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ABSTRACT

Mechanisms underlying associations between balance and cognitive impairments in older adults
with and without Parkinson’s disease (PD) are poorly understood. Balance disturbances evoke
a cortical N1 response that is associated with both balance and cognitive abilities in unimpaired
populations. We hypothesized that the N1 response reflects a neural mechanism that is shared
between balance and cognitive function, and would therefore be associated with both balance
and cognitive impairments in PD. Although N1 responses did not differ at the group level they
showed distinct associations with balance and cognitive function in the PD vs. control (noPD)
groups. In noPD, higher N1 amplitudes were correlated with lower cognitive set shifting ability
and lower balance confidence. However, in PD, higher N1 amplitudes were correlated with
lower overall cognitive function, while earlier and narrower N1 peaks were correlated with more
severe PD and balance impairments. Our results show that balance and cognitive impairments
are dissociable and associated with distinct features of the N1 response, suggesting that the N1
response reflects coordination of distinct mechanisms for balance and cognitive function.
Identifying coordinated but dissociable mechanisms underlying balance and cognitive processes

may reveal potential targets for rehabilitation of comorbid balance and cognitive impairments.

Key Words: aging, EEG, cognitive-motor interactions, posture, set shifting
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INTRODUCTION

Assessing cortical activation during balance recovery behavior may provide insight into
the relationships between balance and cognitive impairments with aging and Parkinson’s
disease. Cognitive decline predicts new and recurrent falls in otherwise healthy older adults
(Gleason et al. 2009; Herman et al. 2010; Mirelman et al. 2012) and people with Parkinson’s
disease (Allcock et al. 2009; Camicioli and Majumdar 2010; Mak et al. 2014). Although balance
recovery behavior is largely automatic and mediated by brainstem sensorimotor circuits in
healthy young adults (Jacobs and Horak 2007a), cognitive engagement in balance control
becomes more evident with aging (Rankin et al. 2000), fall history (Shumway-Cook et al. 1997),
fall risk (Lundin-Olsson et al. 1997), and Parkinson’s disease (Kelly et al. 2012). Older adults,
and particularly people with Parkinson’s disease, show increased cortical activation for walking
and balance tasks, which may reflect cognitive engagement to compensate for reduced
automaticity of behavior (Petzinger et al. 2013; Wu et al. 2015a), providing an opportunity for
cognitive impairment to influence balance control. However, most studies of cortical activation
during walking and balance tasks in older adults have relied on relatively slow measures, such
as changes in prefrontal blood oxygenation (functional near infrared spectroscopy) or changes
in oscillatory power (electroencephalography, EEG), with studies investigating time-domain
EEG activity largely focused on pre-movement preparatory periods (Stuart et al. 2018).
Measuring rapid brain responses to a balance disturbance could provide insight into changes in

balance control in balance impaired populations.

A balance disturbance evokes a fast cortical response that has been associated with
both balance ability and cognitive processing, and may therefore provide insight into
relationships between balance and cognitive function. A sudden balance disturbance

evokes an automatic balance-correcting muscle response from the brainstem at ~100 ms, with
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the potential for cortical involvement in balance recovery behavior at longer latencies (>150 ms)
(Jacobs and Horak 2007a). A cortical “N1” response peak evoked in the EEG activity ~150 ms
after a balance disturbance has been localized to the supplementary motor area (Marlin et al.
2014; Mierau et al. 2015; Payne et al. 2019a), which has the potential to mediate interactions
between neighboring prefrontal and motor cortical areas (Goldberg 1985). In young adults the
cortical N1 is larger in individuals with lower balance ability (Payne and Ting 2020a) and on
trials that include compensatory stepping behaviors (Payne and Ting 2020c; Solis-Escalante et
al. 2020), and may therefore reflect compensatory cortical engagement in balance recovery
behavior. The cortical N1 is also influenced by cognitive processing in young adults, becoming
smaller when attention is directed away from balance recovery by a dual task paradigm (Little
and Woollacott 2015; Quant et al. 2004b), and larger when perturbations are perceived to be
more threatening (Adkin et al. 2008; Mochizuki et al. 2010) or less predictable (Adkin et al.
2008; Mochizuki et al. 2010). While studies in older populations have been limited, older adults
generally have smaller and later cortical N1s (Duckrow et al. 1999; Ozdemir et al. 2018), with
changes in temporal characteristics including the appearance of multiple component peaks in
some individuals with reduced mobility (Duckrow et al. 1999). We recently reported associations
between larger N1 amplitudes, lower cognitive set shifting ability, stiffer balance recovery
behavior, and increased antagonist muscle activity in older adults (Payne et al. 2021), further
implicating the cortical N1 in the relationship between balance and cognitive problems with
aging. We now investigate the cortical N1 responses in a population of older adults with

Parkinson’s disease, who have both balance and cognitive impairments.

Parkinson’s disease affects several factors known to influence the cortical N1, but it is
unknown whether the N1 is altered in Parkinson’s disease. The N1 depends on attention to
balance control (Little and Woollacott 2015; Quant et al. 2004b), which is increased Parkinson’s

disease (Petzinger et al. 2013; Wu et al. 2015a). N1 amplitude also depends on the perceived
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threat of a balance disturbance (Adkin et al. 2008; Mochizuki et al. 2010), and fear of falling is
common in Parkinson’s disease (Grimbergen et al. 2013). Additionally, N1 amplitude in younger
adults is associated with lower balance ability (Payne and Ting 2020a), a hallmark of
Parkinson’s disease (Bloem 1992; Grimbergen et al. 2004; Koller et al. 1989). Further, in older
adults N1 amplitude is associated with lower cognitive set shifting ability and greater antagonist
muscle activity (Payne et al. 2021), both of which are associated with balance impairment in
Parkinson’s disease (Lang et al. 2019; McKay et al. 2018). All of these associations in
unimpaired populations suggest the N1 would be larger in Parkinson’s disease, related to
greater cortical engagement to compensate for balance impairments, but there are also reasons
to suspect the N1 might be reduced in Parkinson’s disease. The N1 is localized to the
supplementary motor area (Marlin et al. 2014; Mierau et al. 2015), which is the cortical node of
the basal ganglia thalamocortical “motor circuit” that is impaired in Parkinson’s disease (Albin et
al. 1989; Alexander and Crutcher 1990; Alexander et al. 1991; Alexander et al. 1986). Further,
the N1 resembles the more widely studied error-related negativity (Payne et al. 2019b), which is
reduced in amplitude in Parkinson’s disease (Seer et al. 2016). The error-related negativity is
evoked by mistakes in cognitive tasks, depends on dopamine (de Bruijn et al. 2004; de Bruijn et
al. 2006; Zirnheld et al. 2004) and connections to the basal ganglia (Ullsperger et al. 2014). A
brief report on balance N1s in mild Parkinson’s disease showed multiple component peaks
(Dimitrov and Gatev 2001) resembling N1s in older adults without Parkinson’s disease
(Duckrow et al. 1999), but did not include a control group or measures of balance or cognitive
function. Here we compare cortical N1s between people with and without Parkinson’s disease,

and test for associations with various measures of balance and cognitive function.

We hypothesized that the N1 response reflects neural processing related to both balance
and cognitive function, and would therefore be altered in Parkinson’s disease in

association with balance and cognitive impairments. We evoked the cortical N1 response
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using unpredictable forward and backward translations of the support surface. We assessed the
amplitude and temporal characteristics of the cortical N1, including the peak amplitude, latency,
and width of the evoked component peak. We used multiple measures of balance and mobility,
including the clinical miniBESTest (Leddy et al. 2011), the Timed Up and Go test (Beauchet et
al. 2011), and measures of cognitive function, including the Montreal Cognitive Assessment
(Nasreddine et al. 2005) and the Trail Making Test (McKay et al. 2018; Sanchez-Cubillo et al.
2009). Although we did not find differences in the cortical N1 responses between groups, within
groups different features of the cortical N1 response were associated with balance and

cognition in people with versus without Parkinson’s disease.
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MATERIALS AND METHODS

Study populations

Participants. Sixteen older adults with Parkinson’s disease (PD, N=16, age 697, 4 female)
and nineteen older adults without Parkinson’s disease (noPD, N=19, age 716, 6 female) are
included in analyses after exclusion of four participants detailed below. Written consent was
obtained from all participants after a detailed explanation of the protocol according to
procedures approved by the Emory University Institutional Review Board. Different analyses

have been previously reported in the noPD control group (Payne et al. 2021).

