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Abstract

Background: Psychotropic agents known to cause sedation are associated with an increased risk of falls, but the
role of psychiatric illness as an independent risk factor for falls is not clear. Thus, this study aimed to investigate the
association between psychiatric disorders, psychotropic medication use and falls risk.

Methods: This study examined data collected from 1062 women aged 20-93 yr (median 50 yr) participating in the
Geelong Osteoporosis Study, a large, ongoing, population-based study. Depressive and anxiety disorders for the
preceding 12-month period were ascertained by clinical interview. Current medication use and falls history were
self-reported. Participants were classified as fallers if they had fallen to the ground at least twice during the same
12-month period. Anthropometry, demographic, medical and lifestyle factors were determined. Logistic regression
was used to test the associations, after adjusting for potential confounders.

Results: Fifty-six women (5.3%) were classified as fallers. Those meeting criteria for depression within the past 12
months had a 2.4-fold increased odds of falling (unadjusted OR = 2.4, 95% CI 1.2-4.5). Adjustment for age and
mobility strengthened the relationship (adjusted OR = 2.7, 95% CI 1.4-5.2) between depression and falling, with
results remaining unchanged following further adjustment for psychotropic medication use (adjusted OR = 2.7,
95% CI 1.3-5.6). In contrast, past (prior to 12-month) depression were not associated with falls. No association was
observed between anxiety and falls risk. Falling was associated with psychotropic medication use (unadjusted OR = 2.8,
95% CI 1.5-5.2), as well as antidepressant (unadjusted OR = 2.4, 95% CI 1.2-4.8) and benzodiazepine use (unadjusted
OR = 3.4, 95% CI 1.6-7.3); associations remained unchanged following adjustment for potential confounders.

Conclusion: The likelihood of falls was increased among those with depression within the past 12 months,
independent of psychotropic medication use and other recognised confounders, suggesting an independent
effect of depression on falls risk. Psychotropic drug use was also confirmed as an independent risk factor for falls,
but anxiety disorders were not. Further research into the underlying mechanisms is warranted.
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Background
Falls are common, with up to 30% of community dwelling
and 50% of institutionalized older adults falling every year
[1]. It has been reported that as many as 10% of falls result
in major injury often leading to institutionalization and
death. In Australia alone, there has been a four-fold in-
crease in the number of deaths resulting from falls since
2002; this is thought to be due to the aging population,
with women accounting for over half of deaths due to
falling [2].
Advanced age, mobility, sensory and medical factors,

cognitive capacity, certain medications, and environmen-
tal hazards are known risk factors for falls among older
adults [3]. Another possible risk factor for falls is depres-
sion. It has been shown to precede falls in the elderly,
and is also a possible outcome of falls, as with increased
anxiety, decreased satisfaction with life and activity
restriction [3,4]. Psychotropic medications also increase
risk of falls [5], possibly due to their sedative nature, and
thus are a potential mediator of the relationship between
psychiatric disorders and falls. However, the exact under-
lying mechanism(s) of action for the relationship between
psychiatric disorders and falls remains unclear. Moreover,
it is uncertain whether the relationship occurs among
younger adults or those residing within the community,
rather than in institutions.
As such, we aimed to investigate the association be-

tween depressive and anxiety disorders, psychotropic
medication use, and falls in a large, randomly-selected,
population-based sample of women spanning the full
adult age-spectrum. We also aimed to examine the role
of potential confounders in accounting for any observed
associations.

Methods
Participants
Data were derived from an age-stratified, population-
based sample of women enrolled in the Geelong Osteo-
porosis Study (GOS). Originally, 1,494 women (aged
20–94 yr, response 77.1%) were randomly recruited
from the electoral rolls for the Barwon Statistical Division
(south-eastern Australia) between 1994 and 1997 and have
returned for ongoing assessment [6]. Between 2004 and
2008, 881 of the original sample returned for a 10-year
follow-up assessment (participation 82.1%) and an add-
itional sample of 246 women aged 20–29 years was
recruited (participation 70.9%), allowing for continuing in-
vestigation of the full adult age range [7]. Of the 1127
women who participated in the GOS during 2004–2008,
participants for whom psychiatric data were not available
for this phase (n = 32), did not return their questionnaire
(n = 10), were unable to recall year of last psychiatric
episode (n = 2), and were current users of anticonvulsant
(n = 13) and antipsychotic medications (n = 8), were
excluded, resulting in a sample of 1062 women aged
20-93 yr eligible for this analysis. All participants gave
written, informed consent, and the study was approved by
the Human Research Ethics Committee at Barwon Health.

