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Objectives: Life-space mobility is a measure of the extent and frequency of mobility in older adults
reflecting not only physical function, but also cognitive, psychosocial, and environmental factors. This
study aimed to (1) develop life-space mobility profiles for nursing home residents; (2) examine inde-
pendent factors associated with these profiles; and (3) identify health outcomes [ie, mortality, quality of
life (QoL) and falls] associated with the life-space mobility profiles at 1 year.
Design: Prospective cohort study.
Setting and Participants: Twelve nursing homes including 556 residents, mean age 87.73 � 7.25 years,
73.0% female.
Methods: Life-space mobility was measured using the Nursing Home Life-Space Diameter (NHLSD).
Mortality and falls were extracted from residents’ records. QoL was measured using the QoL in Alzheimer
Disease (QoL-AD) scale.
Results: NHLSD scores ranged from 0 to 50 with a mean score of 27.86 � 10.12. Resident life-space
mobility was mainly centered around their room (94.8%, n ¼ 527) and wing (86.4%, n ¼ 485). One-
half of the residents left their wing daily (51.0%, n ¼ 284), and over one-quarter (26.4%, n ¼ 147)
ventured outside their nursing home at least weekly. Significant associations (P < .05) with high life-
space mobility, identified through multivariable analyses, included lower age [odds ratio (OR) 0.70,
95% confidence interval (CI) 0.51, 0.96]; lower frailty levels (OR 0.67, 95% CI 0.50, 0.86); lower sarcopenia
risk (OR 0.72, 95% CI 0.65, 0.79); and a better nutritional status (OR 1.16, 95% CI 1.05, 1.29). High life-space
mobility was a predictor (P < .05) of lower mortality, lower falls rate, and higher QoL at 1 year when
compared with moderate or low mobility.
Conclusions and Implications: Given the independent association between high life-space mobility and
lower frailty status, lower sarcopenia risk, and a better nutritional status, physical activity and nutritional
interventions may be beneficial in leading to improved life-space use. This requires further investigation.
Improved life-space mobility can lead to improved health outcomes, such as lower mortality, lower falls
rate, and improved QoL.
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Life-space mobility not only considers an older person’s mobility Data Collection
but also takes into account the geographic extent of the person’s
interaction with their environment, in and out of the home.1,2 A per-
son’s mobility is not only determined by their physical function, but
also their cognitive, psychosocial, and environmental factors.2 These
additional determinants showcase the need to capture a person’s
mobility beyond specific physical abilities [ie, activities of daily living
(ADLs) or walking] as this allows for the identification of additional
modifiable factors3 and the development of comprehensive manage-
ment strategies.2

In a nursing home setting, life-space mobility can been assessed
through the Nursing Home Life-Space Diameter (NHLSD),4 a vali-
dated life-space mobility questionnaire specifically developed for
use with nursing home residents. Low life-space mobility in nursing
home residents has been associated with older age,5 low cognitive
function,5,6 and low physical capacity (including low muscle
strength, gait speed, balance, and mobility).6 Further, there is evi-
dence that life-space mobility can also be influenced by the archi-
tectural design of a nursing home (ie, unit size),5 in line with the
concept of healthy aging, where functional ability is influenced not
only by the intrinsic capacity of a resident, but also the environment
in which they live in.7

Although frailty8 and malnutrition3 have been shown to be
associated with low life-space mobility in community-based
studies, no studies in nursing homes to date have examined the
associations between life-space mobility and highly prevalent
geriatric syndromes such as frailty,9 sarcopenia10,11 or malnutri-
tion.12 To the best of our knowledge, there has also been no study
investigating the impact of varying life-space mobility profiles on
longitudinal health outcomes in nursing home residents. Commu-
nity studies, however, have shown that low life-space mobility is a
predictor for more rapid cognitive decline,13e15 increased risk of
falls,16 increased hospitalization and emergency department
visits,17 as well as increased admission into nursing homes,18 hos-
pital re-admission,19 and mortality20e22 over time. We, therefore,
hypothesize that in nursing home residents, life-space mobility is
associated with geriatric syndromes such as frailty, sarcopenia, and
malnutrition, and that higher life-space mobility is associated with
better health outcomes.