OFF-medications. Individuals with PD participated in the experiment OFF their dopamine
medications, practically defined as a minimum of 12 hours after their last dose of dopaminergic
medication for PD. Each participant’s neurologist was consulted and signed an OFF-medication
clearance form before they were asked to withhold their medications for the purpose of this
experiment. All clinical and behavioral measures were collected during the same OFF-
medication session, with disease duration and compatibility with inclusion/exclusion criteria

additionally verified in patient clinical records when available.

Participant recruitment. Participants were recruited from the community surrounding Emory
University and the Emory Movement Disorders clinic through flyers, outreach events, word of
mouth, and databases of prior participants from collaborating groups. Adults over age 55 were
screened for the following inclusion criteria: vision can be corrected to at least 20/40 with
glasses, no history of stroke or other neurological condition (except for PD), no musculoskeletal
conditions or procedures that cause pain or limit mobility of the legs, ability to stand unassisted

for at least 15 minutes, and cognitive ability to consent. Potential participants were excluded for
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prior experience on the perturbation platform, present cholinergic medications, or lack of
neurologist’s approval to withhold dopaminergic medications. Participants with PD were
recruited first, and then the older adult control participants were recruited to maintain similar age
and sex distributions between groups.

Four participants with PD were excluded after partial or complete participation in the
study, resulting in the reported N=16 after an initial recruitment of N=20. Two were excluded
due to a brain tumor or severe peripheral neuropathy of the legs noted in their clinical record.
One was excluded due to failure to save the EEG data. One was unable to tolerate being OFF-

medication and opted to leave prior to the balance perturbations.

Experimental protocol and data collection

Parkinson’s disease motor symptom severity. The motor subscale of the International
Parkinson and Movement Disorder Society’s Unified Parkinson’s Disease Rating Scale (MDS-
UPDRS Ill) was used to assess the severity of motor impairment in participants with PD (Goetz
et al. 2007). The test was administered by AMP, who is certified by the Movement Disorders
Society, and filmed for subsequent scoring by a practicing neurologist. Postural instability/gait
difficulty subscores were determined from the items of the MDS-UPDRS Il (Stebbins et al.
2013) and included in analyses. Hoehn & Yahr (H&Y) stage (Goetz et al. 2004), a 5 point rating
scale of PD severity focused on postural instability, was determined by a neurologist from the

recorded videos and included in analyses.

Parkinson’s disease duration. Participants with PD were asked to report the number of years

since PD diagnosis at the time of participating in the study, and this was verified in the clinical

record when possible.
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Balance ability. The miniBESTest (www.bestest.us) was used as a measure of balance ability
(Leddy et al. 2011; Lofgren et al. 2017; Magnani et al. 2020) which assesses anticipatory

postural control, reactive postural control, sensory orientation, and dynamic gait. For items that
scored the left and right sides separately, only the lower of the two scores was considered for a

maximum possible score of 28 (Lofgren et al. 2017).

Balance Confidence. The Activities-Specific Balance Confidence (ABC) Scale (Powell and
Myers 1995) was used to assess balance confidence. This survey consists of sixteen items
describing different situations that might lead to a loss of balance. For each item, participants
are asked to indicate their confidence that they would not lose their balance in a particular
setting by answering with a percentage between 0-100%. The average score across the 16

items is reported as the total score.

Mobility. The Timed Up and Go (TUG) test (Beauchet et al. 2011) was administered within the
miniBESTest, and additionally scored in more detail than considered within the miniBESTest.
Participants begin seated in a chair with arms in their lap, and when told to “Go,” must get up,
walk at their comfortable speed across the lab, around a cone, and come back to a seat in the
starting chair. This test is timed, and then repeated with a dual task of counting backward by 3s
out loud. While the miniBESTest only scores this item categorically, based on whether
participants were able to complete the dual task condition, and if so, whether it resulted in more
or less than a 10% reduction in speed, we included additional continuous measures in our
analyses. Specifically, we included the TUG single task time (TUG-ST), dual task time (TUG-
DT), and dual task interference (DTI) calculated as the difference between the single and dual
task times divided by the single task time and multiplied by 100 (Kelly et al. 2010; Palmer et al.
2021). A more negative value for DTI indicates a greater reduction in speed during the dual task

condition. Two individuals with Parkinson’s disease were unable to complete the TUG-ST or
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TUG-DT due to mobility impairments including freezing of gait, and an additional two individuals
were able to complete TUG-ST but not TUG-DT. These individuals are therefore excluded from

the corresponding continuous measures, but could be appropriately scored on the miniBESTest.

Overall cognition. The Montreal Cognitive Assessment (MoCA, www.mocatest.org) was used
to measure overall cognitive ability, including executive function, attention, and memory (Hoops

et al. 2009; Nasreddine et al. 2005). Years of education was self-reported.

Cognitive set shifting ability. The set shifting ability score was measured as the difference in
time to complete Part B minus Part A of the Trail Making Test (McKay et al. 2018; Payne et al.
2021; Sanchez-Cubillo et al. 2009), where a longer time to complete Part B compared to Part A

indicates lower cognitive set shifting ability.

Perturbations. A series of 48 translational support-surface perturbations of unpredictable
timing, direction, and magnitude were delivered during quiet standing (Payne et al. 2021).
Perturbations consisted of forward and backward perturbation directions and three magnitudes.
The low magnitude (0.15 g, 11.1 cm/s, 5.1 cm) was identical across participants, while the
medium (0.21-0.22 g, 15.2-16.1 cm/s, 7.0-7.4 cm) and high (0.26-0.29 g, 19.1-21.0 cm/s, 8.9-
9.8 cm) magnitudes were adjusted according to participant height as previously described
(Payne et al. 2021) to account for the effect of height on the cortical responses (Payne et al.
2019a) and to ensure that the more challenging perturbations were more mechanically similar
across different body sizes. Perturbation characteristics for an example participant are shown in

Figure 1.
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43 with perturbation kinematics for an example participant (194 cm in height).

47 To minimize effects of fatigue, a 5-minute break was enforced halfway through the

49 perturbation series, or more frequently without limitations if requested. Excluding rest breaks,
the duration of the perturbation series was 21+2 minutes (PD: 20£1 minutes; noPD: 21+2
minutes). Inter-trial-intervals, measured between perturbation onsets, excluding rest breaks

longer than a minute, were 23112 seconds (PD: 23113 s; noPD: 23112 s).
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Recording artifacts were minimized by ensuring that perturbations were only initiated
during a relatively quiescent baseline in the live electroencephalography (EEG) data based on
visual inspection. Participants were instructed maintain their arms crossed across their chest,
focus their vision on a poster of a mountain landscape 4.5 m ahead, and to do their best to
recover balance without taking a step. Trials in which steps were taken (8% of all trials; PD: 9%;

noPD: 8%) were excluded from analysis.

Cortical activity. EEG data were collected during the perturbation series as previously
described (Payne et al. 2021). Thirty-two active electrodes (ActiCAP, Brain Products, Germany)
were placed according to the international 10-20 system, except for two reference electrodes
placed on the mastoid bones behind the ears. Electrodes were prepared with conductive gel
(SuperVisc 100 gr. HighViscosity Electrolyte-Gel for active electrodes, Brain Products) using a
blunt-tipped syringe that was also used to abrade the skin to reduce impedances. Impedances
at Cz and mastoid electrodes were generally below 10 kOhm prior to data collection.

Electrooculography (EOG) data were collected to enable subtraction of eye-related
artifacts. Bipolar passive electrodes (E220x, Brain Products) were prepared with abrasive gel
(ABRALYT HiCl 250 gr., High-chloride-10% abrasive electrolyte gel, Brain Products) and placed
above and below the right eye and referenced to a similar electrode on the forehead. EEG and
EOG data were sampled at 1000 Hz on an ActiCHamp amplifier (Brain Products) with a 24-bit
A/D converter and an online 20 kHz anti-aliasing low-pass filter.

EEG and EOG data were filtered between 1 Hz and 25 Hz using sixth-order zero-lag
Butterworth filters. Cz data were then re-referenced to the mastoids and epoched between 400
ms before to 2000 ms after perturbation onset (defined based on recorded platform
acceleration, Figure 1). Blink and vertical eye movements were subtracted using a serial

regression and subtraction approach (Gratton et al. 1983) as previously described (Payne et al.

