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Abstract
Background: Balance dysfunction and falls are common problems in later stages of dementia.
Exercise is a well-established intervention to reduce falls in cognitively intact older people, although
there is limited randomised trial evidence of outcomes in people with dementia. The primary
objective of this study is to evaluate whether a home-based balance exercise programme improves
balance performance in people with mild to moderate severity Alzheimer's disease.
Methods/design: Two hundred and fourteen community dwelling participants with mild to
moderate severity Alzheimer's disease will be recruited for the randomised controlled trial. A
series of laboratory and clinical measures will be used to evaluate balance and mobility performance
at baseline. Participants will then be randomized to receive either a balance training home exercise
programme (intervention group) from a physiotherapist, or an education, information and support
programme from an occupational therapist (control group). Both groups will have six home visits
in the six months following baseline assessment, as well as phone support. All participants will be
re-assessed at the completion of the programme (after six months), and again in a further six
months to evaluate sustainability of outcomes. The primary outcome measures will be the Limits
of Stability (a force platform measure of balance) and the Step Test (a clinical measure of balance).
Secondary outcomes include other balance and mobility measures, number of falls and falls risk
measures, cognitive and behavioural measures, and carer burden and quality of life measures.
Assessors will be blind to group allocation.
Longitudinal change in balance performance will be evaluated in a sub-study, in which the first 64
participants of the control group with mild to moderate severity Alzheimer's disease, and 64 age
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and gender matched healthy participants will be re-assessed on all measures at initial assessment,
and then at 6, 12, 18 and 24 months.
Discussion: By introducing a balance programme at an early stage of the dementia pathway, when
participants are more likely capable of safe and active participation in balance training, there is
potential that balance performance will be improved as dementia progresses, which may reduce
the high falls risk at this later stage. If successful, this approach has the potential for widespread
application through community based services for people with mild to moderate severity
Alzheimer's disease.
Trial registration: The protocol for this study is registered with the Australian New Zealand
Clinical Trials Registry (ACTRN12608000040369).

Background
Dementia is a major worldwide health problem among
older people. It is one of the most burdensome conditions, and is a leading cause of disability and mortality in
later life [1]. The prevalence of dementia is estimated to be
1.5% of people aged 65 years, and prevalence becomes
more common with increasing age, reaching a level of
22% in people older than 85 years [2]. The global prevalence of dementia is forecast to double every 20 years, to
42.3 million in 2020 and to 81.1 million people in 2040
[3]. It is estimated that there will be more than one million people with dementia in the UK by 2025 [4]. The
number of people with dementia is expected to triple in
the United States by 2040 [5], and in Australia by 2050
[6]. Alzheimer's disease is the most common type of
dementia, accounting for 50–70% of all dementias [7,8].
Falls are another major public health issue for the older
population, with 30% percent of people aged 65 and over
falling once or more each year [9,10]. Even higher falls
rates have been reported for people with dementia, with
around 42% of a community sample with mild-moderate
dementia, and 60% of people with dementia in residential care falling at least once each year [11,12]. Decrease in
balance performance is a strong indicator of falls in older
people [13,14]. Greater balance and gait disturbances
have been found in people with dementia when compared with older people in general [15,16], and these have
been shown to occur in relatively early stages of the
dementia pathway [17]. These declines in balance and
motor performance may explain the increased incidence
of falls in people with dementia, and have been shown to
be a predictive factor for people with dementia needing
permanent skilled nursing facility admission [18].
Increased carer strain has also been reported following a
fall by care recipients [19].
There has been growing interest in the potential for
improved outcomes associated with general exercise for
people with cognitive impairment or dementia [20,21],
and a number of different exercise approaches have been

trialled. Exercise programmes targeting balance performance have been shown to improve balance and reduce
falls in a range of community dwelling samples of older
people [22-24], but none of these have included people
with dementia [25]. While exercise programmes have
been shown to be feasible for people with dementia
[26,27], even at relatively advanced stages [28,29], these
programmes usually primarily incorporate cardiovascular
type exercises such as walking (or simple exercises for
strengthening and flexibility). To reduce falls in older people, exercise programmes need to safely incorporate a
challenge to the balance system [22-24], which requires
substantially more complex movement combinations
than cardiovascular or strength training exercise programmes. People with dementia are less likely to be able
to successfully participate in these more complex movements at later stages of disease progression. Therefore,
there is merit in exploring the feasibility and outcomes of
balance training exercise programmes for people with
mild to moderate severity dementia. Studies in older people living in the community who do not have dementia
have demonstrated that improved balance performance
from a balance exercise programme can be maintained for
periods up to two years [30]. By introducing a balance
training programme for people at mild to moderate levels
of severity of dementia, it is anticipated that improved
balance related outcomes may similarly persist well
beyond the period of active engagement in the formal
exercise programme. It is also possible that if this type of
exercise programme becomes part of routines in earlier
stages of the dementia pathway, that these exercises might
be able to be continued as dementia progresses, rather
than trying to introduce new tasks at later stages.
Given the high proportion of people with dementia who
have a diagnosis of Alzheimer's disease, and varying
symptoms and progression between people with different
types of dementia [31], this study will focus recruitment
on people with a diagnosis of Alzheimer's disease. To
date, no study has evaluated a balance exercise programme designed to improve balance performance, spe-
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cifically targeting community dwelling people with mild
to moderate Alzheimer's disease.