This study utilizing the NHLSDwith nursing home residents aimed
to (1) develop life-space mobility of profiles for residents; (2) examine
independent factors associated with these life-spacemobility profiles;
and (3) identify health outcomes [ie, mortality, quality of life (QoL) and
falls] associated with the life-space mobility profiles at 1 year after
adjusting for age and sex.
Methods

Study Population and Setting

This is a substudy of the Frailty In Residential Sector over Time
(FIRST) Study.23 The FIRST Study involved 561 permanent residents
at baseline from 12 nursing homes of one aged care organization
in metropolitan and rural South Australia between March and
October 2019. Residents were included if they had resided
permanently in the nursing home for the previous 8 weeks and
were medically stable. End of life (estimated <3 months to live)
residents or those not fluent in English were excluded, as were
those in respite or transition care programs. Each resident pro-
vided written informed consent, either personally or through a
substitute decision maker, such as a family member. The study
received ethics approval (HREC-2018-247) and was registered with
the Australian New Zealand Clinical Trials Registry
(ACTRN12619000500156).
Data were collected at baseline (March to October 2019) and at 1-
year follow-up (March to October 2020) by trained research registered
nurses (RNs) using resident nursing home records, observations, and
interviews with the residents and on-site RN who were required to
have known the resident for the preceding 2 weeks.

All face-to-face data collection ceased from March to June 2020
because of restrictions imposed to protect residents from the risk of
exposure to COVID-19. During this period, observations and in-
terviews with the residents stopped, and only questionnaires that
could be answered by the on-site RNwere completed during this time.
Baseline Data

Life-space mobility
Resident life-space mobility was assessed using the NHLSD, a

questionnaire developed for use in nursing homes with a high inter-
rater (0.95) and test-retest reliability (0.92).4 The NHLSD in-
vestigates resident extent (or diameter) and frequency of mobility
over a 2-week period and was completed by the on-site RN. The
NHLSD captures 4 diameters: movement within the room; movement
outside the room but within the unit (or wing); movement outside the
unit but within the nursing home; movement outside the nursing
home and/or leaving the nursing home. Frequency of movement is
recorded on a continuum from (0) never, (1) less than weekly, (2) at
least weekly, (3)>2 times a week, (4) 1e3 times a day, to (5) >3 times
a day. Higher scores indicate a greater use of life-space. The total score
consists of the sum of each diameter multiplied by frequency, and
ranges from 0 (bed-/chair-bound) to 50 (able to leave the nursing
home). A blank form of the NHLSD is provided as a supplemental file
(Supplementary Material 1).

Other characteristics
Data collected at baseline from resident nursing home records

included resident sociodemographic information, medical health
history (up to 30 comorbidities),23 number of falls, medication, and
Katz ADLs.24 Pain and level of sedation were assessed by the research
RN by observing the resident for 5 minutes before completing the Pain
Assessment in Advanced Dementia Scale25 and the Pasero Opioid-
induced Sedation Scale.26

The following scales were also administered: the Epworth Sleep-
iness Scale27; SARC-F28; the Dementia Severity Rating Scale29; the
Patient Health Questionnaire-430; and the Mini-Nutritional Assess-
ment Short Form.31 A 49-item frailty index (FI)32 was constructed
from the data collected at baseline (Supplementary Material 2). Frailty
was categorized as nonfrail (0 to�0.1), vulnerable (>0.1 to�0.21), frail
(>0.21 to <0.45), and most frail (�0.45 or more).33
Outcome Measures

Quality of life
Each resident QoLwas assessed using the 13-itemQol in Alzheimer

Disease (QoL-AD) scale.34 The QoL-AD was administered at baseline
and at 1-year follow-up. At baseline, the QoL-AD was answered by the
resident where possible, or else by the on-site RN at the respective
nursing home. At 1 year, the Qol-AD was answered by the on-site RN
only. The QoL-AD includes 13 items (physical health, energy, mood,
living situation, memory, family, marriage, friends, self as a whole,
ability to do chores, ability to do things for fun, money, and life as a
whole). Response options are (1) poor, (2) fair, (3) good, or (4) excel-
lent. Scores range from 13 to 52, with higher scores indicating better
QoL.
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Falls
The number of falls over the previous 12 months was obtained

from the resident nursing home records at baseline and 1-year follow-
up. Falls were defined as slipping, tripping, rolling, and sliding,
resulting in the resident coming to rest inadvertently on the ground,
floor, or other lower level.35 Falls were recorded as present if residents
had �1 fall over the past 12 months.