Cerebral Cortex - For Peer Review - not for publication

Page 12 of 43



Page 13 of 43

oNOYTULT D WN =

Cerebral Cortex - For Peer Review - not for publication

2019a). Cz epochs were then averaged across non-stepping trials within each individual and
baseline subtracted using a baseline of 50-150 ms before perturbation onset.

Cortical N1 response amplitudes and latencies were quantified as amplitude and latency
of the most negative point between 100-200 ms after perturbation onset in the subject-averaged
EEG waveform at Cz. Because the waveform shape differed to a large extent between
individuals, often containing multiple peaks, but not consistently enough to enable measurement
of a distinctly identifiable additional peak across individuals (Figure 2 CD), cortical N1 width was
assessed using the full-width half-maximum. Specifically, the duration that the N1 response
continuously maintained at least half of its most negative amplitude was measured for each

individual.

Statistical Analyses

Between-group comparisons. Two-tailed t-tests were used to test for differences between PD
and noPD groups for the following variables: age, height, weight, balance ability (miniBESTest),
balance confidence (ABC Scale), overall cognition (MoCA), years of education, N1 peak
amplitudes, N1 peak latencies, and N1 peak widths. PROC TTEST in SAS was used for t-tests,
including the Satterthwaite correction in cases of unequal variances. Fisher’s exact test of
independence was used to test for sex differences between groups using the two-sided table

probability in PROC FREQ in SAS.

Within-group associations. Simple linear regressions were used to test for correlations
between pairs of study variables (listed below) within the PD and noPD groups separately.
Parameter estimates for the regression slopes were compared against the hypothesized value 0
with two-tailed t-tests using PROC GLM in SAS. Variables that violated the assumption of

normality (Shapiro-Wilk test p-values<0.05) were transformed to a normal distribution prior to
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regression using boxcox.m in MATLAB. Figures display original, untransformed data points with
p-values and R? values from the adjusted variables when appropriate. All R? values are adjusted
R? values. Tables include Cohen’s F2 measure of effect size (Cohen 1992) for all simple linear
regressions.

Within the noPD group, linear regressions were used to test for correlations between
cortical response variables (N1 peak amplitude, latency, and width) and age, balance ability,
balance confidence, TUG single task time, TUG dual task time, TUG dual task interference,
years of education, overall cognition, and cognitive set shifting ability.

Within the PD group, linear regressions were used to test for correlations for all of the
variables listed above, as well as PD duration, MDS-UPDRS-III motor symptom severity, and
postural instability/gait difficulty scores. Fisher’s exact test of independence was used to test for
associations between dichotomized cortical response variables (median split) and Hoehn &
Yahr stage (split between N=10 at stage 2 and N=6 at stages more severe than 2). Additionally,
because postural instability/gait difficulty scores were distributed approximately as a negative
binomial distribution, tests of association between cortical responses and postural instability/gait
difficulty scores were repeated with a negative binomial regression using PROC GENMOD on

the untransformed score in SAS (McKay et al. 2021).

Principal components analysis. Because cortical responses were correlated with multiple
measures of balance and cognitive function in the PD group (Figure 4), and because many of
these variables were correlated with one another (Supplemental Information), we performed a
probabilistic principal components analysis (probabilistic PCA, using ppca.m in MATLAB) to
reduce the dimensionality of the covariate space. Probabilistic PCA is an established extension
of PCA that is able to accommodate small numbers of missing values (i.e., two missing values
for TUG-ST and four missing values for both TUG-DT and DTI from individuals unable to

complete the tasks). The following variables were centered and scaled and entered into the

Cerebral Cortex - For Peer Review - not for publication

Page 14 of 43



Page 15 of 43

oNOYTULT D WN =

Cerebral Cortex - For Peer Review - not for publication

probabilistic PCA: age, MDS-UPDRS-IIl motor symptom severity, Hoehn & Yahr stage, balance
ability, balance confidence, TUG single task time, TUG dual task time, TUG dual task
interference, years of education, overall cognition, and cognitive set shifting ability. The first two
principal components accounted for 44% (PC1) and 19% (PC2) of the total variance of the
regression variables. We refer to these PCs as balance and cognitive constructs, respectively,
based on the fact that balance-related variables were represented strongly in PC1 and

cognitive-related variables were represented strongly in PC2 (Figure 5).

Construct multiple linear regression. Each cortical response variable (N1 peak amplitude,
latency and width) was entered into a separate multivariate regression including the balance
construct, the cognitive construct, and PD duration as simultaneous predictors using PROC
GLM in SAS. PD duration was otherwise excluded from the principal component analysis so it
could be used as a measure of PD status independent of the cognitive or motor presentation of
the disease. Figures display simple linear regressions between cortical response variables and
the balance and cognitive construct variables with p-values from the multivariate regression. No
outcomes differed between univariate and multivariate regressions. The corresponding table
displays Cohen’s F2 value for the association between each cortical response variable and each
predictor using a modified formula that considers the R? value from the full model relative to the

model that leaves out the variable of interest (Selya et al. 2012).

Cerebral Cortex - For Peer Review - not for publication



oNOYTULT D WN =

Cerebral Cortex - For Peer Review - not for publication

RESULTS

The group with Parkinson’s disease had lower balance ability and balance confidence

Table 1. Group characteristics.
noPD (N=19) PD (N=16)
Age (years) 7116 6917

Gender (male/female, % female) 13/6, 32% 1274, 25%

Height (cm) 175+ 10 171 £ 11
Weight (kg) 79+ 16 85+ 25
miniBESTest ( /28) 25+2 21+6
Balance Confidence 944 75125
Montreal Cognitive Assessment 26+ 3 25+3
Education (years) 17+£2 172
MDS-UPDRS-III 31£15
PD Duration 63

Note: Bold text indicates significant group differences at p<0.05.

Participant groups (Table 1) did not differ in age (p=0.44), gender distribution (p=0.72), height
(p=0.30), or weight (p=0.39). The PD group had lower balance ability (p=0.027, Cohen’s
d=0.81) and balance confidence (p=0.008, d=0.98) than the noPD control group, but did not

differ in overall cognition (p=0.41) or years of education (p=0.84).

Cortical N1 responses were similar between groups
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Cortical N1 responses were similar between groups (Figure 2). There was a nonsignificant trend
for earlier N1 peak latencies in the PD group (PD: 17019 ms, noPD: 182+18 ms, p=0.062,

d=0.63). N1 peak amplitudes (PD: 28+16 pV, noPD: 30+15 uV, p=0.66, d=0.15) and widths (full-

oNOYTULT D WN =

width half-maximum, PD: 69129 ms, noPD: 85+39 ms, p=0.17, d=0.47) were similar between

12 groups.
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Figure 2. Differences in N1 responses between noPD and PD groups. (A) Grand-averaged cortical
responses for each participant group. The yellow shaded region indicates the 100-200 ms window in
which N1 peak amplitudes and latencies were quantified. (B) Bar plots show means and standard
deviations of N1 peak amplitudes, latencies, and widths by group. Dots show individual data points. The
lower panels show individual examples of subject-averaged cortical N1 responses at Cz in (C) the noPD
control group and (D) the PD group. N1 peak amplitudes and latencies are indicated by vertical black

lines and the duration of the full-width half maximum is indicated by horizontal black lines.

