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A B S T R A C T

Background: Fall is one of the most common and severe syndromes of older adults that causes disability. 
Depression is one of the disorders that can lead to many problems, but the results have been contradictory.
Objectives: This study aimed to determine the relationship between symptoms of depression and falls in older 
adults.
Design: This observational study.
Setting: We collected the data from the health records of older adults in comprehensive health service centers.
Participants: We selected two groups of older adults (60 years and above) as the case group (400 older adults with 
a history of falling) and the control group (400 older adults without a history of falling).
Measurements: The history of falling was based on the report of old people during a month ago. Symptoms of 
Depression has been assessed using the Goldberg General Health Questionnaire (GHQ-28).
Results: 62.5 % of the sample were old women. The elderly males were 74.6 ± 0.47 years, and the elderly women 
were 72.9 ± 0.34 years. There was no significant relationship between symptoms of depression and falls in older 
adults (OR = 1.321, P = 0.203). Age (over 75 years) (OR = 4.391, P < 0.001) and living alone (OR = 2.924, P <
0.001), and high school education (OR = 3.947, P = 0.008) are risk factors.
Conclusions: The symptoms of depression are not related to falls in older adults. However, being above 75 years 
old and living alone increases the risk of falls, and higher education reduces the risk of falls.

1. Introduction

The increase in the aging population is one of the most important 
changes in the social structure of societies in the last century [1]. The 
prevalence of some diseases and syndromes increases with age. Falling is 
one of the common syndromes that occur with age in older adults, which 
can cause many physical, psychological, social, and economic compli
cations [2].

Frequent and unwanted falls are one of the common complaints of 
elderly people, which lead to movement and social restrictions and a 
drop in daily activities in older adults [3]. Falling means a person 

landing on a lower level (floor or on an object) with physical and psy
chological damage [4]. Falling can cause disability and dependency in 
the elderly and increase their mortality. >20 % of old people experience 
falls at least once a year [5]. Falling is the second cause of unintentional 
injury death in the world [6]. Various studies have estimated 20 to 30 % 
of the prevalence of falls in older adults [5,7]. The results of studies 
show that 42.4 % of people suffer from walking problems after a fall [8].

Psychological status undergoes age-related changes with increasing 
age, just like physical status. This leads to an increase in the prevalence 
of one of the common problems in old age, that is, depression [9]. It has 
been estimated that the prevalence of depression symptoms is about 30 

* Corresponding author at: School of Behavioral Sciences and Mental Health (Tehran Institute of Psychiatry), Shahid Mansouri Street, Niyayesh Street, Satarkhan 
Avenue, Tehran, 1445613111, Iran.

E-mail addresses: drmoshtaghi.mm@gmail.com (M. Moshtaghi), sadegh.kargarian@gmail.com (S. Kargarian-Marvasti), farokhnezhad.p@iums.ac.ir (P.F. Afshar), 
m_kharghani@yahoo.com (S.M.K. Moghaddam), fatemeh_bahramnezhad@yahoo.com (F. Bahramnezhad). 

Contents lists available at ScienceDirect

The Journal of Aging Research & Lifestyle

journal homepage: www.elsevier.com/locate/jarlif

https://doi.org/10.1016/j.jarlif.2025.100018
Received 17 May 2025; Received in revised form 24 June 2025; Accepted 30 June 2025  

The Journal of Aging Research & Lifestyle 14 (2025) 100018 

Available online 10 July 2025 
2534-773X/© 2025 Published by Elsevier Masson SAS on behalf of SERDI Publisher. This is an open access article under the CC BY-NC-ND license 
( http://creativecommons.org/licenses/by-nc-nd/4.0/ ). 