Measurements
Outcome variable
The number of falls occurring during the 12-months
prior to the study assessment (2004–2008) was docu-
mented by self-report questionnaire. The definition
“when you suddenly find yourself on the ground, with-
out intending to get there, after you were in either a
lying, sitting or standing position” [8,9] was used to
determine a fall. For this analysis, participants were clas-
sified as fallers if they had fallen to the ground at least
twice during the same 12-month period.

Exposure variables
The Structured Clinical Interview for Diagnostic and
Statistical Manual of Mental Disorders, Fourth Edition,
Non-patient edition (SCID-I/NP) was used to assess life-
time history of depressive disorders, including major
depressive disorder (MDD), minor depression, bipolar
disorder, dysthymia, mood disorder due to a general
medical condition, and substance induced mood disorder
and anxiety disorders, including panic disorder, agorapho-
bia, social phobia, specific phobia, obsessive-compulsive
disorder, generalised anxiety disorder, anxiety disorders
due to a general medical condition, substance induced
anxiety disorder and anxiety disorders not otherwise
specified [10]. Participants were classified as having
12-month, past (prior to 12-month), or no history of
depressive or anxiety disorders. Trained personnel, with
qualifications in psychology, conducted all psychiatric
interviews.
Antidepressant and benzodiazepine use was self-

reported and was deemed current if used regularly at the
time of assessment. Participants were asked to bring in a
list of medications or containers to assist with accurate
recording of details.
Weight was measured to the nearest 0.1 kg. Informa-

tion on lifestyle and other health factors was obtained
via questionnaire. Mobility was classified as active if
vigorous or light exercise was performed regularly,
sedentary if normal day to day living is achieved but no
appreciable exercise, and limited if activity was restricted
to the point of little walking outside of the home, sits in
chair or lies in bed most of the time, or bedridden. Use
of a walking aid was determined by the question “Do
you use a walking aid” (Yes/No). Current health status
was measured using a self-report 5-point Likert self-
report scale ranging from 1 (Excellent) to 5 (Poor). Alco-
hol and calcium intake was estimated from a validated
food frequency questionnaire [11] and current smoking
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status (“How many cigarettes do you have each day?”)
was documented. Socio-economic status (SES) was
ascertained using Socio-Economic Index For Areas
(SEIFA) index scores, based on the 2006 Australian Bur-
eau of Statistics Census data; SEIFA scores were used to
determine the level of SES via the Index of Relative
Socio-economic Advantage and Disadvantage (IRSAD).
The IRSAD accounts for parameters measured at the
area-level, including high and low income, and type of
occupation. A low score using the IRSAD identifies the
most disadvantaged (quintile 1), while a high score iden-
tifies the most advantaged (quintile 5) [12]. Blood pres-
sure was measured (seated) with a digital meter (A&D
Company, model UA-751).

Statistics
Differences in characteristics between those with 12
month, past or no history of depression or anxiety were
determined using analysis of variance (ANOVA), with
Tukey’s Test Statistic for multiple comparisons applied, for
continuous variables, Kruskal-Wallis for non-parametric
continuous variables, and the chi square test for discrete
variables. Post hoc analyses were conducted where ap-
propriate. Logistic regression was used to calculate odds
ratios (OR) with 95% confidence interval (95% CI) for
falls for those with 12-month and past depression in
comparison to those with no depression. The relation-
ship between falls and anxiety disorders (12-month/
past/never), were similarly investigated. Covariates in-
cluded age, weight, psychotropic medication, smoking
status, blood pressure, mobility, use of a walking aid,
health status, SES, alcohol consumption and calcium in-
take. These were tested sequentially and only included
in the final model if significant. In addition to these co-
variates, depressive and anxiety disorders were tested
when exploring the association between falls and use of
any psychotropic medication, antidepressants and benzo-
diazepines. All interactions were tested. Statistical analyses
were performed using Minitab (Version 16; Minitab, State
College Pa) and SPSS statistical package 22.0 for Windows
(SPSS Inc., Chicago, IL, USA).

Results
Depressive disorders and falls
One hundred and forty six (13.8%) women were classi-
fied as having 12-month depression, 148 (13.9%) women
had past depression, and 768 (72.3%) had no history of
depression. The groups differed in age, weight, smoking
status, diastolic blood pressure, walking aid use, health
status, falls history and psychotropic use; otherwise the
groups were similar (Table 1). Those meeting criteria for
12-month depression had a 2.4-fold increased odds of
falling compared to those with no history of depression
(unadjusted OR = 2.4, 95% CI 1.2-4.5, p = 0.01). Adjustment
for age and mobility strengthened the relationship
(adjusted OR = 2.7, 95% CI 1.4-5.2, p = 0.004) between
depression and falling, with results remaining un-
changed following adjustment for psychotropic medica-
tion use (adjusted OR = 2.7, 95% CI 1.3-5.6, p = 0.01).
Further adjustment for weight, use of walking aid,
smoking status, health status, anxiety disorders, blood
pressure, SES, alcohol consumption or calcium intake did
not affect the association. The odds of falling were not in-
creased among those with past depression (p = 0.35).