for this project. The sub-study is a longitudinal cohort
study.

The primary aim of the present project is to implement
and evaluate the effectiveness of an individually tailored,
home based exercise programme in improving balance
and mobility performance in people with mild to moderate severity Alzheimer's disease. A sub-study will be run
concurrently, with the aim of evaluating difference in rate
of change in balance performance between people with
Alzheimer's disease compared to healthy age and gender
matched older people.

Participants Criteria
Participants with Alzheimer's disease
Participants will be included in the primary study if they
have all of the following criteria: (i) a diagnosis of Alzheimer's disease; (ii) mild to moderate dementia (Clinical
Dementia Rating Scale score of 0.5–2.0) [32]; (iii) independent mobility (walks outdoors with no more support
than a single point stick); (iv) living in the community (ie
not living in residential care); and (v) no other major neurological history (e.g. stroke with unilateral or bilateral
paresis, multiple sclerosis) or orthopaedic history that
impacts on functional mobility.

Methods/design
Study Design
The primary study is a single blind Randomised Controlled Trial (Figure 1). The CONSORT statement has been
used as a framework for development of the methodology

Participants will be excluded if they have a dementia diagnosis other than Alzheimer's disease; severe dementia (a
Clinical Dementia Rating Scale of more than 2.0), limited
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mobility (doesn't walk away from home, or needs more
support than a single point stick to walk outdoors); or
presence of clinically significant aphasia (patient needs to
be able to understand instructions in the exercise arm of
the intervention).
Diagnosis of Alzheimer's disease will be confirmed
through records from specialist Memory Clinics or by the
treating general practitioner. Memory Clinics are multidisciplinary services established to provide early diagnosis
and service provision information for patients with cognitive impairment and dementia and their families [33].
Healthy group (longitudinal sub-study)
Sixty-four healthy participants, age and gender matched to
the first 64 people with Alzheimer's disease in the control
group of the primary study, will be recruited from community advertisements such as newsletters and existing
volunteer databases (ie the National Ageing Research
Institute database). These participants will have no cognitive impairment (MMSE score t 24) and no serious neurological or orthopaedic condition that impacts on
balance and mobility performance, and will be community ambulant (regularly walks independently away from
home).
Measurements and Procedures
At baseline and at subsequent assessment occasions (Figure 1), the following measures will be used:
Measures of cognitive impairment and behavioural disturbances
include
(i) Mini Mental State Examination (MMSE) [34], a widely
used instrument for screening cognitive impairment. It
comprises 11 items covering orientation, registration,
attention and calculation, recall, language, a 3 step praxis
item, and graphic copy of a geometric design.

(ii) Frontal Assessment Battery (FAB) [35], a short cognitive and behavioural battery to assess frontal lobe functions. The FAB consists of 6 subtests exploring
conceptualization, mental flexibility, motor programming, sensitivity to interference, inhibitory control, and
environmental autonomy. This test has been shown to
distinguish frontotemporal dementia from Alzheimer's
dementia [36].
(iii) Neuropsychiatric Inventory (NPI) [37], a screening
questionnaire to assess 10 behavioural disturbances
occurring in people with dementia, including delusions,
hallucinations, agitation/aggression, dysphoria, anxiety,
euphoria, apathy, disinhibition, irritability/lability, and
aberrant motor activity. The NPI will be obtained from a
caregiver familiar with the participant's behaviour.

http://www.biomedcentral.com/1471-2318/9/29

Measures of balance and mobility performance
The following laboratory measures from the NeuroCom
Balance Master™ long plate (NeuroCom Balance Master™
Operator V3: CopyRight©2007) will be used:

(i) Modified Clinical Test of Sensory Interaction of Balance (mCTSIB), the amount of postural sway is measured
under four sensory conditions (eyes open and eyes closed,
on a firm and a foam surface); (ii) Limits of Stability
(LOS), a measure of the ability to weight shift forwards,
backwards, to the right and the left in standing; (iii) stability during walking and turning; and (iv) stability during
sit to stand. This test battery has been shown to have moderate to high test-retest reliability in assessing balance dysfunction in healthy older people [38] and clinical groups
(eg stroke, Limits of Stability measures, ICC>0.84) [39]
and to be sensitive to be able identify patients who have
fallen and to be able to predict multiple falls [40].
A number of clinical measures of balance and mobility
will also be used. These measures are simple and quick
tests routinely used in clinical practice and research:
(i) Functional Reach (FR) test [41], a test of dynamic
standing balance. The participant stands next to a wall
with their feet 10 cm apart and dominant arm raised to 90
degrees. They are then asked to reach as far forward as possible without overbalancing and the distance of additional reach is recorded (cm).
(ii) Step Test [42], a test of dynamic standing balance. The
number of times the participant steps one foot fully on
and then off a 7.5 cm block step in 15 seconds is recorded.
Each leg is tested separately, and worst side performance
will be used for data analysis.
(iii) Timed Chair Stands [43]- global leg muscle strength
will be measured by timing speed of standing up/sitting
down five times from a 45 cm high chair, without using
arms.
(iv) Timed Up and Go (TUG) test [44]-the participant is
timed standing up from a standard chair, walking 3
metres with their usual speed, then returning to sit again
in the chair (seconds). This task will be reassessed under
dual task conditions, with a secondary cognitive task
(counting backwards by 3's while performing the TUG),
and with a secondary motor task (carrying a full cup of
water while performing the TUG) [45].
Measures of falls and falls risk include
(i) the number of falls in the preceding 12 months will be
collected from the participant or carer, based on retrospective recall; (ii) the Falls Risk for Older People (FROPCom) [46], a detailed falls risk assessment tool evaluating
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13 risk factors; and (iii) Physiological Profile Assessment
(PPA) [47] abbreviated assessment, evaluating standing
balance, hand reaction time, knee joint proprioception,
visual contrast sensitivity and quadriceps muscle strength.
The FROP-Com and the PPA have been shown to have
good retest reliability (FROP-Com intra-rater and intertester reliability were 0.93 and 0.81 respectively, and the
PPA retest reliability ranged from 0.50 to 0.97), and the
FROP-Com to have moderate capacity to predict falls
(sensitivity 71% and specificity 56%) [46,47].
Caregiver burden and quality of life will be assessed using
(i) the Zarit Carer Burden Scale [48]; and (ii) the Assessment of Quality of Life (AQoL) [49].
Randomization
After baseline assessment, participants will be randomly
allocated into the exercise or control groups. Randomization will be by computer generated random numbers
table, with group allocation on a folded piece of paper in
an opaque envelope, packed by a staff member independent of the project team. A research assistant independent
of the assessors will identify group allocation, and communicate with the participant and their carer as to which
group they are in, and make arrangements for the next
stage of the project. In this way, assessors will be blind to
the group allocation-randomization process at the time of
the baseline assessment.
Intervention Group and Control Group Activities
The control group will continue with "usual care" for the
subsequent six months without interruption, including all
activities and service use recommended by treating health
professionals. In addition, participants in the control
group will receive a home programme involving six home
visits for the six month period by an Occupational Therapist, to provide an information/education and support
programme. Topics to be covered in the programme
include issues around diagnosis; community services;
occupational performance (including issues around grief
and losses); and environmental safety and aids. The programme will avoid any messages encouraging any change
in activities that may influence balance and mobility performance. Control participants will receive phone calls
from the Occupational Therapist to follow up on issues
raised in the home visits between home visits.