https://orcid.org/0000-0002-7149-6344
https://orcid.org/0000-0002-7149-6344
https://orcid.org/0000-0002-6450-7084
https://orcid.org/0000-0002-6450-7084
https://orcid.org/0000-0002-6451-2270
https://orcid.org/0000-0002-6451-2270
https://orcid.org/0000-0002-2015-0204
https://orcid.org/0000-0002-2015-0204
mailto:drmoshtaghi.mm@gmail.com
mailto:sadegh.kargarian@gmail.com
mailto:farokhnezhad.p@iums.ac.ir
mailto:m_kharghani@yahoo.com
mailto:fatemeh_bahramnezhad@yahoo.com
www.sciencedirect.com/science/journal/2534773X
https://www.elsevier.com/locate/jarlif
https://doi.org/10.1016/j.jarlif.2025.100018
https://doi.org/10.1016/j.jarlif.2025.100018
http://crossmark.crossref.org/dialog/?doi=10.1016/j.jarlif.2025.100018&domain=pdf
http://creativecommons.org/licenses/by-nc-nd/4.0/


% with the use of GDS in older adults [10,11]. Depression is a complex 
syndrome. The most common manifestations of this disorder are 
insomnia, fatigue, anorexia, weight loss, apathy, hopelessness, 
communication problems, and changes in sleep and motor activity [12]. 
Depression is a disorder that can lead to many problems in older adults 
in a cascade manner [13]. It has been proposed that depressive symp
toms predict basic activities of daily living” (BADLs) in elderly people 
[14]. Depression has also been found to be associated with impaired gait 
and balance [15].

Psychomotor slowing and gait velocity are some symptoms of 
depression that can affect balance and walking [16]. Depression can 
lead to falls through mediated pathways based on logical reasoning. 
Depression increases fall risk through cognitive impairment, particularly 
in executive function and dual-tasking [17]. Additionally, medication 
side effects (e.g., SSRIs causing dizziness) [18], autonomic dysfunction 
(such as orthostatic hypotension) [19].

However the relationship between depression and falls has had 
conflicting results; some studies have stated that falls and depression are 
related [20,21] and others have stated that there is no relationship be
tween them [22,23]. Therefore, this study aimed to determine the 
relationship between symptoms of depression and falls in older adults. 
We hypothesize that depressive symptoms are significantly associated 
with falls in this study.

2. Methods

2.1. Research design

This study is an observational study that assessed the data of old 
people referred to Comprehensive Health Service Center (CHSC) in 
October 2021. Baharestan is one of the cities of Tehran province (with a 
population of about 300 thousand people). The CHSC consist of the 
health centers and health houses in Baharestan city, which record the 
information of all the people under their coverage in the integrated 
health system (SIB). We extracted information from SIB. Therefore, old 
people were included in this study, including two groups with a history 
of falling and without a history of falling during a month ago.

2.2. Sample

We selected case and control samples based on the criteria of falls, 
age over 60 years, and no cognitive impairment in the medical record 
(mini-cog). Therefore, we calculated 800 old people for the minimum 
number of samples (P = 0.50; α= 0.05; β= 0.2; Assumed odds ratio= 1.5; 
Ratio non-case/case = 1). We selected 400 old people with a history of falls 
during a month ago as the case group (the falling was based on self- 
report) and 400 old people without a history of falls as the control 
group at the same time. Inclusion criteria: age above 60 years, complete 
information, no cognitive impairment based on medical records. We 
tried to adjust the confounding variables in the case and control groups 
(including underlying diseases such as diabetes, hypertension, and heart 

disease).
At first, we selected 400 older people with a history of falling and 400 

old people without a history of falling during the last month in the 
comprehensive health center system. Then, we checked the history of 
depression in the last three years of the samples (Fig. 1).

2.3. Data collection

We collected the data from the information recorded in the files of 
older adults referred to comprehensive health service centers (files that 
had complete information from October 2018 to October 2021). 
Healthcare workers collected data from the older adults at the time of 
referral and during a comprehensive assessment. The data are recorded 
in the Integrated Health System (SIB). 

- The history of falling was based on the report of old people during a 
month ago (once or more). The 1-month recall of falls has been 
validated in prior studies [24,25].