In the control group, N1 amplitudes were associated with higher balance confidence and lower

cognitive set shifting ability

Table 2. Associations between cortical responses and other variables in the control group.

noPD group N1 Amplitude N1 Latency N1 Width
F2 p F2 p F2 p

Age 0.05 0.378 0.07 0.284 0.05 0.388
miniBESTest 0.00 0.928 0.02 0.551 0.05 0.379
Balance Confidence 0.35 0.026 0.01 0.753 0.09 0.226
TUG-Single Task 0.19 0.091 0.05 0.367 0.09 0.238
TUG-Dual Task 0.10 0.215 0.02 0.605 0.00 0.959
Dual Task Interference 0.04 0.448 0.04 0.419 0.01 0.676
Education 0.01 0.674 0.00 0.833 0.02 0.570

Montreal Cognitive Assessment 0.02 0.580 0.02 0.555 0.25 0.057

Cognitive Set Shifting 0.57 0.006 0.12 0.175 0.03 0.500

Note: Bold text indicates significant associations at p<0.05. Cohen’s F?>0.35 indicates a large effect and

F2>0.15 indicates a medium effect. TUG: Timed Up and Go
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In the noPD group, larger N1 amplitudes were correlated with lower balance confidence (Figure
3A, p=0.026, R?>=0.26, F?=0.35). As reported previously (Payne et al. 2021), larger N1

amplitudes were correlated with lower cognitive set shifting ability (p=0.006, R?>=0.37, F?=0.57).

oNOYTULT D WN =

Balance confidence was not associated cognitive set shifting ability (p=0.25). N1 amplitude,
12 latency, and width were not associated with any other tested variables in the noPD group (Table

14 2). These associations were not observed in the PD group (Figure 3B and Table 3).
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N1s were associated with multiple overlapping measures of balance and cognitive function in

the group with Parkinson’s disease

53 Table 3. Associations between cortical responses and other variables in the group with Parkinson’s

55 disease.
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PD group N1 Amplitude
F2p
Age 0.41 0.031
PD Duration 0.02 0.626
PD Motor Severity (MDS-UPDRS-III) 0.00 0.882
PD Stage (Hoehn & Yahr) - 1.000
Postural Instability/Gait Difficulty 0.01 0.719
miniBESTest 0.07 0.352
Balance Confidence 0.05 0.416
TUG-Single Task 0.00 0.919
TUG-Dual Task 0.03 0.599
Dual Task Interference 0.07 0.410
Education 0.69 0.008
Montreal Cognitive Assessment 0.03 0.500
Cognitive Set Shifting 0.05 0.422

Note: Bold text indicates significant associations at p<0.05. Cohen’s F?>0.35 indicates a large effect and

F2>0.15 indicates a medium effect. MDS-UPDRS: Movement Disorder Society’s Unified Parkinson’s

Disease Rating Scale; TUG: Timed Up and Go

In the PD group, cortical N1 responses were associated with overlapping measures of balance
and cognitive function (Table 3, Figure 4). Larger N1 amplitudes were correlated with younger
age (p=0.031, R?2=0.29, F?=0.41) and fewer years of education (p=0.008, R?=0.41, F2=0.69).
Longer N1 latencies were correlated with higher clinical balance ability (p=0.035, R?=0.28,
F2=0.39) and higher balance confidence (p=0.029, R?=0.30, F?=0.42). Narrower N1 peak widths

were associated with more severe Hoehn & Yahr disease stages (Fisher’s exact test, p=0.007),
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N1 Latency

F2
0.02
0.00

0.03

0.10
0.39
0.42
0.14
0.02
0.13
0.00
0.11

0.16

p
0.590

0.812

0.507

0.119

0.255

0.035

0.029

0.216

0.649

0.284

0.907

0.240

0.157

N1 Width

F2
0.00
0.01

0.29

0.57
0.35
0.76
1.00
0.27
0.00
0.10
0.53

0.19

p
0.805

0.698

0.062

0.007

0.013

0.044

0.006

0.005

0.132

0.912

0.253

0.016

0.130
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more severe postural instability/gait difficulty scores (linear regression p=0.013, R?=0.36,
F2=0.57, negative binomial regression p=0.033), lower mobility (slower single task TUG,
p=0.005, R?=0.50, F?=1.00), lower balance ability (p=0.044, R?>=0.26, F?>=0.35), lower balance
confidence (p=0.006, R?=0.43, F?=0.76), and lower overall cognitive ability (Montreal Cognitive
Assessment, p=0.016, R?=0.35, F?2=0.53). The cortical N1 responses were not associated with

the other tested variables in the PD group (Table 3).
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Figure 4. Associations between N1 measures and other variables in the PD group. Plots show original

data with statistics obtained from transformed variables when appropriate.
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Education (years) Montreal Cognitive

Assessment

Principal components analysis was applied to the dataset to reduce the number of comparisons

and to account for covariation between the tested variables. Correlations between all pairs of

tested variables are reported in Supplemental Information. The first two principal components

accounted for 44% and 19% of the variance of the dataset and were labeled as the balance and

cognitive constructs based on the variables most heavily represented in the components (Figure

5).
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Figure 5. Principal component constructs and their correlations to features of the N1 response in
Parkinson’s disease. (A) The first two principal components were labeled the balance and cognitive
constructs (44% and 19% of total variance, respectively) based on the variables represented. Note that
cognitive set-shifting is more heavily represented in the balance rather than cognitive construct, and that
cognitive-motor dual task interference is represented in both components. (B) Univariate regressions are
displayed along with statistics derived from the multivariate regressions in which the balance and
cognitive constructs and PD duration were entered as simultaneous predictors of each of N1 measures.

No outcomes differed between univariate and multivariate models. UPDRS: Movement Disorder Society’s
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Unified Parkinson’s Disease Rating scale (part lll, motor symptom severity); PIGD: Postural

Instability/Gait Difficulty; TUG: Timed Up and Go

The N1 amplitudes were associated with the cognitive construct (Table 4, Figure 5), while the
N1 peak latency and peak width were associated with the balance construct. In a multivariate
regression, larger N1 amplitudes were correlated with the cognitive construct (lower cognitive
function, p=0.028, F2=0.52), but not the balance construct (p=0.60) or PD duration (p=0.93)
included in the same model. Shorter N1 peak latencies were correlated with the balance
construct (higher PD severity and lower balance function, p=0.040, F?=0.44) but not the
cognitive construct (p=0.63) or PD duration (p=0.25). Narrower N1 peak widths were also
correlated with the balance construct (higher PD severity and lower balance function, p=0.002,
F2=1.31) but not the cognitive construct (p=0.36) or PD duration (p=0.33). Figure 5 displays
univariate regressions between the N1 measures and balance and cognitive constructs with the
statistics from the multivariate regressions. No outcomes differed between univariate and

multivariate regressions.

Table 4. Associations between cortical responses and construct variables in the group with Parkinson’s

disease.

N1 Amplitude N1 Latency N1 Width

F2 P F2 p F2 p
Balance construct  0.02 0.601 0.44 0.040 1.31 0.002
Cognitive construct 0.52 0.028 0.02 0.628 0.07 0.363

PD Duration 0.00 0.929 0.12 0.245 0.08 0.334
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Note: Statistics refer to multivariate regressions where the three row variables are entered as
simultaneous predictors of the corresponding column variable. Bold text indicates significant associations

at p<0.05. Cohen’s F2>0.35 indicates a large effect and F?>0.15 indicates a medium effect.
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DISCUSSION

This is the first paper to compare the balance perturbation-evoked cortical N1 response
between people with and without Parkinson’s disease. N1 responses were similar in amplitude,
latency, and peak width between groups, but were associated with different aspects of balance
and cognition in older adults with versus without Parkinson’s disease. We previously reported
that larger N1 responses were associated with lower cognitive set shifting ability in older adults
(Payne et al. 2021), and we now add with the present study that the larger N1 responses are
associated with lower balance confidence in the same group of older adults. However, N1
responses in the group with Parkinson’s disease did not share these associations with cognitive
set shifting or balance confidence, but rather were associated with multiple overlapping
measures of balance and cognitive function. Within the Parkinson’s disease group, balance and
cognitive variables were statistically grouped into distinct constructs that were differentially
associated with distinct features of the N1 responses. Larger N1 amplitudes in the group with
Parkinson’s disease were correlated with lower cognitive function, while earlier and narrower N1
peaks were correlated with balance impairments and greater parkinsonian motor symptom
severity. Our results show that balance and cognitive impairments are dissociable and
associated with distinct features of the N1 response, suggesting the N1 response reflects
coordination of distinct mechanisms for balance and cognitive function. A better understanding
of the neural mechanisms underlying the cortical N1 response may facilitate the development of

more targeted rehabilitation for individuals with comorbid balance and cognitive impairments.