The intervention group will participate in a tailored
(individualised) home based balance exercise programme, provided by a physiotherapist. This exercise programme is based on an existing home exercise programme
(the Otago programme, http://www.acc.co.nz/prevent
ing-injuries/at-home/older-people/information-forolder-people/otago-exercise-programme/index.htm),
which has been shown to improve balance and reduce
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falls in older people without cognitive impairment in the
community setting [50-52]. The programme has been
modified to provide increased support and visits in the
early stages of exercising. Appropriate exercises from the
Otago programme will be selected by the physiotherapist,
and be tailored to balance and mobility problems identified from the assessments. Participants will receive six
home visits during the six month duration (two visits in
the first month after the baseline assessment, two further
visits in the second month, then two more home visits
four to six weeks apart for the remaining times). An exercise booklet will be provided by the physiotherapist to
each participant or carer to give illustrations and instructions for the participant to continue the exercise programme at least five times a week. In between visits, the
physiotherapist will contact participants by telephone
(five phone calls during the six month duration). Adherence to the programme will be monitored by daily completion of an exercise diary. All participants will also
continue to receive 'usual care'.
Follow Up Assessments
Six months after the initial assessment all participants will
have all baseline measures repeated by an assessor blind
to group allocation. Measures will be repeated six months
later (ie 12 months after initial assessment) to determine
sustained benefits from the programme.
Focus Groups
A randomly selected sub-sample of 20 participants from
the exercise programme and their caregivers will be
invited to participate in focus groups to discuss issues
about falls, balance problems, positive and negative
aspects of the exercise programme, and other relevant factors influencing participation and outcomes. Data from
the focus groups will be recorded, transcribed, and thematically analysed to provide qualitative data informing
future recommendations.
Safety
All assessments will be undertaken by an experienced
physiotherapist, providing close supervision during all
tasks. In addition, a safety harness will be used for several
of the NeuroCom Balance Master™ assessments, which
will allow the participant freedom of movement to elicit
balance reactions, but will prevent them from falling in
the case of overbalancing. The home exercise programme
is based on a home exercise programme that has been
shown in a number of studies of older people with
increased falls risk to be safely implemented, and to
reduce falls [50,52]. The frequency of home visits in this
study is slightly increased on the successful "Otago" programme (4 visits), aiming to maximise safety with
increased visits particularly in the first 6–8 weeks of the
programme. The personalized balance exercise pro-
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gramme will be tailored to each individual by an experienced physiotherapist. The exercise prescription and
implementation will take into account participant safety.
Ethical Considerations
Participants will be reassured that their decision as to
whether or not they participate in the study is voluntary,
and that participation will not influence their usual treatment. Written informed consent will be obtained. If the
person with Alzheimer's disease is unable to provide
informed consent (as determined by CDAMS records or
general practitioner records) to participate (or to continue
participation), their next of kin or their caregivers (person
responsible) will be asked to provide written consent. The
name and contact details of all participants and any information obtained in connection with this research that can
identify individual participants will remain confidential
and will be used only for the purpose of the research. In
any publication, information will be provided in such a
way that no individual participant can be identified. All
records collected for this research will be kept in a secure
place. All records will be archived and retained for a minimum of seven years according to the ethics protocol. At
the end of this period, paper-based records will be shredded, and electronically stored data will be erased.

Ethics approval has been obtained from the Melbourne
Health Human Research Ethics Committees (HREC
2008.004/Approval Date: 16-Apr-08), and the University
Human Ethics Committee, La Trobe University (Application No. 08-011/Approval Date: 30-Jul-08).
Primary Outcome Measures
Two primary outcome measures have been selected: Limits of Stability (LOS) test (Maximum Excursion measure)
(Neurocom Balance Master™) and the Step Test. All other
measures will be considered as secondary outcomes. The
LOS Maximum Excursion measure is a dynamic balance
measure which has been shown to be a sensitive measure
of balance impairment, and to be responsive to exercise
interventions in older populations [38,40,53]. The Step
Test is a simple clinical balance measure which is routinely used in clinical practice and research in the field of
balance and falls prevention. It has high reliability [42]
and is sensitive to change in balance performance in older
people with clinical conditions such as Parkinson's disease [54,55] and stroke patients [42,56], and is responsive
to change following an exercise intervention [57].
Sub-study – Longitudinal Change in Balance Performance
The first 64 participants recruited for the primary study
and randomised to the control group will undergo complete assessments as described in the primary study, but
also have further complete assessments at 18 months and
24 months following the initial assessment. Sixty four age
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and gender matched healthy participants will also be
assessed on the full balance assessment battery at 0, 6, 12,
18 and 24 months for comparison of the rate of change in
balance performance in the sample with mild to moderate
severity Alzheimer's disease.
Statistical Analysis
Intention to treat analysis will be used. Balance performance on the two primary outcome measures and the secondary outcome measures will be made using repeated
measures ANOVA between the two groups, with variables
differing between groups at baseline being used as covariates. Multivariate logistic regression will be used to evaluate factors associated with improved outcomes, including
level of adherence to the exercise programme. For the longitudinal sub-study, independent sample t-tests will be
used to determine differences in balance performance
between both groups at each time point.
Sample Size
Power analysis was based on data from a recent study of
community dwelling older people with mild balance
impairment (approximately 15–25% impairment compared to healthy controls), which is in the approximate
range of impairment anticipated in our sample with mildmoderate severity Alzheimer's disease. Using data from
one of the main force platform measures of balance (Limits of Stability, Maximum Excursion, mean score 71.9; SD
14.3) and a clinical balance measure (Step Test, mean
score 14, SD 3.6), power calculations were performed to
determine the required sample size to demonstrate a 10%
improvement, at 80% power and alpha = 0.05. Using
these two tests as primary outcome measures for evaluating the effectiveness of the balance retraining exercise programme, a sample size of 80 per group will be required
(160 overall). Assuming a loss to follow up of 25%, a sample of 214 will be required for the main study (RCT
study). For the longitudinal sub-study, based on the estimated magnitude of balance impairment (15–25%) relative to healthy age matched controls from previous
studies, a sample size of 42 will be sufficient to demonstrate group differences (healthy vs Alzheimer's disease
group) on the Limits of Stability Maximum Excursion outcome. Allowing for 20% dropout in this group/year over
the 2 year follow-up period for this group, 64 healthy age
and gender matched controls (matched to the first 64 participants in the control group) will be required for the longitudinal follow-up component of the study. This sample
size will be sufficient to identify significant decline in performance over a two year follow-up period (power 0.8,
alpha 0.05, single sided analysis, assuming 7% decline in
balance performance/year in the Alzheimer's disease
group). Previous studies have shown a change of 1–2%
per year on balance and mobility measures for healthy
older people [58], and over 10% decline in Activities of
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Daily Living (including locomotion) in six months in
people with moderate severity dementia [59].
Missing data
To evaluate participant dropout bias, testing for missing at
random (MAR) data will be performed. If the missing values are missing at random, the procedures of maximum
likelihood (ML) [60] and multiple imputation (MI) [61]
will be used for intention-to-treat analyses. In addition,
the results from these two intention-to-treat analysis will
be compared, as well as the results analyzed with dropped
data to determine what difference the three approaches
may cause.