- Symptoms of Depression has been assessed using the Goldberg 
General Health Questionnaire (GHQ-28). The GHQ is one of the most 
well-known screening tools for mental health disorders, which is 
used to measure mental health status. This questionnaire has four 
subscales as follows: A) Physical symptoms; B) anxiety; C) disorders 
in social behavior and function; and D) symptoms of depression. The 
total score is obtained from the sum of the scores of the four sub
scales. The scoring method is the Likert scale (not at all: zero, 
somewhat: one, little: two, very little: three). A total score of 19.2 
and above indicates a lack of general health and a score below 19.2 
indicates mental health. Cronbach’s alpha was 0.94, and test-retest 
reliability was 0.65 in previous study [26]. We examined symp
toms of depression through the total score and the depression sub
scale score. The GHQ has four subscales: physical symptoms, anxiety, 
cognitive and social functioning impairment, and depression. We 
used the depression subscale in this study (seven items). It should be 
noted that this depression subscale was used for depression in older 
adults in the SIB system.

- Mini-Cog consists of two parts. First, we ask the participant to 
remember three words (e.g., chicken, pomegranate, and suitcase). 
After a few minutes, we asked again what the three words were. The 
second part is to draw a clock that shows us the time at 11:10. The 
scoring for the first section is one point for each correct word, and the 
complete score is three. The clock part, the numbers one to twelve, is 
in a circle, in the clockwise direction. There are 2 hands. One points 
to the elven and the other to two. Any watch that does not have these 
elements will receive an abnormal score [27]. This tool is commonly 
used in the Persian language due to its simplicity and ease of un
derstanding. Cases with cognitive impairment were replaced based 
on the Mini-Cog.

Fig. 1. Consort flow diagram of case-control study (CHSC: Comprehensive Health Service Center).
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2.4. Data analysis

We analyzed the data using SPSS v.21 software and descriptive sta
tistics (mean and standard deviation) inferential chi-square statistics 
and logistic regression analysis. We checked all variables of the study 
with the Logistic Regression Method (Enter method). The Enter method 
forces all hypothesized predictors into the model, ensuring: Theoretical 
coherence (variables are included based on prior research or subject- 
matter expertise). Avoidance of data dredging (reducing false positives 
from multiple testing). There were no dropouts or missing data.

3. Results

The samples included 37.5 % old men (300 people) and 62.5 % old 
women (500 people). The mean age of elderly men was 74.6 ± 0.47 
years, and the elderly women was 72.9 ± 0.34 years. The average height 
and weight of the study samples are 165 cm and 73.4 kg, respectively. 
Other descriptive information is shown in Table 1. It was estimated that 
the number of elderly people with symptoms of depression was about 
22.63 %.

We identified the relationship between independent variables with 
falls; independent variables include age (P < 0.001), education level (P 
< 0.001), occupation (P < 0.013), living arrangement (P < 0.001), body 
mass index (P = 0.01), and symptoms of depression (P < 0.001) in 
univariate analysis (Table 1).

We used logistic regression analysis to create an equation to identify 
the factors affecting the fall. There was no significant relationship be
tween symptoms of depression and falls in older adults (OR = 1.321, P =
0.203). Table 2 shows that age: 60–74 yrs., OR = 0.229, P < 0.001; age 
>75 yrs., OR = 4.391, P < 0.001; high school education: OR = 3.947, P 
= 0.008, and Living with family: OR = 0.366, P < 0.001; living alone: 
OR= 2.924, P < 0.001 (Table 2). We checked Spearman’s correlation 
before the regression and there was no collinearity (|rs|1< 0.5 and VIF2

<1).

4. Discussion

The results showed that there is a significant relationship between 
ages, living alone, and high school education with falls in older adults.

A study has found that both depression and antidepressant use are 
associated with the risk of falls [16]. Also, the other study stated that 
physical slowness was associated with greater symptoms of anxiety and 
depression, cognitive impairment, and falls. Slow gait speed is a risk 
factor for depression [28]. The discrepancy between the results of the 
past studies and the present study may be that most studies have 
considered psychomotor slowing as a predictor of depression and, 
accordingly, depression as a cause of falls. This relationship may be such 
that depression does not have a direct effect on falling, and psychomotor 
slowing is its direct cause (this requires more detailed studies).