Anxiety disorders and falls
Ninety-nine (9.3%) women were classified as having a
12-month anxiety disorder, a further 40 (3.8%) had suf-
fered from an anxiety disorder in the past, and 923
(86.9%) had no previous history. The groups differed in
terms of age, health status and psychotropic medication
use; otherwise the groups were similar (Table 1). Both
12-month (p = 0.06) and past (p = 0.14) anxiety disorders
were not associated with an increased risk of falling.

Psychotropic medication use and falls
One hundred and fifty nine (15.0%) women reported
psychotropic medication use, with 64 (6.0%) reporting
benzodiazepine use and 120 (11.3%) antidepressant use.
Any psychotropic medication use (unadjusted OR = 2.9,
95% CI 1.6-5.2, p ≤ 0.001), antidepressant use (unadjusted
OR= 2.5, 95% CI 1.3-4.9, p = 0.005), and benzodiazepine
use (unadjusted OR = 3.3, 95% CI 1.5-7.1, p = 0.002) were
each associated with falling. Adjustment for age, weight,
mobility, use of walking aid, smoking status, health status,
depressive and anxiety disorders, blood pressure, SES,
alcohol consumption or calcium intake did not explain
the relationships.

Discussion
The findings of this cross-sectional, population-based
study across the adult age spectrum showed that women
meeting criteria for 12-month depression had an in-
creased risk of falling compared to those with no history
of depression independent of anthropometric, demo-
graphic, medical and lifestyle factors. Psychotropic use
was also confirmed as an independent risk factor for
falls; but, interestingly neither past depression nor anx-
iety disorders were associated with falling.
These findings are concordant with recent meta-

analyses of prospective studies reporting depression to
be independently associated with increased odds of re-
current falls in older people [1,3]. Studies investigating
this relationship in samples of community-dwelling and
institutionalised older people have repeatedly reported
positive findings. Within a population-based sample of
7,414 elderly women, depressive symptomatology was
associated with up to a 40% increased odds of falling,



Table 1 Characteristics for the whole group, women with 12-month, past and no past depressive or anxiety disorder

Depressive disorders Anxiety disorders

All 12 month
depression

Past
depression

Never p 12 month
anxiety

Past
anxiety

Never p

n = 146 n = 148 n = 768 n = 99 n = 40 n = 923

Age (yr) 50.0 (33.5-65.0) 47.0 (33.8-59.0)a 46.5 (29.0-59.8)a 52.0 (35.0-68.0) <0.001 44.0 (29.0-56.0)b 54.0 (32.8-64.8) 51.0 (34.0-67.0) 0.008

Weight (kg) 69.4 (61.4-80.8) 72.9 (63.4-82.5)a 71.7 (62.8-79.9) 68.3 (60.9-80.3) 0.03 72.0 (63.4-80.5) 68.7 (60.4-80.2) 69.0 (61.2-81.0) 0.40

Smoking (current) 149 (14.0%) 33 (22.6%)a 22 (14.9%) 94 (12.2%) 0.004 21 (21.2%) 6 (15.0%) 122 (13.2%) 0.09

Systolic BP (mmHg) 125.1 ± 17.5 124.2 ± 17.0 123.5 ± 14.7 125.5 ± 18.0 0.41 122.2 ± 17.8 126.7 ± 16.8 125.0 ± 17.4 0.25

Diastolic BP (mmHg) 75.7 ± 11.0 78.0 ± 10.9a 74.9 ± 9.9 75.4 ± 11.1 0.03 76.1 ± 11.5 76.8 ± 10.7 75.6 ± 10.9 0.75

Mobility (current) 0.10 0.36

Active 831 (78.4%) 107 (73.3%) 123 (83.7%) 601 (78.4%) 74 (74.8%) 34 (85.0%) 723 (78.5%)

Sedentary 174 (16.4%) 32 (21.9%) 21 (14.3%) 121 (15.8%) 21 (21.2%) 3 (7.5%) 150 (16.3%)

Limited 55 (5.2%) 7 (5.3%) 3 (2.3%) 45 (5.9%) 4 (4.0%) 3 (7.5%) 48 (5.2%)