The lack of differences in N1 peak amplitude, latency, or width at the group level suggests there
is no specific effect of Parkinson’s disease or dopamine depletion on the cortical N1 response.
There were several reasons to suspect that the N1 amplitude would be either increased or

decreased in people with Parkinson’s disease, with the direction of the effect potentially

Cerebral Cortex - For Peer Review - not for publication



oNOYTULT D WN =

Cerebral Cortex - For Peer Review - not for publication Page 26 of 43

shedding light on mechanisms underlying the cortical N1 response. For example, we would
expect larger N1 amplitudes in people with Parkinson’s disease based on prior findings of larger
N1 amplitudes in young adults who have lower balance ability (Payne and Ting 2020a) and in
older adults who have lower cognitive set shifting ability (Payne et al. 2021). However,
comparison between the N1 and the error-related negativity would lead to the prediction of
smaller N1 amplitudes in people with Parkinson’s disease. The error-related negativity is a
cortical response evoked by errors in cognitive tasks and is frequently compared to the N1
based on similar scalp distribution and dependencies on motivation, perceived consequences,
perceptual salience, expectation, development, and aging (Payne et al. 2019b). Importantly, the
error-related negativity is a dopamine-dependent phenomenon that is reduced in amplitude in
people with Parkinson’s disease (Seer et al. 2016) and bidirectionally modulated in amplitude by
dopamine agonists or antagonists in young adults (de Bruijn et al. 2004; de Bruijn et al. 2006;
Zirnheld et al. 2004). Thus, we would expect smaller N1 amplitudes in Parkinson’s disease if the
N1 shares the dopamine-dependent mechanism that underlies the error-related negativity.
However, the N1 responses were similar between individuals with versus without Parkinson’s
disease, failing to support either of these possibilities. While we cannot rule out the possibility
that an enhanced N1 due to lower balance and cognitive abilities is counteracted by an
attenuation of the N1 response due to dopamine depletion in Parkinson’s disease, the present
data provide no evidence to suggest that the cortical N1 response depends on dopamine

function or the basal ganglia and brainstem centers that are affected by Parkinson’s disease.

In the older adult control group, N1 amplitudes were associated with cognitive function but not
balance function. The present finding that N1 amplitudes are larger in older adults with lower
balance confidence is consistent with prior findings that N1 amplitudes are larger in young
adults under more threatening contexts (Adkin et al. 2008; Mochizuki et al. 2010). Although

there is not a direct parallel to the increased N1 amplitudes in older adults with lower cognitive
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set shifting ability, this finding adds another line of evidence connecting the N1 to cognitive
processing, in addition to effects of surprise (Adkin et al. 2008; Mochizuki et al. 2010) and
attention (Little and Woollacott 2015; Quant et al. 2004b) that have been shown to influence the
N1 in young adults. The lack of association between N1 amplitudes and balance ability in the
older adult group is in contrast to prior findings of larger N1 amplitudes in young adults with
lower balance ability (Payne and Ting 2020a). However, balance ability was measured quite
differently between these studies, using an extremely difficult continuous beam walking task in
the young adults and an itemized clinical balance ability scale in the older adults. Unlike the
continuous measure of balance ability used in young adults (Payne and Ting 2020a; Sawers
and Ting 2015), the clinical balance test was designed to characterize balance disability in older
adults upon arrival for balance rehabilitation (Franchignoni et al. 2010; Horak et al. 2009) and
displayed a ceiling effect with scores clustered near the top of the range in our unimpaired older
adult population (Payne et al. 2021). While it is possible that the N1 amplitudes would relate to a
more challenging metric of balance ability in older adults, it is also possible that this reflects a
difference in the N1 response between younger and older adult populations. This also suggests
that the cortical N1 response may differ from other measures of brain activity during balance
recovery, such as beta frequency (13-30 Hz) power, which is associated to both beam walking
in young adults (Ghosn et al. 2020) and clinical balance ability in older adults (Palmer et al.

2021).

Distinct features of the N1 responses were associated with dissociable balance and cognitive
constructs in Parkinson’s disease, suggesting the N1 response may reflect a coordination of
separable mechanisms related to balance and cognitive impairments. Based on associations
between balance and cognitive decline in aging populations (Allcock et al. 2009; Camicioli and
Majumdar 2010; Gleason et al. 2009; Herman et al. 2010; Mak et al. 2014; Mirelman et al.

2012), and prior associations between the N1 and balance (Payne and Ting 2020a) and
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cognitive (Payne et al. 2021) abilities, we hypothesized that the N1 response might reflect a
single mechanism linking balance and cognition. Instead, our construct analysis, which resolved
issues of multiple comparisons across covarying measures, revealed that our balance and
cognitive measures were largely dissociable, and related to distinct features of the N1 response.
Specifically, larger N1 amplitudes were associated with lower cognitive abilities, whereas earlier
and narrower N1 peaks were associated with lower balance ability and greater parkinsonian
motor symptom severity, suggesting the N1 relates to balance and cognitive function through
distinct mechanisms. Although larger N1 amplitudes were associated with lower cognitive
function in both groups, these associations differed in that cognitive set shifting, which was
associated with N1 amplitudes in control group, was not represented in the cognitive construct
that associated with N1 amplitudes in the group with Parkinson’s disease. Instead, cognitive set
shifting was represented in the balance construct, consistent with prior work linking cognitive set
shifting ability to balance function in older adults (Payne et al. 2021) and to fall history in older
adults with and without Parkinson’s disease (McKay et al. 2018). Additionally, the cognitive
construct represented an association between lower postural instability/gait difficulty scores and
higher cognitive function, consistent with longitudinal work showing that postural instability/gait
difficulty develops in tandem with accelerated cognitive decline in Parkinson’s disease (Alves et
al. 2006). The association between temporal features of the N1 response and balance ability in
the group with Parkinson’s disease is in contrast to the association between N1 amplitude and
balance ability in young adults (Payne and Ting 2020a), but this is not the first study to link
motor ability to temporal features of the N1 response (Duckrow et al. 1999). Despite different
relationships across populations, the present results suggest that the N1 response reflects
neural processes related to both balance and cognition, which could provide insight into the

associations between balance and cognitive decline in aging populations.
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We speculate that the N1 response reflects neural processes at the intersection of balance and
cognitive function that could explain relationships between balance and cognitive impairments
and their overlapping responses to treatment in aging populations. Although we are unable to
separate and localize the underlying neural sources due to our limited electrode set, studies in
young adults have shown that multiple neural sources synchronize during the N1 response
(Peterson and Ferris 2018; 2019; Varghese et al. 2019). It is possible that the differences in N1
associations to balance and cognitive behaviors across populations reflect differences in the
relative contributions of the multiple neural sources underlying the N1 response across
populations. Additionally, the appearance of multiple component peaks in older populations
(Dimitrov and Gatev 2001; Duckrow et al. 1999; Payne et al. 2021) could arise due to reduced
synchronization or coordination between these underlying neural sources. It is possible that
changes in the interactions between neural processes involved in balance and cognition could
underlie associations between balance and cognitive declines in aging populations (Allcock et
al. 2009; Camicioli and Majumdar 2010; Gleason et al. 2009; Herman et al. 2010; Mak et al.
2014; Mirelman et al. 2012), and might explain reciprocal crossover benefits between balance
and cognitive rehabilitation (Hagovska and Olekszyova 2016; Kraft 2012; Manor et al. 2018;
Smith-Ray et al. 2015). If the N1 response reflects neural processes at the intersection of
balance and cognition, a deeper understanding of the underlying mechanisms could facilitate
the development of more targeted rehabilitation for individuals with comorbid balance and

cognitive impairments.

Cerebral Cortex - For Peer Review - not for publication



oNOYTULT D WN =

Cerebral Cortex - For Peer Review - not for publication

Funding

This work was supported by the National Institutes of Health (Eunice Kennedy Shriver National
Institute of Child Health & Human Development grant number RO1 HD46922; National Institute
of Neurological Disorders and Stroke grant number P50 NS098685; and National Center for
Advancing Translational Sciences grant number UL1 TR000424), the Fulton County Elder

Health Scholarship (2015 -2017), and the Zebrowitz Award (2018).

Acknowledgements

Study data were collected and managed using a Research Electronic Data Capture (REDCap)

database hosted at Emory University (Harris et al., 2009; Harris et al., 2019).

Conflict of Interest: None declared.

Cerebral Cortex - For Peer Review - not for publication

Page 30 of 43



Page 31 of 43

oNOYTULT D WN =

Cerebral Cortex - For Peer Review - not for publication

REFERENCES

Adkin AL, Campbell AD, Chua R, and Carpenter MG. The influence of postural threat on the
cortical response to unpredictable and predictable postural perturbations. Neurosci Lett 435:
120-125, 2008 10.1016/j.neulet.2008.02.018.

Albin RL, Young AB, and Penney JB. The functional anatomy of basal ganglia disorders.
Trends Neurosci 12: 366-375, 1989 10.1016/0166-2236(89)90074-x.

Alexander GE, and Crutcher MD. Functional architecture of basal ganglia circuits: neural
substrates of parallel processing. Trends Neurosci 13: 266-271, 1990 10.1016/0166-
2236(90)90107-I.