Previous findings suggested that depression increases the risk of falls, 
but we did not find this finding. This could indicate that other factors 
play a role in fall risk and depression that needs to be explored in future 
studies. Factors like fatigue, cognitive impairment, functional decline, 
and side effects of some medications which are also linked to depression, 
can contribute to an increased risk of falling. Therefore, if there are other 
symptoms in addition to depression, we should be more concerned 
about the risk of falls in older adults.

William et al. found that age over 80 years was a risk factor for falls 
[3]. A study showed that the prevalence of falls in older people over 80 
years old was 67 %, in the age group of 70–79 years old 33 %, and in the 
age group <70 years old 15 % [29]. Frailty increases with age [30] and 
this seems to explain more falls at older ages.

The study found that the odds ratio of fall are about three times 
higher for seniors living alone. A study of 113,000 seniors (above 60 
years) found that the rate of falls was higher in seniors who lived alone 
than in seniors who lived with family [31]. Some studies have consid
ered the important role of living with family in preventing falls and 
symptoms of depression in older adults [32–34]. Living with family can 
justify these findings for reasons such as increasing cognitive activities 
and physical function and family support. Living with family and 
receiving their care is crucial in preventing falls in community-dwelling 
seniors [35]. A protective factor is any condition or intervention that 
reduces the likelihood of fall in this study [36]. Sun et al. found that a 
well-functioning family is a protective factor for falls in old age. Living 
with family increases the sense of security and support in older adults 
[37].

Past studies showed that falls in older adults with lower education 
were higher than in older people with higher education [38,39]. How
ever, this study found that higher education was a predictor of more 
falls. This finding could be the higher activity of older adults with higher 
education or due to lower referral or reporting of older adults with lower 
education.

Sex did not affect falls in this study. This finding was also obtained in 
other studies [38,40]. A longitudinal study showed that sex affects falls 
with the association of different risk factors [41]. The type of study may 
be the reason for not finding sex differences in falls. Several studies have 
found a significant association between obesity and the risk of falling 
[42,43]. However, this study did not show a relationship between 
obesity and falls.

Studies have reported an inconsistent relationship between depres
sion and falls; some studies have found a significant relationship be
tween depression and falls [20,21] and others have not found such a 
relationship [22,23]. The study also found that symptoms of depression 
did not affect falls.

It is important to manage depression in older adults, but perhaps 
what is more important in falls is psychomotor slowing, and depression 
alone is not a predictor of falls. But the important finding was the 
increased risk of falls in those living alone and those over 75. This study 
suggests that there are other variables (e.g., fatigue, functional decline, 
psychomotor retardation, etc.) between depression and fall risk that 
need to be examined more closely. Healthcare providers and clinicians 
should pay more attention to psychomotor function in older adults at 
risk of falls, in addition to symptoms of depression. These findings can be 
helpful for researchers in future studies. Also, show caregivers that 
living with family can prevent falls, and the young-old are less at risk of 
falls.

4.1. Limitations

The design of this study was retrospective and it was not possible to 
control all the confounding factors and have close access to the partic
ipants, so there may be limitations in the results. These were also limi
tations of the study: potential recall bias in self-reported falls; use of a 
general rather than geriatric-specific depression instrument; sampling 
bias from only including individuals with complete records; lack of 
stratification by severity of depression or number of falls. We did not test 
interactions depression × age or × living conditions in the study.

It is recommended that studies be conducted with a prospective 
design and depression classification using a more accurate tools.

5. Conclusion

This study showed that symptoms of depression is not related to falls 
in older adults. However age above 75 years and living alone leads to an 
increase in the risk of fall and higher education reduces the risk of fall. 
Falls are a common and multifactorial problem among older adults. The 
aging population is increasing and there is a need to develop fall pre
vention programs in the healthcare system.

1 Spearman’s correlation coefficient.
2 Variance Inflation Factor.
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