Walking aid (current) 58 (5.5%) 5 (3.4%)a 3 (2.0%)a 50 (6.5%) 0.05 5 (5.1%) 1 (2.5%) 52 (5.7%) 0.68

Health status (current) <0.001 0.04

Excellent-Very good 621 (58.6%) 64 (43.8%)a 83 (56.9%) 474 (61.8%) 48 (48.5%) b 20 (50.0%) 553 (60.1%)

Good 322 (30.4%) 52 (35.6%) 50 (34.3%) 220 (28.7%) 36 (36.4%)b 18 (45.0%)b 268 (29.1%)

Fair-Poor 116 (11.0%) 30 (20.6%)a 13 (8.9%) 73 (9.5%) 15 (15.2%) 2 (5.0%)b 99 (10.8%)

Alcohol intake (g/d) 2.9 (0.4-12.1) 3.1 (0.4-14.8) 3.9 (0.5-14.7) 2.6 (0.3-10.6) 0.06 2.5 (0.3-13.5) 4.7 (0.4-12.4) 2.8 (0.4-11.7) 0.99

Calcium intake (mg/d) 836.9(607.6-1070.2) 836.1(556.6-1098.5) 794.2(572.6-1045.3) 840.6(617.6-1072.0) 0.43 787.8(549.2-1099.4) 920.1(676.2-1208.9) 836.3(608.1-1065.2) 0.32

Falls (2 or more) 56 (5.3%) 14 (9.6%)a 9 (6.1%) 33 (4.3%) 0.03 9 (9.1%) 4 (10.0%) 43 (4.7%) 0.07

Socioeconomic status 0.70 0.89

Quintile 1 (most disadvantaged) 165 (15.4%) 28 (19.2%) 22 (14.9%) 115 (15.0%) 17 (17.2%) 7 (17.5%) 141 (15.3%)

Quintile 2 229 (21.6%) 32 (21.9%) 30 (20.3%) 167 (21.7%) 23 (23.2%) 6 (15.0%) 200 (21.7%)

Quintile 3 242 (22.8%) 32 (21.9%) 34 (23.0%) 176 (22.9%) 19 (19.2%) 11 (27.5%) 212 (23.0%)

Quintile 4 210 (19.8%) 31 (21.2%) 25 (16.9%) 154 (20.1%) 22 (22.2%) 6 (15.0%) 182 (19.7%)

Quintile 5 216 (20.3%) 23 (15.8%) 37 (25.0%) 156 (20.3%) 18 (18.2%) 10 (25.0%) 188 (20.4%)

Psychotropic use (current) 159 (15.0%) 59 (40.4%)a 33 (23.3%)a 67 (8.7%) <0.001 29 (29.3%)b 16 (40.0%)b 114 (12.4%) <0.001

benzodiazepine use 64 (6.0%) 16 (11.0%)a 9 (6.1%) 39 (5.1%) 0.02 13 (13.1%)b 5 (12.5%)b 46 (5.0%) 0.001

antidepressant use 120 (11.3%) 54 (37.0%)a 27 (18.2%)a 39 (5.1%) <0.001 23 (23.2%)b 15 (37.5%)b 82 (8.9%) <0.001
asignificantly different from no lifetime history of depressive disorders (never).
bsignificantly different from no lifetime history of anxiety disorders (never).
Values are given as mean (± SD), median (IQR) or n (%).
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which persisted after adjustment for socio-demographic
characteristics, medical conditions, functional status,
medication use and other lifestyle factors [13]. Similarly,
depressive symptoms, as measured with a 4-item Geriat-
ric Depression Scale, were shown to be associated with
recurrent falls in a large group of community dwelling
elderly [14]. Utilising a random sample of Medicare
claimants (n = 601,922) from Australia, the odds of a
fall- related injury was found to be approximately two
times greater for elderly men and women with depres-
sion [15]. In a prospective cohort study of community-
dwelling older people examining predictors of recurrent
falls, depression was considered to be as strong a pre-
dictor as abnormal postural sway, two or more falls in
the previous year, and low scores for hand grip strength
[16]. While increased worry and fear of falling in older
people has been repeatedly shown [4], the relationship
between anxiety disorders and falls is less explored. In
contrast to our findings, Whitney et al. found anxiety as
measured by the Goldberg Anxiety Scale to be a signifi-
cant predictor of falling as was poor attention and orien-
tation, increased postural sway with eyes closed, and
antidepressant use in a group of cognitively impaired
older adults [17]. Another study found the prevalence of
anxiety (and depression) to be higher among fallers [18].
These data are consistent with previous findings that