Mortality
Mortality (decease date and reason if known) was assessed at 1-

year follow-up using resident nursing home records.
Table 1
Nursing Home Life-Space Diameter Scores Across 12 Nursing Homes

Nursing Home Number of Residents NHLSD Score (0‒50)

Mean (SD) Range

1 31 30.45 (11.10) 12e50
2 51 29.51 (10.44) 4e50
3 45 30.67 (7.55) 5e46
4 38 20.29 (11.97) 0e42
5 39 30.26 (10.55) 0e50
Statistical Analyses

One-way analysis of variance (ANOVA) was used to determine
differences in NHLSD mean scores between the nursing homes. A
Ward clustering technique (minimum variance method) was used to
construct life-space mobility profiles based on the 4 NHLSD diameters
(score range 1e5 for each diameter). Descriptive data were presented
as mean and standard deviation, median and interquartile range, and
frequency and percentage. A c2 test, Fisher Exact test, one-way
ANOVA, and Kruskal-Wallis test were used where appropriate to
compare baseline characteristics across the life-space mobility
profiles.

An initial multivariable ordinal logistic generalized estimating
equation (GEE) model was created with outcome: mobility profile vs a
number of predictors, adjusting for clustering on nursing homes. The
predictors were age, sex, nutritional status, FI, number of medications,
number of comorbidities, pain, sedation levels, sleepiness, ADLs, sar-
copenia risk, dementia, and anxiety/depression. Backwards elimina-
tion was then performed, removing the covariate with the highest P
value one model at a time until all P values were less than .2.36

An unadjusted and an adjusted (age and sex) binary logistic GEE
model was then performed for 1-year mortality vs mobility profile
controlling for clustering on nursing homes.

Similarly, for the outcome QoL an unadjusted and adjusted (age
and sex) model was performed, this time using linear mixed-effects
models adjusting for repeated measurement over time and
including nursing home as the random effect. Baseline QoL was
included as a confounder. Assumptions of a linear model were found
to be upheld by inspection of histograms and scatter plots of residuals
and predicted values.

Unadjusted and adjusted (age and sex) models were then per-
formed for the outcome: falls (binary) across time. (The continuous
falls variable did not meet the assumptions of a linear model, even
when a logarithmic transformation was used). Binary falls were
derived as no falls versus �1 falls at baseline or one-year. Binary lo-
gistic GEE models were used, adjusting for repeated measurements
over time and controlling for clustering on nursing homes. Baseline
falls were accounted for in the binary falls variable. Residents with
missing data (ie, lost to follow-up) at 1 year were not included in the
binary logistic or linear-mixed-effects models.

The statistical software used was SAS v 9.4 (SAS Institute Inc) and
SPSS v 25 (IBM Corporation). The level of statistical significance was
set at P < .05.
6 79 27.38 (7.92) 1e38
7 54 26.15 (10.29) 0e43
8 42 32.90 (11.10) 0e50
9 32 28.72 (7.65) 0e46
10 61 23.31 (8.27) 4e50
11 32 29.25 (9.70) 10e46
12 52 28.40 (10.47) 0e50
Total 556 27.86 (10.12) 0e50

NHLSD, nursing home life-space diameter; SD, standard deviation.
NHLSD scores 0 (low life-space mobility) to 50 (high life-space mobility).
Results

Five residents had missing NHLSD data at baseline. Therefore, data
from 556 residents were included in the analyses. The mean age of the
residents was 87.73 � 7.25 years, with the majority of residents being
female (n ¼ 406, 73.0%), and either frail (n ¼ 357, 64.5%) or most frail
(n ¼ 174, 31.5%).
Life-Space Mobility

Resident NHLSD scores ranged from 0 (bed-/chair-bound) to 50
(leaving nursing home daily) with a mean score of 27.86 � 10.12.
Table 1 presents NHLSD mean scores across the 12 nursing homes,
which varied significantly (P < .001). One-half of the residents left
their wing daily (51.0%, n ¼ 284) and one-quarter (26.4%, n ¼ 147) of
residents ventured outside their nursing home at least weekly
(Figure 1). One quarter of residents (n ¼ 144, 25.9%) were nursing
home bound. Resident life-space mobility was mainly centered
around their room (94.8%, n ¼ 527) and wing (86.4%, n ¼ 485).