Alexander GE, Crutcher MD, and DeLong MR. Chapter 6 Basal ganglia-thalamocortical
circuits: Parallel substrates for motor, oculomotor, “prefrontal” and “limbic” functions. In: The
Prefrontal Its Structure, Function and Cortex Pathology1991, p. 119-146.

Alexander GE, DeLong MR, and Strick PL. Parallel organization of functionally segregated
circuits linking basal ganglia and cortex. Annu Rev Neurosci 9: 357-381, 1986
10.1146/annurev.ne.09.030186.002041.

Allcock LM, Rowan EN, Steen IN, Wesnes K, Kenny RA, and Burn DJ. Impaired attention
predicts falling in Parkinson's disease. Parkinsonism Relat Disord 15: 110-115, 2009
10.1016/j.parkreldis.2008.03.010.

Alves G, Larsen JP, Emre M, Wentzel-Larsen T, and Aarsland D. Changes in motor subtype
and risk for incident dementia in Parkinson's disease. Mov Disord 21: 1123-1130, 2006
10.1002/mds.20897.

Beauchet O, Fantino B, Allali G, Muir SW, Montero-Odasso M, and Annweiler C. Timed Up
and Go test and risk of falls in older adults: a systematic review. J Nutr Health Aging 15: 933-
938, 2011 10.1007/s12603-011-0062-0.

Bloem BR. Postural instability in Parkinson's disease. Clin Neurol Neurosurg 94 Suppl: S41-45,
1992.

Camicioli R, and Majumdar SR. Relationship between mild cognitive impairment and falls in
older people with and without Parkinson's disease: 1-Year Prospective Cohort Study. Gait
Posture 32: 87-91, 2010 10.1016/j.gaitpost.2010.03.013.

Cohen J. A power primer. Psychol Bull 112: 155-159, 1992.

de Bruijn ER, Hulstijn W, Verkes RJ, Ruigt GS, and Sabbe BG. Drug-induced stimulation
and suppression of action monitoring in healthy volunteers. Psychopharmacology (Berl) 177:
151-160, 2004 10.1007/s00213-004-1915-6.

de Bruijn ER, Sabbe BG, Hulstijn W, Ruigt GS, and Verkes RJ. Effects of antipsychotic and
antidepressant drugs on action monitoring in healthy volunteers. Brain Res 1105: 122-129, 2006
10.1016/j.brainres.2006.01.006.

Dimitrov B, and Gatev P. Mechanically evoked cerebral potentials in patients with Parkinson’s
disease. Medecine Pathophysiologie 54: 87-90, 2001.

Duckrow RB, Abu-Hasaballah K, Whipple R, and Wolfson L. Stance perturbation-evoked
potentials in old people with poor gait and balance. Clin Neurophysiol 110: 2026-2032, 1999
10.1016/S1388-2457(99)00195-9.

Franchignoni F, Horak F, Godi M, Nardone A, and Giordano A. Using psychometric
techniques to improve the Balance Evaluation Systems Test: the mini-BESTest. J Rehabil Med
42: 323-331, 2010 10.2340/16501977-0537.

Ghosn NJ, Palmer JA, Borich MR, Ting LH, and Payne AM. Cortical Beta Oscillatory Activity
Evoked during Reactive Balance Recovery Scales with Perturbation Difficulty and Individual
Balance Ability. Brain Sci 10: 2020 10.3390/brainsci10110860.

Cerebral Cortex - For Peer Review - not for publication



oNOYTULT D WN =

Cerebral Cortex - For Peer Review - not for publication Page 32 of 43

Gleason CE, Gangnon RE, Fischer BL, and Mahoney JE. Increased risk for falling
associated with subtle cognitive impairment: secondary analysis of a randomized clinical trial.
Dement Geriatr Cogn Disord 27: 557-563, 2009 10.1159/000228257.

Goetz CG, Fahn S, Martinez-Martin P, Poewe W, Sampaio C, Stebbins GT, Stern MB, Tilley
BC, Dodel R, Dubois B, Holloway R, Jankovic J, Kulisevsky J, Lang AE, Lees A, Leurgans
S, LeWitt PA, Nyenhuis D, Olanow CW, Rascol O, Schrag A, Teresi JA, Van Hilten JJ, and
LaPelle N. Movement Disorder Society-sponsored revision of the Unified Parkinson's Disease
Rating Scale (MDS-UPDRS): Process, format, and clinimetric testing plan. Mov Disord 22: 41-
47,2007 10.1002/mds.21198.

Goetz CG, Poewe W, Rascol O, Sampaio C, Stebbins GT, Counsell C, Giladi N, Holloway
RG, Moore CG, Wenning GK, Yahr MD, Seidl L, and Movement Disorder Society Task
Force on Rating Scales for Parkinson's D. Movement Disorder Society Task Force report on
the Hoehn and Yahr staging scale: status and recommendations. Mov Disord 19: 1020-1028,
2004 10.1002/mds.20213.

Goldberg G. Supplementary motor area structure and function: review and hypotheses. The
Behavioral and Brain Sciences 8: 567-616, 1985.

Gratton G, Coles MG, and Donchin E. A new method for off-line removal of ocular artifact.
Electroencephalogr Clin Neurophysiol 55: 468-484, 1983 10.1016/0013-4694(83)90135-9.
Grimbergen YA, Munneke M, and Bloem BR. Falls in Parkinson's disease. Curr Opin Neurol
17: 405-415, 2004 10.1097/01.wco0.0000137530.68867.93.

Grimbergen YA, Schrag A, Mazibrada G, Borm GF, and Bloem BR. Impact of falls and fear
of falling on health-related quality of life in patients with Parkinson's disease. J Parkinsons Dis 3:
409-413, 2013 10.3233/JPD-120113.

Hagovska M, and Olekszyova Z. Impact of the combination of cognitive and balance training
on gait, fear and risk of falling and quality of life in seniors with mild cognitive impairment.
Geriatr Gerontol Int 16: 1043-1050, 2016 10.1111/ggi.12593.

Herman T, Mirelman A, Giladi N, Schweiger A, and Hausdorff JM. Executive control deficits
as a prodrome to falls in healthy older adults: a prospective study linking thinking, walking, and
falling. The journals of gerontology Series A, Biological sciences and medical sciences 65:
1086-1092, 2010 10.1093/gerona/glq077.

Hoops S, Nazem S, Siderowf AD, Duda JE, Xie SX, Stern MB, and Weintraub D. Validity of
the MoCA and MMSE in the detection of MCI and dementia in Parkinson disease. Neurology
73: 1738-1745, 2009 10.1212/WNL.0b013e3181c34b47.

Horak FB, Wrisley DM, and Frank J. The Balance Evaluation Systems Test (BESTest) to
differentiate balance deficits. Phys Ther 89: 484-498, 2009 10.2522/ptj.20080071.

Jacobs JV, and Horak FB. Cortical control of postural responses. J Neural Transm (Vienna)
114: 1339-1348, 2007a 10.1007/s00702-007-0657-0.

Kelly VE, Eusterbrock AJ, and Shumway-Cook A. A review of dual-task walking deficits in
people with Parkinson's disease: motor and cognitive contributions, mechanisms, and clinical
implications. Parkinsons Dis 2012: 918719, 2012 10.1155/2012/918719.

Kelly VE, Janke AA, and Shumway-Cook A. Effects of instructed focus and task difficulty on
concurrent walking and cognitive task performance in healthy young adults. Exp Brain Res 207:
65-73, 2010 10.1007/s00221-010-2429-6.

Koller WC, Glatt S, Vetere-Overfield B, and Hassanein R. Falls and Parkinson's disease. Clin
Neuropharmacol 12: 98-105, 1989 10.1097/00002826-198904000-00003.

Kraft E. Cognitive function, physical activity, and aging: possible biological links and
implications for multimodal interventions. Neuropsychol Dev Cogn B Aging Neuropsychol Cogn
19: 248-263, 2012 10.1080/13825585.2011.645010.

Lang KC, Hackney ME, Ting LH, and McKay JL. Antagonist muscle activity during reactive
balance responses is elevated in Parkinson's disease and in balance impairment. PLoS One 14:
e0211137, 2019 10.1371/journal.pone.0211137.

Cerebral Cortex - For Peer Review - not for publication



Page 33 of 43

oNOYTULT D WN =

Cerebral Cortex - For Peer Review - not for publication

Leddy AL, Crowner BE, and Earhart GM. Utility of the Mini-BESTest, BESTest, and BESTest
sections for balance assessments in individuals with Parkinson disease. J Neurol Phys Ther 35:
90-97, 2011 10.1097/NPT.0b013e31821a620c.