psychotropic medication is associated with falls [5]. A
recent meta-analysis of 71 studies containing data on
risk factors associated with psychotropic drug use
among the elderly reported the pooled OR for the asso-
ciation between falls and any psychotropic use to be 1.78
(95% CI 1.57-2.01) [5]. An earlier meta-analysis of stud-
ies conducted between 1966 and 1996 reported a similar
pooled OR of 1.73 (95% CI, 1.52-1.97) [19]. Both anti-
depressants and benzodiazepine use alone have been
associated with increased falling in the elderly. In the
recent aforementioned meta-analysis, antidepressant
and benzodiazepine use was associated with a 1.66
(95% CI, 1.4-1.95) and 1.48 (95% CI, 1.23-1.77) fold
increased risk of falls, respectively [5]. Dose response
relationships are evident, whereby falls rates among
nursing home residents have been shown to increase
with increasing daily doses of antidepressants [20,21]
and benzodiazepines with greater half-lives [22]. Exam-
ining the time course of falls to identify specific at-risk
periods during antidepressant treatment, Joo et al. [23]
found of the 104 elderly participants, 40 (38%) fell dur-
ing the 21 weeks of treatment, with about half (53%)
falling during the first six weeks, indicating falls moni-
toring is warranted during the acute stages of treat-
ment. Similarly, when comparing new and repeat use
of benzodiazepines, Maxwell et al. [24] reported an
increased risk of fall-related hospitalisation for new
users of benzodiazepines (OR 2.8, 95% CI 2.2-3.6) and
tranquillisers (OR 2.0, 95% CI 1.5-2.6), with risk esti-
mates reducing slightly for repeat users. Other psycho-
tropic agents, including sedatives and hypnotics and
antipsychotics, have also been associated with in-
creased falls risk among the elderly [25,26].
Potential mechanistic factors used to explain the rela-

tionship between falls and psychiatric disorders include
perturbations in gait, functional mobility, cognitive im-
pairment, psychomotor retardation, changes in blood
pressure and effects of psychotropic medication [4].
However, in the present study involving individuals
spanning the entire adult age range, psychotropic use,
mobility, and blood pressure did not significantly influ-
ence the relationship between depression and falls. In
general, depression has been shown to be associated
with changes in gait, including decreases in walking
speed, gait unsteadiness, and inability to maintain a
stable walking pattern among the elderly [27-29]. In a
study of 50 older patients diagnosed with either MDD or
bipolar disorder, walking pace tended to be reduced and
gait unsteadiness and swing time variability was in-
creased; this predisposes individuals to falls [30].
Postural instability may also play a role in the risk of

falls. Within a group of 69 patients admitted to a geriat-
ric hospital unit for ‘spontaneous’ unexplained falls dur-
ing a 12-month period, impairment in postural abilities
in the standing position was shown to differ between the
depressed fallers group and non-depressed fallers group
[31]. The antidepressants paroxetine and sertraline have
been associated with increased falls risk among older
adults due to impairments in balance control and body
sway [32,33], although another study in older adults
found no acute changes in body sway after six weeks of
treatment with sertraline [34]. It is noteworthy that the
possible risk imposed by gait changes appears to be a
state rather than a trait marker of depression, as those
with prior but not 12-month depression showed no in-
crease in falls risk.
A major strength of this study is that it examined the

relationship between psychiatric disorders and falls
within a population-based sample spanning the entire
adult age range. Previous research has been limited to
the elderly, with the majority of studies involving sam-
ples of institutionalised participants. In our models,
there was no age interaction, indicating the relationship
between depression and falls was similar for young and
older women. We recognise that this study has some
limitations. Power limitations prevented exploration of
the relationship between specific classes of benzodia-
zepines and antidepressants and falls. Furthermore, we
excluded users of other psychotropic agents, including
sedatives, hypnotics and antipsychotics, due to the
sample size preventing additional subgroup analyses.
Medication dose, duration of therapy, and stability are
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also potential confounders influencing outcomes; however,
these variables could not be tested in our multivariate ana-
lyses. Likewise, rigorous measures of gait and balance were
also not available to be tested. Last, as in all observational
studies, there may have been unrecognised confounding.

Conclusion
In conclusion, there was an increased likelihood of falls
among those with 12-month depression, independent of
psychotropic medication use and other recognised con-
founders, suggesting an independent association be-
tween depression and falls. Psychotropic use was also
confirmed as an independent risk factor for falls, but
anxiety disorders were not. The poorer health status
observed among women with depression in this study
emphasises the disabilities potentially associated with
this disorder. Together with data suggesting that one in
three community-dwelling individuals over 65 years of
age fall each year [35], alongside the high prevalence of
depression [7,36], both depression and psychotropic use as
risk factors for falls needs to be taken into consideration.

