2020;21(1):757. https://doi.org/10.1186/
s12891-020-03788-z

21. Song JM, Wan DT, Zheng ZM. Reliability and validity of US CDC Self-rated fall 
risk questionnaire among Chinese community-dwelling older adults. Chin J 
Public Health. 2020;36:592–5.

22. Monteiro AJ, Constantino B, Carvalho M, Silva H, Pedro R, Martins R, Atalaia 
T, Silva J, Aleixo P, Alves S. Cultural and linguistic adaptation of the fall 
risk questionnaire-portuguese version. Int J Environ Res Public Health. 
2023;20(2):1598. https://doi.org/10.3390/ijerph20021598

23. Rubenstein L, Vivrette R, Harker J, Stevens J, Kramer B. Validating an evidence-
based, self-rated fall risk questionnaire (FRQ) for older adults. J Saf Res. 
2011;42:493–9. https://doi.org/10.1016/j.jsr.2011.08.006

24. Ross WD, Marfell-Jones MJ, MacDougall J, Wenger H, Green H. (1991). 
Physiological testing of the high performance athlete. (Champaign III, Ed.), 

Kinanthropometry Champaign IL: Human Kinetics Books (2nd ed.). Ilinois, 
EEUU: Human Kinetics Books.

25. Rikli RE, Jones CJ. Development and validation of criterion-referenced clini-
cally relevant fitness standards for maintaining physical independence in 
later years. Gerontologist. 2013;53(2):255–67.

26. Richards LG, Olson B, Palmiter-Thomas P. How forearm position affects grip 
strength. Am J Occup Ther. 1996;50(2):133–8. https://doi.org/10.5014/
ajot.50.2.133

27. Knekta E, Runyon C, Eddy S. One size doesn’t fit all: using factor analysis to 
gather validity evidence when using surveys in your research. CBE Life Sci 
Educ. 2019;18(1):rm1. https://doi.org/10.1187/cbe.18-04-0064

28. Santor DA, Haggerty JL, Lévesque JF, Burge F, Beaulieu MD, Gass D, Pineault 
R. An overview of confirmatory factor analysis and item response analysis 
applied to instruments to evaluate primary healthcare. Healthc Policy. 
2011;7(Spec Issue):79–92. PMID: 23205037; PMCID: PMC3399444.

29. Araya AX, Valenzuela E, Padilla O, Iriarte E, Caro C. Preocupación a caer: 
validación de un instrumento de medición en personas mayores chilenas 
que viven en la comunidad [Fear of falling: validation of a measurement 
tool in Chilean elderly living in the community]. Rev Esp Geriatr Gerontol. 
2017;52(4):188–92. https://doi.org/10.1016/j.regg.2016.12.003. Spanish.

30. Jeon EJ, Sohng KY, Yeom HA. Development and validation of a self-care scale 
for older adults undergoing hip fracture surgery: the HFS-SC. BMC Nurs. 
2022;21(1):197. https://doi.org/10.1186/s12912-022-00982-3

31. de Clercq H, Naudé A, Bornman J. Factors included in adult fall risk assess-
ment tools (FRATs): a systematic review. Aging Soc. 2020;1–25:2558–82. 
https://doi.org/10.1017/S0144686X2000046X

32. WHO. International Classification of Functioning, Disability and Health 
(WHO-WHO-ICF). 2021. Retrieved from https://www.who.int/standards/
classifications/international-classification-of-functioning-disability-and-health

33. Fielding SJ, McKay M, Hyrkas K. Testing the reliability of the fall risk screening 
tool in an elderly ambulatory population. J Nurs Manag. 2013;21(8):1008–15. 
https://doi.org/10.1111/jonm.12192

34. Loonlawong S, Limroongreungrat W, Jiamjarasrangsi W. The stay indepen-
dent brochure as a screening evaluation for fall risk in an elderly Thai popula-
tion. Clin Interv Aging. 2019;14:2155–62. https://doi.org/10.2147/CIA.S233414

35. Regan E, Middleton A, Stewart JC, Wilcox S, Pearson JL, Fritz S. The six-minute 
walk test as a fall risk screening tool in community programs for persons 
with stroke: a cross-sectional analysis. Top Stroke Rehabil. 2020;27(2):118–26. 
https://doi.org/10.1080/10749357.2019.1667657

36. Ho HH, Fang IY, Yu YC, Huang YP, Kuo IL, Wang LT, Tsai MC, Chang SH, Hsueh 
MC. Is functional fitness performance a useful predictor of risk of falls among 
community-dwelling older adults? Arch Public Health. 2021;79(1):108. 
https://doi.org/10.1186/s13690-021-00608-1