http://www.biomedcentral.com/1471-2318/9/29

with Alzheimer's disease. Finally, delaying onset of balance dysfunction by several years may also have an effect
of reducing disability-adjusted life years lost associated
with Alzheimer's disease.
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Discussion
Considerable research evidence exists to suggest that a
range of single and multiple falls prevention interventions
may reduce falls in the community setting [25,62], and
exercise is considered to be an effective and essential part
of fall prevention programmes [22,23]. In addition, a
recent meta-analysis of almost 50 randomised trials investigating exercise interventions to reduce falls in older people has concluded that a focus on balance and lower
muscle strength training are key contributing factors to
the success of exercise interventions [24]. Despite cognitive impairment being an independent risk factor for falls,
most community-based falls prevention studies have
excluded participants with cognitive impairments such as
Alzheimer's disease. In the few studies that have included
participants with Alzheimer's disease, the focus has been
on problems of balance impairment, falls and falls injuries at later stages of disease progression, or among those
with Alzheimer's disease living in residential facilities
[63]. A clear gap in the current research relates to whether
there is potential to implement a balance exercise programme at the earlier stages of the disease process in community dwelling people with Alzheimer's disease –
particularly when these people still have capacity to safely
and actively engage in this type of intervention.

References
1.
2.
3.

4.
5.

6.
7.

8.

9.

Given (i) the high risk of falls associated with advanced
Alzheimer's disease, (ii) the negative impact of balance
problems and falls on ongoing care within the home environment, and (iii) the increased risk of hospitalisation or
admission to a residential care facility after a fall, this
project has the potential for wide applicability within this
target group. Specifically, if it could be shown that balance
can be maintained or improved at the earlier stages of
Alzheimer's disease, this improved balance capacity may
possibly reduce fall risks at later stages of the dementia
pathway. Furthermore, from a health service perspective,
if the approach in the proposed study were successful, it
would support a case for balance screening and the provision of a balance training exercise programme as a routine
component of early management for people diagnosed

10.
11.
12.
13.
14.

15.