Construction of Life-Space Mobility Profiles

Three mobility profiles were identified using cluster analysis: high
life-space mobility (n ¼ 48; NHLSD score range ¼ 40e50) with high
mean values; moderate life-space mobility (n ¼ 458; NHLSD score
range ¼ 12e39) with moderate mean values; and low life-space
mobility (n ¼ 50; NHLSD score range ¼ 0e19) with low mean values
for all four NHLSD diameters. Two of the mobility profiles (ie, mod-
erate and low life-space mobility) overlap in terms of total NHLSD
scores as the clustering was based on the 4 NHLSD diameters: within
room, within unit, within nursing home, and outside the nursing
home, each given a score of 0 to 5 depending on the frequency of that
movement.

Baseline Characteristics by Life-Space Mobility Profiles

Residents with high life-space mobility were significantly (P < .05)
more likely to be younger, more independent in their ADLs, have a
lower FI, fewer comorbidities, lower daytime sleepiness, lower seda-
tion levels, a lower risk of sarcopenia, and a better nutritional and
cognitive status compared with residents with moderate or low
mobility (Table 2).

In a multivariable model (Table 3), the following covariates were
identified as significant predictors for high life-space mobility: lower
age [odds ratio (OR) 0.70, 95% confidence interval (CI) 0.51, 0.96];
lower FI (OR 0.67, 95% CI 0.50, 0.86); lower sarcopenia risk (OR 0.72,
95% CI 0.65, 0.79); and a better nutritional status (OR 1.16, 95% CI 1.05,
1.29).

Predictive Validity of Life-Space Mobility Profiles

One-year mortality
One-year mortality was lowest in residents with high life-space

mobility (6.3%) and highest in those with low mobility (38%). Those
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Fig. 1. Resident use of life-space based on nursing home life-space diameter.

Table 3
Multivariable Ordinal Logistic GEE Model for Life-Space Mobility Profiles vs Pre-
dictors Adjusted for Nursing Home Clustering: Modeling the Probability of High Life-
Space Mobility

Predictor and Comparison OR* (95% CI) P Value

Age (years) per 10 year increase 0.70 (0.51, 0.96) .029y

Frailty Index (49-item) per one 0.1 increase 0.67 (0.50, 0.89) .006y

Number of medications per one unit increase 1.03 (0.99, 1.07) .162
Nutritional status* per one score increase 1.16 (1.05, 1.29) .005y

Sarcopenia riskz per one score increase 0.72 (0.65, 0.79) <.001y

*Mini-Nutritional Assessment Scores 0 (worst) to 14 (best).
ySignificant: �.05.
zSARC-F Scores 0 (best) to 10 (worst).
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with moderate life-space mobility (20.8%) scored in between. There
was a statistically significant association between 1-year mortality
and life-space mobility in an unadjusted binary logistic GEE model
(global P < .001), as well as in the adjusted model (global P ¼ .001).
Compared with high mobility, residents with moderate life-space
mobility (OR 3.50, 95% CI 1.63, 7.52, P ¼ .001) and low life-space
mobility (OR 7.88, 95% CI 2.33, 26.6, P < .001) had 3.5 and 7.9 times
higher odds of mortality at 1-year, respectively (Table 4).

Quality of life
QoL mean scores at baseline were highest in residents with high

life-space mobility (mean score 37.1�5.5), followed by residents with
moderate mobility (mean score 33.8 � 6.6) and low mobility
(mean score 32.3 � 7.3) (P ¼ .001). There was a statistically significant
association between QoL and life-space mobility in the unadjusted
linear mixed-effects model (global P ¼ .011), as well as in the adjusted
model (global P ¼ .008). Compared with high life-space mobility,
residents with moderate mobility (mean difference ¼ �5.43, 95%
Table 2
Resident Baseline Characteristics by Life-Space Mobility Based on Nursing Home Life-Sp

Characteristics High Life-Space
Mobility (n ¼ 48)

Age, mean (SD)* 83.85 (8.01)
Female, n (%)z 33 (68.60)
Frailty Index 49-Item, mean (SD)* 0.28 (0.07)
Number medications, mean (SD)* 11.23 (4.97)
Number comorbidities, mean (SD)* 7.50 (2.65)
Pain PAINAD, mean (SD)* 0.02 (0.15)
Sedation POSS, mean (SD)* 1.00 (0.00)
Sleepiness ESS, mean (SD)* 4.81 (5.10)
Katz ADL, mean (SD)* 0.69 (0.72)
Sarcopenia SARC-F, mean (SD)* 4.28 (2.11)
Nutrition MNA-SF, mean (SD)* 12.00 (1.75)
Dementia DSRS, mean (SD)* 10.25 (9.22)
Anxiety/Depression PHQ-4, median (IQR)x 2 (0,4)

COPD, chronic obstructive pulmonary disease; DSRS, Dementia Severity Rating Scale; E
Assessment Short Form; PAINAD, Pain Assessment in Advanced Dementia; PHQ-4: Patien
deviation.