Little CE, and Woollacott M. EEG measures reveal dual-task interference in postural
performance in young adults. Exp Brain Res 233: 27-37, 2015 10.1007/s00221-014-4111-x.
Lofgren N, Benka Wallen M, Sorjonen K, Conradsson D, and Franzen E. Investigating the
Mini-BESTest's construct validity in elderly with Parkinson's disease. Acta Neurol Scand 135:
614-621, 2017 10.1111/ane.12640.

Lundin-Olsson L, Nyberg L, and Gustafson Y. “Stops walking when talking” as a predictor of
falls in elderly people. The lancet 349: 617, 1997.

Magnani PE, Genovez MB, Porto JM, Zanellato NFG, Alvarenga IC, Freire RC, Jr., and de
Abreu DCC. Use of the BESTest and the Mini-BESTest for Fall Risk Prediction in Community-
Dwelling Older Adults Between 60 and 102 Years of Age. J Geriatr Phys Ther 43: 179-184,
2020 10.1519/JPT.0000000000000236.

Mak MK, Wong A, and Pang MY. Impaired executive function can predict recurrent falls in
Parkinson's disease. Arch Phys Med Rehabil 95: 2390-2395, 2014 10.1016/j.apmr.2014.08.006.
Manor B, Zhou J, Harrison R, Lo OY, Travison TG, Hausdorff JM, Pascual-Leone A, and
Lipsitz L. Transcranial Direct Current Stimulation May Improve Cognitive-Motor Function in
Functionally Limited Older Adults. Neurorehabil Neural Repair 32: 788-798, 2018
10.1177/1545968318792616.

Marlin A, Mochizuki G, Staines WR, and Mcliroy WE. Localizing evoked cortical activity
associated with balance reactions: does the anterior cingulate play a role? J Neurophysiol 111:
2634-2643, 2014 10.1152/jn.00511.2013.

McKay JL, Lang KC, Bong SM, Hackney ME, Factor SA, and Ting LH. Abnormal center of
mass feedback responses during balance: A potential biomarker of falls in Parkinson's disease.
PLoS One 16: 0252119, 2021 10.1371/journal.pone.0252119.

McKay JL, Lang KC, Ting LH, and Hackney ME. Impaired set shifting is associated with
previous falls in individuals with and without Parkinson's disease. Gait Posture 62: 220-226,
2018 10.1016/j.gaitpost.2018.02.027.

Mierau A, Hulsdunker T, and Struder HK. Changes in cortical activity associated with
adaptive behavior during repeated balance perturbation of unpredictable timing. Front Behav
Neurosci 9: 272, 2015 10.3389/fnbeh.2015.00272.

Mirelman A, Herman T, Brozgol M, Dorfman M, Sprecher E, Schweiger A, Giladi N, and
Hausdorff JM. Executive function and falls in older adults: new findings from a five-year
prospective study link fall risk to cognition. PLoS One 7: e40297, 2012
10.1371/journal.pone.0040297.

Mochizuki G, Boe S, Marlin A, and MclIRoy WE. Perturbation-evoked cortical activity reflects
both the context and consequence of postural instability. Neuroscience 170: 599-609, 2010
10.1016/j.neuroscience.2010.07.008.

Nasreddine ZS, Phillips NA, Bedirian V, Charbonneau S, Whitehead V, Collin I, Cummings
JL, and Chertkow H. The Montreal Cognitive Assessment, MoCA: a brief screening tool for
mild cognitive impairment. J Am Geriatr Soc 53: 695-699, 2005 10.1111/j.1532-
5415.2005.53221 .x.

Ozdemir RA, Contreras-Vidal JL, and Paloski WH. Cortical control of upright stance in
elderly. Mech Ageing Dev 169: 19-31, 2018 10.1016/j.mad.2017.12.004.

Palmer JA, Payne AM, Ting LH, and Borich MR. Cortical Engagement Metrics During
Reactive Balance Are Associated With Distinct Aspects of Balance Behavior in Older Adults.
Frontiers in Aging Neuroscience 13: 2021 10.3389/fnagi.2021.684743.

Payne AM, Hajcak G, and Ting LH. Dissociation of muscle and cortical response scaling to
balance perturbation acceleration. J Neurophysiol 121: 867-880, 2019a 10.1152/jn.00237.2018.

Cerebral Cortex - For Peer Review - not for publication



oNOYTULT D WN =

Cerebral Cortex - For Peer Review - not for publication

Payne AM, Palmer JA, McKay JL, and Ting LH. Lower Cognitive Set Shifting Ability Is
Associated With Stiffer Balance Recovery Behavior and Larger Perturbation-Evoked Cortical
Responses in Older Adults. Frontiers in Aging Neuroscience 13: 2021
10.3389/fnagi.2021.742243.

Payne AM, and Ting LH. Balance perturbation-evoked cortical N1 responses are larger when
stepping and not influenced by motor planning. J Neurophysiol 124: 1875-1884, 2020c
10.1152/jn.00341.2020.

Payne AM, and Ting LH. Worse balance is associated with larger perturbation-evoked cortical
responses in healthy young adults. Gait & Posture 80: 324-330, 2020a
10.1016/j.gaitpost.2020.06.018.

Payne AM, Ting LH, and Hajcak G. Do sensorimotor perturbations to standing balance elicit
an error-related negativity? Psychophysiology 2019b 10.1111/psyp.13359.

Peterson SM, and Ferris DP. Differentiation in Theta and Beta Electrocortical Activity between
Visual and Physical Perturbations to Walking and Standing Balance. eNeuro 5: 2018
10.1523/ENEURO.0207-18.2018.

Peterson SM, and Ferris DP. Group-level cortical and muscular connectivity during
perturbations to walking and standing balance. Neuroimage 198: 93-103, 2019
10.1016/j.neuroimage.2019.05.038.

Petzinger GM, Fisher BE, McEwen S, Beeler JA, Walsh JP, and Jakowec MW. Exercise-
enhanced neuroplasticity targeting motor and cognitive circuitry in Parkinson's disease. Lancet
Neurol 12: 716-726, 2013 10.1016/S1474-4422(13)70123-6.

Powell LE, and Myers AM. The Activities-specific Balance Confidence (ABC) Scale. The
journals of gerontology Series A, Biological sciences and medical sciences 50A: M28-34, 1995.
Quant S, Adkin AL, Staines WR, Maki BE, and Mcllroy WE. The effect of a concurrent
cognitive task on cortical potentials evoked by unpredictable balance perturbations. Bmc
Neuroscience 5: 1-12, 2004b 10.1186/1471-2202-5-18.

Rankin JK, Woollacott MH, Shumway-Cook A, and Brown LA. Cognitive influence on
postural stability: a neuromuscular analysis in young and older adults. The journals of
gerontology Series A, Biological sciences and medical sciences 55: M112-119, 2000.
Sanchez-Cubillo I, Perianez JA, Adrover-Roig D, Rodriguez-Sanchez JM, Rios-Lago M,
Tirapu J, and Barcelo F. Construct validity of the Trail Making Test: role of task-switching,
working memory, inhibition/interference control, and visuomotor abilities. J Int Neuropsychol Soc
15: 438-450, 2009 10.1017/S1355617709090626.

Sawers A, and Ting LH. Beam walking can detect differences in walking balance proficiency
across a range of sensorimotor abilities. Gait Posture 41: 619-623, 2015
10.1016/j.gaitpost.2015.01.007.

Seer C, Lange F, Georgiev D, Jahanshahi M, and Kopp B. Event-related potentials and
cognition in Parkinson's disease: An integrative review. Neurosci Biobehav Rev 71: 691-714,
2016 10.1016/j.neubiorev.2016.08.003.

Selya AS, Rose JS, Dierker LC, Hedeker D, and Mermelstein RJ. A Practical Guide to
Calculating Cohen's f(2), a Measure of Local Effect Size, from PROC MIXED. Front Psychol 3:
111, 2012 10.3389/fpsyg.2012.00111.