37. Barry E, Galvin R, Keogh C, Horgan F, Fahey T. Is the timed up and go test 
a useful predictor of risk of falls in community dwelling older adults: a 
systematic review and meta- analysis. BMC Geriatr. 2014;14:14. https://doi.
org/10.1186/1471-2318-14-14

38. Liu-Ambrose T, Khan KM, Eng JJ, Janssen PA, Lord SR, McKay HA. Resis-
tance and agility training reduce fall risk in women aged 75 to 85 with 
low bone mass: a 6-month randomized, controlled trial. J Am Geriatr Soc. 
2004;52(5):657–65. https://doi.org/10.1111/j.1532-5415.2004.52200.x

39. Donath L, van Dieën J, Faude O. Exercise-based fall prevention in the elderly: 
what about agility? Sports Med (Auckland N Z). 2016;46(2):143–9. https://doi.
org/10.1007/s40279-015-0389-5

40. Okubo Y, Osuka Y, Jung S, Figueroa R, Tsujimoto T, Aiba T, Kim T, Tanaka 
K. Effects of walking on physical and psychological fall-related factors in 
community-dwelling older adults: a walking versus balance program. J Phys 
Fit Sports Med. 2014;3:515–24. https://doi.org/10.7600/jpfsm.3.515

41. Aranyavalai T, Jalayondeja C, Jalayondeja W, Pichaiyongwongdee S, 
Kaewkungwal J, Laskin JJ. Association between walking 5000 step/day and 
fall incidence over six months in urban community-dwelling older people. 
BMC Geriatr. 2020;20(1):194. https://doi.org/10.1186/s12877-020-01582-z

42. Sun R, Aldunate RG, Paramathayalan VR, Ratnam R, Jain S, Morrow DG, 
Sosnoff JJ. Preliminary evaluation of a self-guided fall risk assessment tool for 
older adults. Arch Gerontol Geriatr. 2019;82:94–9. https://doi.org/10.1016/j.
archger.2019.01.022

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in 
published maps and institutional affiliations. 

https://doi.org/10.1186/s12877-022-02962-3
https://doi.org/10.1186/s12877-022-02962-3
https://doi.org/10.7326/0003-4819-158-5-201303051-00005
https://doi.org/10.7326/0003-4819-158-5-201303051-00005
https://doi.org/10.1111/jgs.15304
https://doi.org/10.1016/j.maturitas.2013.02.009
https://doi.org/10.1016/j.maturitas.2013.02.009
https://doi.org/10.1007/s40520-017-0749-0
https://doi.org/10.1007/s40520-017-0749-0
https://doi.org/10.1186/s12877-021-02110-3
https://doi.org/10.1186/s12877-021-02110-3
https://doi.org/10.1016/j.gaceta.2012.11.005
https://doi.org/10.1093/ageing/afi196
https://doi.org/10.1186/s13037-014-0055-0
https://doi.org/10.1186/s13037-014-0055-0
https://doi.org/10.1097/MD.0000000000007693
https://doi.org/10.1002/rnj.280
https://doi.org/10.5114/pq.2020.95775
https://doi.org/10.5114/pq.2020.95775
https://doi.org/10.1186/s12891-020-03788-z
https://doi.org/10.1186/s12891-020-03788-z
https://doi.org/10.3390/ijerph20021598
https://doi.org/10.1016/j.jsr.2011.08.006
https://doi.org/10.5014/ajot.50.2.133
https://doi.org/10.5014/ajot.50.2.133
https://doi.org/10.1187/cbe.18-04-0064
https://doi.org/10.1016/j.regg.2016.12.003
https://doi.org/10.1186/s12912-022-00982-3
https://doi.org/10.1017/S0144686X2000046X
https://www.who.int/standards/classifications/international-classification-of-functioning-disability-and-health
https://www.who.int/standards/classifications/international-classification-of-functioning-disability-and-health
https://doi.org/10.1111/jonm.12192
https://doi.org/10.2147/CIA.S233414
https://doi.org/10.1080/10749357.2019.1667657
https://doi.org/10.1186/s13690-021-00608-1
https://doi.org/10.1186/1471-2318-14-14
https://doi.org/10.1186/1471-2318-14-14
https://doi.org/10.1111/j.1532-5415.2004.52200.x
https://doi.org/10.1007/s40279-015-0389-5
https://doi.org/10.1007/s40279-015-0389-5
https://doi.org/10.7600/jpfsm.3.515
https://doi.org/10.1186/s12877-020-01582-z
https://doi.org/10.1016/j.archger.2019.01.022
https://doi.org/10.1016/j.archger.2019.01.022

	Translation, validity and reliability of the fall risk scale for older adults
	Abstract
	Background
	Materials and methods
	Type of study and sample
	Techniques and procedures
	Fall risk
	Adaptation of the instrument
	Anthropometry
	Functional fitness tests


	Statistics
	Results
	Discussion
	Conclusions
	Appendix
	References