World Health Organisation: The World Health Report 2003:
Shaping the future. Geneva 2003.
Ritchie K, Lovestone S: The dementias.
Lancet 2002,
360:1759-1766.
Ferri CP, Prince M, Brayne C, Brodaty H, Fratiglioni L, Ganguli M, Hall
K, Hasegawa K, Hendrie H, Huang Y, Jorm A, Mathers C, Menezes PR,
Rimmer E, Scazufca M: Global prevalence of dementia: a Delphi
consensus study. Lancet 2005, 366:2112-2117.
King's College London and London School of Economics: Dementia
UK: A report to the Alzheimer's society on the prevalence
and economic cost of dementia in the UK. London 2007.
Small GW, Rabins PV, Barry PP, Buckholtz NS, DeKosky ST, Ferris
SH, Finkel SI, Gwyther LP, Khachaturian ZS, Lebowitz BD, McRae TD,
Morris JC, Oakley F, Schneider LS, Streim JE, Sunderland T, Teri LA,
Tune LE: Diagnosis and treatment of Alzheimer disease and
related disorders. consensus statement of the American
Association for Geriatric Psychiatry, the Alzheimer's Association, and the American Geriatrics Society. JAMA 1997,
278:1363-1371.
Access Economics Pty Limited: Dementia estimates and projections: Australian state and territories. Canberra: Alzheimer's
Australia; 2005.
Bottino CM, Azevedo D Jr, Tatsch M, Hototian SR, Moscoso MA,
Folquitto J, Scalco AZ, Bazzarella MC, Lopes MA, Litvoc J: Estimate
of dementia prevalence in a community sample from Sao
Paulo, Brazil. Dement Geriatr Cogn Disord 2008, 26(4):291-299.
Epub 2008 Oct 2009
Plassman BL, Langa KM, Fisher GG, Heeringa SG, Weir DR, Ofstedal
WB, Burke JR, Hurd MD, Potter GG, Rodgers WL, Steffens DC, Willis RJ, Wallace RB: Prevalence of dementia in the United
States: The ageing, demographics, and memory study. Neuroepidemiology 2007, 29:125-132.
Morris M, Osborne D, Hill K, Kendig H, Laudgren-Lindquist B,
Browning C, Reid J: Predisposing factors for occasional and
multiple falls in older Australians who live at home. Aust J
Physiother 2004, 50:153-159.
Gill T, Taylor AW, Pengelly A: A population-based survey of factors relating to the prevalence of falls in older people. Gerontology 2005, 51:340-345.
Jensen J, Nyberg L, Gustafson Y, Lundin-Olsson L: Fall and injury
prevention in residential care-effects in sesidents with higher
and lower levels of cognition. J Am Geriatr Soc 2003, 51:627-635.
Horikawa E, Matsui T, Arai H, Seki T, Iwasaki K, Sasaki H: Risk of
falls in Alzheimer's disease: a prospective study. Intern Med
2005, 44:717-721.
Lord S, Lloyd DG, Li SK: Sensori-motor function, gait patterns
and falls in community-dwelling women. Age Ageing 1996,
25:292-299.
Russell MA, Hill KD, Blackberry I, Day LL, Dharmage SC: Falls risk
and functional decline in older fallers discharged directly
from emergency departments. J Gerontol A Biol Sci Med Sci 2006,
61A:1090-1095.
Visser H: Gait and balance in senile dementia of Alzheimer's
type. Age Ageing 1983, 12:296-301.

Page 7 of 9
(page number not for citation purposes)

BMC Geriatrics 2009, 9:29

16.

17.
18.

19.
20.

21.

22.
23.

24.

25.

26.
27.
28.

29.
30.

31.
32.
33.

34.
35.
36.

37.