Shumway-Cook A, Woollacott M, Kerns KA, and Baldwin M. The effects of two types of
cognitive tasks on postural stability in older adults with and without a history of falls. The
Journals of gerontology Series A, Biological sciences and medical sciences 52: M232-240, 1997.
Smith-Ray RL, Hughes SL, Prohaska TR, Little DM, Jurivich DA, and Hedeker D. Impact of
Cognitive Training on Balance and Gait in Older Adults. J Gerontol B Psychol Sci Soc Sci 70:
357-366, 2015 10.1093/geronb/gbt097.

Solis-Escalante T, Stokkermans M, Cohen MX, and Weerdesteyn V. Cortical responses to
whole-body balance perturbations index perturbation magnitude and predict reactive stepping
behavior. Eur J Neurosci 2020 10.1111/ejn.14972.

Cerebral Cortex - For Peer Review - not for publication

Page 34 of 43



Page 35 of 43

oNOYTULT D WN =

Cerebral Cortex - For Peer Review - not for publication

Stebbins GT, Goetz CG, Burn DJ, Jankovic J, Khoo TK, and Tilley BC. How to identify
tremor dominant and postural instability/gait difficulty groups with the movement disorder society
unified Parkinson's disease rating scale: comparison with the unified Parkinson's disease rating
scale. Mov Disord 28: 668-670, 2013 10.1002/mds.25383.

Stuart S, Vitorio R, Morris R, Martini DN, Fino PC, and Mancini M. Cortical activity during
walking and balance tasks in older adults and in people with Parkinson's disease: A structured
review. Maturitas 113: 53-72, 2018 10.1016/j.maturitas.2018.04.011.

Ullsperger M, Danielmeier C, and Jocham G. Neurophysiology of performance monitoring
and adaptive behavior. Physiol Rev 94: 35-79, 2014 10.1152/physrev.00041.2012.

Varghese JP, Staines WR, and Mcliroy WE. Activity in Functional Cortical Networks
Temporally Associated with Postural Instability. Neuroscience 401: 43-58, 2019
10.1016/j.neuroscience.2019.01.008.

Wu T, Hallett M, and Chan P. Motor automaticity in Parkinson's disease. Neurobiol Dis 82:
226-234, 2015a 10.1016/j.nbd.2015.06.014.

Zirnheld PJ, Carroll CA, Kieffaber PD, O'Donnell BF, Shekhar A, and Hetrick WP.
Haloperidol impairs learning and error-related negativity in humans. J Cogn Neurosci 16: 1098-
1112, 2004 10.1162/0898929041502779.

Cerebral Cortex - For Peer Review - not for publication



oNOYTULT D WN =

Cerebral Cortex - For Peer Review - not for publication

p-values for correlations between variables in the PD group

1
1 Age -
2 PD Duration 0.682 -
3 PD Motor Severity (MDS-UPDRS-III) 0.522
4 PD Stage (Hoehn & Yahr) 0.563
5 Postural Instability/Gait Difficulty 0.734
6 miniBESTest 0.451
7 Balance Confidence 0.486
8 TUG-Single Task 0.988
9 TUG-Dual Task 0.009
10 Dual Task Interference 0.010
11 Education 0.190
12 Montreal Cognitive Assessment 0.391
13 Cognitive Set Shifting 0.333

R2-values for correlations between variables in the PD group

1
1 Age -
2 PD Duration 0.012 -
3 PD Motor Severity (MDS-UPDRS-III) 0.030
4 PD Stage (Hoehn & Yahr) 0.024
5 Postural Instability/Gait Difficulty 0.009
6 miniBESTest 0.041
7 Balance Confidence 0.035
8 TUG-Single Task 0.000
9 TUG-Dual Task 0.510
10 Dual Task Interference 0.500
11 Education 0.119
12 Montreal Cognitive Assessment 0.053
13 Cognitive Set Shifting 0.067

F2-values for correlations between variables in the PD group

1
1 Age -
2 PD Duration 0.013 -
3 PD Motor Severity (MDS-UPDRS-III) 0.031
4 PD Stage (Hoehn & Yahr) 0.025
5 Postural Instability/Gait Difficulty 0.009
6 miniBESTest 0.043
7 Balance Confidence 0.037
8 TUG-Single Task 0.000

0.017 -
0.058
0.165
0.282
0.100
0.602
0.585
0.369
0.496
0.849
0.474

0.342 -
0.234
0.133
0.082
0.181
0.023
0.031
0.081
0.034
0.003
0.037

0.519 -
0.305
0.154
0.089
0.221
0.024
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0.008
0.013
0.021
0.068
0.021
0.060
0.938
0.646
0.368
0.084

0.401
0.369
0.327
0.218
0.371
0.310
0.001
0.015
0.058
0.199

0.670
0.585
0.487
0.279
0.590
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9 TUG-Dual Task
10 Dual Task Interference
11 Education
12 Montreal Cognitive Assessment
13 Cognitive Set Shifting

1.041
1.000
0.136
0.056
0.072
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0.032
0.089
0.035
0.003
0.039
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0.449
0.001
0.016
0.062
0.248
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0.001 -
0.000
0.000
0.009
0.048
0.709
0.888
0.305
0.063

0.567 -
0.700
0.755
0.450
0.336
0.015
0.001
0.075
0.226

1.308 -
2.334
3.086
0.818

0.001
0.007
0.008
0.032
0.454
0.312
0.053
0.233

0.546
0.414
0.452
0.381
0.057
0.073
0.242
0.100

1.203
0.705
0.825
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0.030 -
0.005
0.010
0.289
0.582
0.233
0.088

0.295 -
0.496
0.505
0.112
0.022
0.100
0.194

0.419 -
0.986

7 8
0.057 -
0.082 0.002 -
0.711 0.725
0.890 0.376
0.349 0.010
0.251 0.314
7 8
0.270 -
0.271 0.651 -
0.014 0.013
0.001 0.066
0.063 0.440
0.093 0.084
7 8
0.370 -
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0.403 -
0.848
0.160
0.462

0.071 -
0.004
0.187
0.055
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10

0.063
0.696
0.451

10

0.304
0.016
0.058

10
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0.507
0.015
0.001
0.081
0.292

0.616
0.061
0.079
0.319
0.111
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1.022
0.126
0.023
0.111
0.241
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0.373
0.015
0.001
0.067
0.103

1.863 -
0.013
0.071
0.784
0.092

0.076 -
0.004
0.230
0.059

0.437
0.016
0.061
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11

0.031 -
0.395

11

0.292 -
0.052

11
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12 13
0.152 -

12 13
0.141 -

12 13
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0.412 -
0.055 0.164 -
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p-values for correlations between variables in the noPD group

1 Age

2 miniBESTest

3 Balance Confidence

4 TUG-Single Task

5 TUG-Dual Task

6 Dual Task Interference

7 Education

8 Montreal Cognitive Assessment
9 Cognitive Set Shifting

1

0.302 -
0.083
0.467
0.976
0.804
0.211
0.105
0.794

0.017 -
0.002
0.004
0.127
0.027
0.008
0.256

R2-values for correlations between variables in the noPD group

1 Age

2 miniBESTest

3 Balance Confidence

4 TUG-Single Task

5 TUG-Dual Task

6 Dual Task Interference

7 Education

8 Montreal Cognitive Assessment
9 Cognitive Set Shifting

1

0.062 -
0.166
0.031
0.000
0.004
0.090
0.147
0.004

0.293 -
0.439
0.400
0.132
0.256
0.345
0.075

F2-values for correlations between variables in the noPD group

1 Age

2 miniBESTest

3 Balance Confidence

4 TUG-Single Task

5 TUG-Dual Task

6 Dual Task Interference

7 Education

8 Montreal Cognitive Assessment
9 Cognitive Set Shifting
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1

0.067 -
0.199
0.032
0.000
0.004
0.100
0.172
0.004

0.414 -
0.783
0.667
0.151
0.344
0.527
0.081

0.005 -
0.209
0.677
0.564
0.593
0.250

0.379 -
0.091
0.010
0.020
0.017
0.077

0.609 -
0.100
0.011
0.020
0.017
0.083

0.000
0.205
0.102
0.356
0.185

0.549
0.093
0.149
0.050
0.101

1.218
0.102
0.175
0.053
0.112
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0.000 -
13 0.013 0.003 -

14 0.060 0.020 0.026 -

16 0.126 0.084 0.960 0.030 -

0.590 -
31 0.313 0.416 -

32 0.193 0.279 0.259 -

34 0.132 0.166 0.000 0.247 -

1.440 -
49 0.456 0.712 -

>0 0.238 0.386 0.349 -

52 0.152 0.198 0.000 0.328 -
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