*One-way Analysis of Variance.
ySignificant: �.05.
zFisher Exact Test.
xKruskal-Wallis Test.
CI ‒8.08, �2.78, P ¼ .005) and low mobility (mean difference ¼ �3.99,
95% CI ‒5.99, �1.99, P ¼ .005) scored 5.4 and 4.0 less for QoL at 1-year,
respectively (Table 4). There was no significant interaction
between time (baseline/1-year) and life-space mobility profile
(interaction P ¼ .430).

Falls
Falls (�1 falls) at baseline were lowest in residents with high life-

space mobility (33.3%, n ¼ 16), followed by residents with moderate
mobility (62.8%, n ¼ 288) and low mobility (64.0%, n ¼ 32) (P < .001).
There was a statistically significant association between falling (�1)
and life-space mobility in the unadjusted binary logistic GEE model
(global P < .001), as well as in the adjusted model (global P ¼ .002).
Compared with residents with high life-space mobility, residents with
moderate mobility (OR 2.37, 95% CI 1.43, 3.94, P < .001) and low
mobility (OR 2.85, 95% CI 1.40, 5.84, P ¼ .004) had 2.4 and 2.9 higher
odds of >1 fall at 1-year, respectively (Table 4). There was no signifi-
cant interaction between time (baseline/1-year) and life-space
mobility profile (interaction P ¼ .180).
Discussion

Although there might be a misconception that nursing home res-
idents are room bound, this research found that at least one-half of the
residents moved out of their assigned wing daily, and over one-
quarter ventured outside their nursing home at least weekly.
Although we know that life-space mobility within the nursing homes
might be impacted by resident cognitive status,5,6 and the need for
daily assistance with ADLs,4,6 life-space mobility can also be
ace Diameter

Moderate Life-Space
Mobility (n ¼ 458)

Low Life-Space
Mobility (n ¼ 50)

P Value

88.13 (6.94) 87.80 (8.34) <.001y

341 (74.50) 32 (64.0) .224
0.39 (0.10) 0.45 (0.11) <.001y

10.32 (4.32) 10.24 (4.48) .385
8.73 (2.53) 9.50 (2.89) .001y

0.15 (0.66) 0.14 (0.46) .384
1.09 (0.52) 1.33 (0.88) .006y

7.98 (5.90) 9.83 (6.23) <.001y

0.30 (0.62) 0.16 (0.55) <.001y

6.54 (2.02) 7.81 (1.44) <.001y

10.12 (8.67) 8.67 (2.36) <.001y

24.16 (13.83) 31.24 (12.37) <.001y

2 (0,4) 3 (0,7) .089

SS, Epworth Sleepiness Scale; IQR, interquartile range; MNA-SF, Mini Nutritional
t Health Questionnaire-4; POSS, Pasero Opioid Induced Sedation Scale; SD, standard



Table 4
Predictive Ability of Life-Space Mobility Profiles on 1-Year Mortality, Quality of Life and Falls

Outcomes Adjustment/Confounder Life-Space Mobility Comparison OR/Mean Difference (95% CI) Comparison P Value Global P Value

1-year mortality Unadjusted Low vs moderate 2.34 (0.87, 6.32) .093 <.001*
Moderate vs high 3.93 (1.85,8.35) <.001*
Low vs high 9.19 (2.74, 30.83) <.001*

Adjusted for Low vs moderate 2.25 (0.80, 6.32) .124 .001*
age and sex Moderate vs high 3.50 (1.63, 7.52) .001*

Low vs high 7.88 (2.33, 26.6) <.001*

Quality of life Unadjusted Low vs moderate ‒0.41 (�0.18, 0.45) .349 .011*
Moderate vs high ‒1.16 (�1.97, �0.34) .005*
Low vs high ‒1.57 (�2.72, �0.42) .007*