Abbreviations
ANOVA: Analysis of variance; CI: Confidence Intervals; GOS: Geelong Osteoporosis
Study; IRSAD: Index of Relative Socio-economic Advantage and Disadvantage;
MDD: Major depressive disorder; OR: Odds ratio; SEIFA: Socio-Economic Index For
Areas; SES: Socio-economic status; SCID-I/NP: Structured clinical interview for
DSM-IV-TR research version, non-patient edition.

Competing interests
LJW has received Grant/Research support from Eli Lilly, Pfizer, The University
of Melbourne, Deakin University and the NHMRC.
JAP has received speaker fees from Amgen, Eli Lilly and Sanofi-Aventis and
funding from the Geelong Region Medical Research Foundation, Barwon
Health, Perpetual Trustees, The University of Melbourne, ANZ Charitable Trust,
the American Society for Bone and Mineral Research, Amgen (Europe) GmBH,
the BUPA Foundation and the NHMRC.
FNJ has received Grant/Research support from the Brain and Behaviour
Research Institute, NHMRC, Australian Rotary Health, Geelong Medical
Research Foundation and The University of Melbourne, and has been a paid
speaker for Sanofi-Synthelabo, Janssen Cilag, Servier, Pfizer, Network Nutrition,
Health Ed and Eli Lilly.
SLB has received Grant/Research support from The University of Melbourne
and the NHMRC.
MB has received Grant/Research Support from the NIH, Simons Foundation,
CRC for Mental Health, Stanley Medical Research Institute, MBF, NHMRC,
Beyond Blue, Geelong Medical Research Foundation, Bristol Myers Squibb, Eli
Lilly, Glaxo SmithKline, Organon, Novartis, Mayne Pharma, Servier and Astra
Zeneca. He has been a paid consultant for Astra Zeneca, Bristol Myers
Squibb, Eli Lilly, Glaxo SmithKline, Janssen Cilag, Lundbeck and Pfizer and a
paid speaker for Astra Zeneca, Bristol Myers Squibb, Eli Lilly, Glaxo SmithKline,
Janssen Cilag, Lundbeck, Organon, Pfizer, Sanofi Synthelabo, Solvay and Wyeth.
ALS, AGD, RH, HKH and PR have no conflicts of interest, including specific
financial interests and relationships and affiliations relevant to the subject
matter or materials discussed in the manuscript.

Authors’ contributions
LJW took part in the conception and design of the study, acquisition of the
data, data cleaning, statistical analysis, interpretation of the data and took
primary responsibility for writing the manuscript. JAP, ALS, FNJ, SLB, AGD
and MB took part in the conception and design of the study, interpretation
of the analysis and critically revised the manuscript. RH, HKH and PR took
part in the interpretation of data and critically revised the manuscript. All
authors read and approved the final manuscript.
Acknowledgements
The study was funded by the National Health and Medical Research Council
(NHMRC), Australia (project numbers 251638, 509103, 628582) and the
Victorian Health Promotion Foundation. LJW is supported by a NHMRC
Career Development Fellowship (1064272), SLB is supported by a NHMRC
Early Career Fellowship (1012472) and MB is supported by a NHMRC Senior
Principal Research Fellowship (1059660). The funding providers played no
role in the design or conduct of the study; collection, management,
analysis, and interpretation of the data; or in preparation, review, or
approval of the manuscript.

Author details
1IMPACT Strategic Research Centre, School of Medicine, Deakin University,
Barwon Health, PO Box 281 (Barwon Health), Geelong 3220, Australia.
2NorthWest Academic Centre, Department of Medicine, The University of
Melbourne, Western Health, St Albans, Australia. 3Department of Psychiatry,
The University of Melbourne, Parkville, Australia. 4Australian Institute for
Musculoskeletal Sciences, Melbourne, Australia. 5Bone and Cartilage Research
Unit, Surgery, Institute of Clinical Medicine, University of Eastern Finland,
Kuopio, Finland. 6Institute of Clinical Medicine, Psychiatry, University of
Eastern Finland, Joensuu, Finland. 7Department of Psychiatry, Kuopio
University Hospital, Kuopio, Finland. 8Department of Psychiatry,
South-Savonia Hospital District, Mikkeli, Finland. 9Department of Psychiatry,
North Karelia Central Hospital, Joensuu, Finland. 10Department of Psychiatry,
SOSTERI, Savonlinna, Finland. 11Department of Psychiatry, SOTE, Iisalmi,
Finland. 12Department of Psychiatry, Lapland Hospital District, Rovaniemi,
Finland. 13Department of Social Pharmacy, Faculty of Health Sciences,
University of Eastern Finland, Finland, Finland. 14The Florey Institute of
Neuroscience and Mental Health, The University of Melbourne, Parkville,
Australia. 15Orygen, The National Centre of Excellence in Youth Mental
Health, The University of Melbourne, Parkville, Australia.