Manckoundia P, Pfitzenmeyer P, d'Athis P, Dubost V, Mourey F:
Impact of cognitive task on the posture of elderly subjects
with Alzheimer's disease compared to healthy elderly subjects. Movement Disorders 2006, 21(2):236-241.
Pettersson AF, Engardt M, Wahlund L-O: Activity level and balance in subjects with mild Alzheimer's disease. Dementia and
Geriatric Cognitive Disorders 2002, 13(4):213-216.
Kenny AM, Bellantonio S, Fortinsky RH, Dauser D, Kleppinger A,
Robison J, Gruman C, Trella P, Walsh SJ: Factors associated with
skilled nursing facilities transfers in dementia-specific
assisted living. Alzheimer Dis Assoc Disord 2008, 22:255-260.
Saltz CC, Zimmerman S, Tompkins C, Harrington D, Magaziner J:
Stress among caregivers of hip fracture patients: a longitudinal study. J Gerontol Soc Work 1999, 30:167-181.
Heyn P, Abreu BC, Ottenbacher KJ: The effects of exercise training on elderly persons with cognitive impairment and
dementia: A meta-analysis. Arch Phys Med Rehabil 2004,
85:1694-1704.
Hauer K, Becker C, Lindemann U, Beyer N: Effectiveness of physical training on motor performance and fall prevention in
cognitively impaired older persons: a systematic review. Am
J Phys Med Rehabil 2006, 85:847-857.
Gardner MM, Robertson MC, Campbell AJ: Exercise in preventing
falls and fall related injuries in older people: a review of randomised controlled trials. Br J Sports Med 2000, 34:7-17.
Chang JT, Morton SC, Rubenstein LZ, Mojica WA, Maglione M, Suttorp MJ, Roth EA, Shekelle PG: Interventions for the prevention
of falls in older adults: systematic review and meta-analysis
of randomised clinical trials. BMJ 2004, 328:680-686.
Sherrington C, Whitney JC, Lord SR, Herbert RD, Cumming RG,
Close JC: Effective exercise for the prevention of falls: a systematic review and meta-analysis. J Am Geriatr Soc 2008,
56:2234-2243.
Gillespie LD, Robertson MC, Gillespie WJ, Lamb SE, Gates S, Cumming RG, Rowe BH: Interventions for preventing falls in older
people living in the community. Cochrane Database Syst Rev
2009:CD007146.
Arkin SM: Elder rehab: A student-supervised exercise program for Alzheimer's patients.
The Gerontologist 1999,
39(6):729-735.
Stevens J, Killeen M: A randomised controlled trial testing the
impact of exercise on cognitive symptoms and disability of
residents with dementia. Contemporary Nurse 2006, 21(1):32-40.
Cott CA, Dawson P, Sidani S, Wells D: The effects of a walking/
talking program on communication, ambulation, and functional status in residents with Alzheimer disease. Alzheimer
Disease & Associated Disorders 2002, 16(2):81-87.
Buettner LL: Focus on caregiving. Falls prevention in dementia
populations. Provider 2002, 28(2):41-43.
Campbell AJ, Robertson MC, Gardner MM, Norton RN, Buchner
DM: Falls prevention over 2 years: a randomized controlled
trial in women 80 years and older.
Age Ageing 1999,
28(6):513-518.
Mitnitski AB, Graham JE, Mogilner AJ, Rockwood K: The rate of
decline in function in Alzheimer's disease and other dementias. J Gerontol A Biol Sci Med Sci 1999, 54A(2):M65-69.
Morris JC: The Clinical Dementia Rating (CDR): current version and scoring rules. Neurology 1993, 43:2412-2414.
Stratford JA, LoGiudice D, Flicker L, Cook R, Waltrowicz W, Ames
D: A memory clinic at a geriatric hospital: a report on 577
patients assessed with the CAMDEX over 9 years. Aust N Z J
Psychiatry 2003, 37(3):319-326.
Folstein MF, Folstein SE, McHugh PR: "Mini-mental state": a practical method for grading the cognitive state of patients for
the clinician. J Psychiatr Res 1975, 12:189-198.
Dubois B, Slachevsky A, Litvan I, Pillon B: The FAB: A frontal
assessment battery at bedside. Neurology 2000, 55:1621-1626.
Slachevsky A, Villalpando JM, Sarazin M, Hanh-Barma V, Pillon B,
Dubois B: Frontal Assessment Battery and differential diagnosis of Frontotemporal dementia and Alzheimer's disease.
Arch Neurol 2004, 61:1104-1107.
Cummings JL, Mega M, Gray K, Rosenberg-Thompson S, Carusi DA,
Gornbein J: The Neuropsychiatric Inventory: comprehensive
assessment of psychopathology in dementia. Neurology 1994,
44:2308-2314.

http://www.biomedcentral.com/1471-2318/9/29

38.

39.
40.

41.
42.

43.

44.
45.
46.

47.
48.
49.
50.

51.
52.
53.
54.
55.
56.

57.
58.

59.

60.