Adjusted for Low vs moderate ‒0.45 (�1.32, 0.42) .308 .008*
age and sex Moderate vs high ‒5.43 (�8.08, �2.78) .004*

Low vs high ‒3.99 (�5.99, �1.99) .005*

Falls Unadjusted Low vs moderate 1.25 (0.72, 2.16) .429 <.001*
Moderate vs high 2.52 (1.53, 4.15) <.001*
Low vs high 3.15 (1.56, 6.35) .001*

Adjusted for Low vs moderate 1.20 (0.69, 2.11) .517 .002*
age and sex Moderate vs high 2.37 (1.43, 3.94) <.001*

Low vs high 2.85 (1.40, 5.84) .004*

CI, confidence interval; OR, odds ratio.
*Significant: �.05.
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influenced by the architectural design of the nursing home.5 NHLSD
mean scores varied significantly across our nursing homes, and the
proportion of residents venturing outside daily was lower in our study
than seen in the study conducted by Sverdrup et al (6.3% vs 10.4%).5

Sverdrup et al examined the life-space mobility of 583 residents
with dementia across 47 nursing homes in Norway and demonstrated
that living in smaller units was associated with higher life-space
mobility.5 It is, therefore, possible that building size accounted for
the differing patterns of resident life-space mobility.

Geriatric syndromes such as frailty, sarcopenia, and risk of
malnutrition were associated with life-space mobility. Research has
demonstrated that all 3 syndromes can be improved through
increased physical activity and nutrition interventions.37,38 Improving
health characteristics through comprehensive geriatric assessment,39

and intervening through physical activity and nutrition intervention,
while enabling the environment to support activity are therefore
strategies that could improve resident life-space mobility and func-
tional ability, allowing residents to better achieve healthy aging. It
remains to be seen if such interventions can lead to increased life-
space mobility in nursing home residents, perhaps something to be
investigated in future studies.

Similar to community-based study, lower life-space mobility was
associated with increased mortality and falls, and lower QoL. The OR
for mortality associated with low life-space mobility reported in the
community20e22 (adjusting for confounders) was much lower (1.2 to
2.4 times over up to 5 years) compared with our study (7.9 times at 1-
year). Similarly, the odds for having �1 falls in community-dwelling
older adults (adjusted for confounders) with low life-space mobility
was also lower (OR �1 falls at 6-months 1.216 vs at 1-year 2.4e2.9). In
terms of the predictive ability of life-space mobility on QoL, Ranta-
kokko et al40 studied 848 community-dwelling older people over
2 years (adjusted for confounders) in Finland, and found that the
decline in QoL scores was greater among those with decreased life-
space mobility compared with those whose life-space mobility
remained stable or improved. Physical activity and nutrition in-
terventions combined with a supportive environment could therefore
not only improve prevalent geriatric syndromes, but also contribute to
reduced mortality and falls rates, and better QoL in the long-term.

Major strengths of this study were that our research enabled the
participation by residents with dementia, and that it included nursing
homes in rural and metropolitan areas. A limitation of this study was
that although data were collected from multiple nursing homes, all
were operated by one aged care organization and in one state, limiting
the generalizability of the findings. Also, whilst some residents
completed the QoL questionnaire at baseline, the QoL questionnaires
at follow-up were completed by the on-site RN. This might have
affected the study findings. Further, objective measures such as
accelerometer sensors or global positioning system (GPS) trackers to
measure life-space mobility may have revealed greater insights into
resident life-space mobility, but might have also limited recruitment
risking generalizability of findings. Currently, studies including GPS
trackers or sensors to measure life-space mobility in nursing homes
are sparse and tend to have small sample sizes (eg, 65 residents in one
study).41 Another limitations was that medications were only exam-
ined based on number rather than type. Anticholinergics and seda-
tives, for example, have shown to affect the number of days residents
spend outside,42 something to be investigated in future studies.

Conclusions and Implications

Given the independent association between high life-space
mobility and lower frailty status, lower sarcopenia risk and a better
nutritional status, physical activity and nutritional interventions
combinedwith a supportive environment may be beneficial in leading
to improved life-space mobility. This requires further investigation.
Improved life-space mobility can lead to improved health outcomes,
such as lower mortality rate, lower falls rate, and improved QoL.
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