Received: 6 August 2013 Accepted: 12 March 2015
References
1. Kvelde T, McVeigh C, Toson B, Greenaway M, Lord SR, Delbaere K, et al.

Depressive symptomatology as a risk factor for falls in older people:
systematic review and meta-analysis. J Am Geriatr Soc. 2013;61(5):694–706.

2. Australian Bureau of Statistics: Causes of Death, Australia, Cat No. 3303.0.
Australian Bureau of Statistics. 2011; http://www.abs.gov.au.

3. Deandrea S, Lucenteforte E, Bravi F, Foschi R, La Vecchia C, Negri E. Risk
factors for falls in community-dwelling older people: a systematic review
and meta-analysis. Epidemiology. 2010;21(5):658–68.

4. Iaboni A, Flint AJ. The complex interplay of depression and falls in older
adults: a clinical review. Am J Geriatr Psychiatry. 2012;21:1–9.

5. Bloch F, Thibaud M, Dugue B, Breque C, Rigaud AS, Kemoun G.
Psychotropic drugs and falls in the elderly people: updated literature review
and meta-analysis. J Aging Health. 2011;23(2):329–46.

6. Pasco J, Nicholson G, Kotowicz M. Cohort profile: Geelong Osteoporosis
Study. Int J Epidemiol. 2012;41(6):1565–75.

7. Williams LJ, Jacka FN, Pasco JA, Henry MJ, Nicholson GC, Kotowicz MA, et al.
The prevalence of mood and anxiety disorders in Australian women.
Australas Psychiatry. 2010;18(3):250–5.

8. Cwikel JG, Fried AV, Biderman A, Galinsky D. Validation of a fall-risk screening
test, the Elderly Fall Screening Test (EFST), for community-dwelling elderly.
Disabil Rehabil. 1998;20(5):161–7.

9. Gibson M, Andres K, Isaacs B, Radebaugh T, Worm-Petersen J. Prevention of
falls in later life. Dan Med Bull. 1987;34(4):1–24.

10. First M, Spitzer R, Gibbon M, Williams J. Structured Clinical Interview for
DSM-IV-TR Axis I Disorders, Research Version, Non-patient Edition. (SCID-I/NP).
New York: Biometrics Research, New York State Psychiatric Institute; 2002.

11. Giles C, Ireland P. Dietary Questionnaire for Epidemiological Studies (Version
2). Melbourne: The Cancer Council Victoria; 1996.

12. Brennan SL, Henry MJ, Nicholson GC, Kotowicz MA, Pasco JA.
Socioeconomic status and risk factors for obesity and metabolic disorders in
a population-based sample of adult females. Prev Med. 2009;49(2–3):165–71.

13. Whooley MA, Kip KE, Cauley JA, Ensrud KE, Nevitt MC, Browner WS.
Depression, falls, and risk of fracture in older women. Study of Osteoporotic
Fractures Research Group. Arch Intern Med. 1999;159(5):484–90.

http://www.abs.gov.au


Williams et al. BMC Psychiatry  (2015) 15:75 Page 7 of 7
14. Launay C, De Decker L, Annweiler C, Kabeshova A, Fantino B, Beauchet O.
Association of depressive symptoms with recurrent falls: a cross-sectional
elderly population based study and a systematic review. J Nutr Health
Aging. 2013;17(2):152–7.

15. Finkelstein E, Prabhu M, Chen H. Increased prevalence of falls among elderly
individuals with mental health and substance abuse conditions. Am J
Geriatr Psychiatry. 2007;15(7):611–9.

16. Stalenhoef PA, Diederiks JP, Knottnerus JA, Kester AD, Crebolder HF. A risk
model for the prediction of recurrent falls in community-dwelling elderly:
a prospective cohort study. J Clin Epidemiol. 2002;55(11):1088–94.

17. Whitney J, Close JC, Jackson SH, Lord SR. Understanding risk of falls in
people with cognitive impairment living in residential care. J Am Med Dir
Assoc. 2012;13(6):535–40.

18. Veiter N, Ford D. Anxiety and depression scores in elderly fallers. Int J Geriat
Psych. 1989;4:159–63.

19. Leipzig RM, Cumming RG, Tinetti ME. Drugs and falls in older people:
a systematic review and meta-analysis: I. Psychotropic drugs. J Am Geriatr
Soc. 1999;47(1):30–9.