Clark S, Rose DJ: Evaluation of dynamic balance among community-dwelling older adult fallers: a generalizability study
of the limits of stability test. Arch Phys Med Rehabil 2001,
82:468-474.
Liston RA, Brouwer BJ: Reliability and validity of measures
obtained from stroke patients using the Balance Master. Arch
Phys Med Rehabil 1996, 77(5):425-430.
Girardi M, Konrad HR, Amin M, Hughes LE: Predicting fall risks in
an elderly population: computer dynamic posturography
versus electronystagmography test results. Laryngoscope 2001,
111:1528-1532.
Duncan PW, Weiner DK, Chandler J, Studenski S: Functional
Reach: a new clinical measure of balance. J Gerontol 1990,
45:M192-197.
Hill KD, Bernhardt J, McGann AM, Maltese D, Berkovits D: A new
test of dynamic standing balance for stroke patients: reliability, validity, and comparison with healthy elderly. Physiother
Can 1996, 48:257-262.
Whitney SL, Wrisley DM, Marchetti GF, Gee MA, Redfern MS, Furman JM: Clinical measurement of sit-to-stand performance in
people with balance disorders: validity of data for the fivetimes-sit-to-stand test. PHYS THER 2005, 85:1034-1045.
Podsiadlo D, Richardson S: The Timed Up & Go: a test of basic
functional mobility for frail elderly persons. J Am Geriatr Soc
1991, 39:142-148.
Shumway-Cook A, Brauer S, Woollacott M: Predicting the probability for falls in community-dwelling older adults using the
Timed Up & Go Test. PHYS THER 2000, 80:896-903.
Russell MA, Hill KD, Blackberry I, Day LM, Dharmage SC: The reliability and predictive accuracy of the falls risk for older people in the community assessment (FROP-Com) tool. Age
Ageing 2008, 37:634-639.
Lord SR, Menz HB, Tiedemann A: A physiological profile
approach to falls risk assessment and prevention. PHYS THER
2003, 83:237-252.
Zarit SH: Relatives of the impaired elderly: correlates of feelings of burden. Gerontologist 1980, 20:649-655.
Hawthorne G, Richardson J, Osborne R: The Assessment of Quality of Life (AQoL) instrument: a psychometric measure of
health-related quality of life. Qual Life Res 1999, 8:209-224.
Campbell AJ, Robertson MC, Gardner MM, Norton RN, Tilyard MW,
Buchner DM: Randomised controlled trial of a general practice programme of home based exercise to prevent falls in
elderly women. BMJ 1997, 315:1065-1069.
Gardner MM, Buchner DM, Robertson MC, Campbell AJ: Practical
implementation of an exercise-based falls prevention programme. Age Ageing 2001, 30:77-83.
Robertson MC, Campbell AJ, Gradner MM, Devlin N: Preventing
injuries in older people by preventing falls: a meta-analysis of
individual-level data. J Am Geriatr Soc 2002, 50:905-911.
Tsang W, Hui-Chan C: Effect of 4- and 8- wk intensive Tai Chi
training on balance control in the elderly. Med Sci Sports Exerc
2004, 36:648-657.
Smithson F, Morris M, Iansek R: Performance on clinical tests of
balance in Parkinson's disease. PHYS THER 1998, 78:577-592.
Stankovic I: The effect of physical therapy on balance of
patients with Parkinson's disease. Int J Rehabil Res 2004,
27:53-57.
Dean CM, Richards CL, Malouin F: Task-related circuit training
improves performance of locomotor tasks in chronic stroke:
a randomised controlled pilot trial. Arch Phys Med Rehabil 2000,
81:409-417.
Hill K, Choi W, Smith R, Condron J: Tai Chi in Australia: acceptable and effective approach to improve balance and mobility
in older people? Aust J Ageing 2005, 24:9-13.
El Haber N: Genetic and environmental influences on balance,
lower limb muscle strength, gait and physical activity in studies of female twins. In PhD Melbourne: The University of Melbourne; 2007.
Carpenter GI, Hastie CL, Morris JN, Fries BE, Ankri J: Measuring
change in activities of daily living in nursing home residents
with moderate to severe cognitive impairment. BMC Geriatr
2006, 6:7.
Horton NJ, Laird NM: Maximum likelihood analysis of generalized linear models with missing covariates. Stat Methods Med
Res 1999, 8:37-50.

Page 8 of 9
(page number not for citation purposes)

BMC Geriatrics 2009, 9:29

61.
62.
63.

http://www.biomedcentral.com/1471-2318/9/29

Schafer JL: Multiple imputation: a primer. Stat Methods Med Res
1999, 8:3-15.
Lord SR, Sherrington C, Menz HB, Close JC: Falls in older people:
risk factors and strategies for prevention. 2nd edition. Cambridge: Cambridge University Press; 2007.
Gillespie LD, Gillespie WJ, Robertson MC, Lamb SE, Cummings RG,
Rowe BH: Interventions for preventing falls in elderly people
(review). Cochrane Database Syst Rev 2003:CD000340.

Pre-publication history
The pre-publication history for this paper can be accessed
here:
http://www.biomedcentral.com/1471-2318/9/29/prepub

Publish with Bio Med Central and every
scientist can read your work free of charge
"BioMed Central will be the most significant development for
disseminating the results of biomedical researc h in our lifetime."
Sir Paul Nurse, Cancer Research UK

Your research papers will be:
available free of charge to the entire biomedical community
peer reviewed and published immediately upon acceptance
cited in PubMed and archived on PubMed Central
yours — you keep the copyright

BioMedcentral

Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp

Page 9 of 9
(page number not for citation purposes)