20. Berry SD, Zhang Y, Lipsitz LA, Mittleman MA, Solomon DH, Kiel DP.
Antidepressant prescriptions: an acute window for falls in the nursing
home. J Gerontol A Biol Sci Med Sci. 2011;66(10):1124–30.

21. Thapa PB, Gideon P, Cost TW, Milam AB, Ray WA. Antidepressants and the risk
of falls among nursing home residents. N Engl J Med. 1998;339(13):875–82.

22. Ray WA, Thapa PB, Gideon P. Benzodiazepines and the risk of falls in
nursing home residents. J Am Geriatr Soc. 2000;48(6):682–5.

23. Joo JH, Lenze EJ, Mulsant BH, Begley AE, Weber EM, Stack JA, et al. Risk factors for
falls during treatment of late-life depression. J Clin Psychiatry. 2002;63(10):936–41.

24. Maxwell CJ, Neutel CI, Hirdes JP. A prospective study of falls after
benzodiazepine use: a comparison of new and repeat use.
Pharmacoepidemiol Drug Saf. 1997;6(1):27–35.

25. van Strien AM, Koek HL, van Marum RJ, Emmelot-Vonk MH. Psychotropic
medications, including short acting benzodiazepines, strongly increase the
frequency of falls in elderly. Maturitas. 2013;74(4):357–62.

26. Woolcott JC, Richardson KJ, Wiens MO, Patel B, Marin J, Khan KM, et al.
Meta-analysis of the impact of 9 medication classes on falls in elderly persons.
Arch Intern Med. 2009;169(21):1952–60.

27. Sanders JB, Bremmer MA, Deeg DJ, Beekman AT. Do depressive symptoms and
gait speed impairment predict each other’s incidence? A 16-year prospective
study in the community. J Am Geriatr Soc. 2012;60(9):1673–80.

28. Lemke MR, Wendorff T, Mieth B, Buhl K, Linnemann M. Spatiotemporal gait
patterns during over ground locomotion in major depression compared
with healthy controls. J Psychiatr Res. 2000;34(4–5):277–83.

29. Sloman L, Berridge M, Homatidis S, Hunter D, Duck T. Gait patterns of
depressed patients and normal subjects. Am J Psychiatry. 1982;139(1):94–7.

30. Hausdorff JM, Peng CK, Goldberger AL, Stoll AL. Gait unsteadiness and fall
risk in two affective disorders: a preliminary study. BMC Psychiatry. 2004;4:39.

31. Turcu A, Toubin S, Mourey F, D’Athis P, Manckoundia P, Pfitzenmeyer P. Falls
and depression in older people. Gerontology. 2004;50(5):303–8.

32. Hegeman J, van den Bemt B, Weerdesteyn V, Nienhuis B, van Limbeek J,
Duysens J. Unraveling the association between SSRI use and falls: an
experimental study of risk factors for accidental falls in long-term paroxetine
users. Clin Neuropharmacol. 2011;34(6):210–5.

33. Laghrissi-Thode F, Pollock BMM. Comparative effects of sertraline and
nortriptyline on body sway in older depressed patients. Am J Geriatr
Psychiatry. 1995;3:217–28.

34. Mamo DC, Pollock BG, Mulsant B, Houck PR, Bensasi S, Miller MC, et al.
Effects of nortriptyline and paroxetine on postural sway in depressed elderly
patients. Am J Geriatr Psychiatry. 2002;10(2):199–205.

35. Gill T, Taylor AW, Pengelly A. A population-based survey of factors relating
to the prevalence of falls in older people. Gerontology. 2005;51(5):340–5.

36. Kessler RC, Angermeyer M, Anthony JC, DEG R, Demyttenaere K, Gasquet I,
et al. Lifetime prevalence and age-of-onset distributions of mental disorders
in the world health Organization’s world mental health survey initiative.
World Psychiatry. 2007;6(3):168–76.
Submit your next manuscript to BioMed Central
and take full advantage of: 

• Convenient online submission

• Thorough peer review

• No space constraints or color figure charges

• Immediate publication on acceptance

• Inclusion in PubMed, CAS, Scopus and Google Scholar

• Research which is freely available for redistribution

Submit your manuscript at 
www.biomedcentral.com/submit


	coversheet
	williams-psychiatricdisorders-2015
	Abstract
	Background
	Methods
	Results
	Conclusion

	Background
	Methods
	Participants
	Measurements
	Outcome variable
	Exposure variables
	Statistics


	Results
	Depressive disorders and falls
	Anxiety disorders and falls
	Psychotropic medication use and falls

	Discussion
	Conclusion
	Abbreviations
	Competing interests
	Authors’ contributions
	Acknowledgements
	Author details
	References


