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Backg round. Current dynamic walking tests, used in studies with older adults
with dementia, rely strongly on healthy cognitive and physical function. Therefore,
the Groningen Meander Walking Test (GMWT) was developed specifically for people
with dementia. The aim of the GMWT is to measure dynamic walking ability by
walking over a meandering curved line, with an emphasis on walking speed and
stepping accuracy, while changing direction.

Objective. The purpose of this study was to investigate the feasibility, test-retest
reliability, and minimal detectable change (MDC) of the GMWT.

Design. A repeated-measures design was used.

Methods. Forty-two people with dementia participated in the study. Adherence
rate, adverse events, repetition of instructions during test performance, test duration,
and number of oversteps were assessed.

Results. The adherence rate was excellent, with no adverse events. No repetitive
instructions were given during test performance, and test duration was short
(mean=17.16 seconds) with few oversteps (mean=1.94 oversteps). Test-retest reli-
ability for participants without a walking device was excellent for the GMWT time
score (intraclass correlation coefficient [ICC]=.942), with an MDC of 2.96 seconds.
Test-retest reliability for participants with a 4-wheeled walker (4WW) was moderate
(ICC=.837), with an MDC of 10.35 seconds. For the overstep score, a marginal ICC
of .630 was found, with an MDC of 4.38 oversteps.

Limitations. No fall data were available, and there was a volunteer bias.

Conclusions. The GMWT is a feasible test for people with dementia. With the
GMWT time score, a reliable and sensitive field test to measure walking abilities in
older adults with dementia is available. The GMWT overstep score can be used to give
information about the execution according to protocol and should be emphasized
during the instructions. Future studies need to investigate the validity of the GMWT.
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ompared with older adults

who are healthy, their peers

with dementia are about 2 to 3
times more likely to fall.'-3 In older
adults with dementia, the ongoing
degeneration of brain tissue eventu-
ally leads to a loss of cognitive (eg,
executive functions, memory, atten-
tion) and physical functions (eg, gait,
balance, muscle strength).-¢ This
loss of function leads to a decrease in
their level of physical activity.” Con-
sequently, cognition and physical
function may decline further, and
increased risk of falling may
emerge.%82

The likelihood of falling in older
adults who are cognitively impaired
is related to a decline in executive
function and a decline in dynamic
balance (eg, balance during walk-
ing).? Specific physical properties
that relate to a loss of balance during
walking are a lower walking speed
and a wider step support.'® Recent
studies®'! suggest that older adults
with dementia may counteract the
cognitive and physical decline by
taking part in exercise interventions.

Interventions should aim to enhance
executive functions, improve walk-
ing speed, and reduce gait width
because most falls occur in walking
activities that require these dynamic
balance abilities.!? Several neuropsy-
chological tests are already available
to measure intervention effects on
executive function.!’> However, to
measure intervention effects on
walking abilities, both walking speed
and gait width should be tested
while changing direction.

A recent review!3 revealed that stud-
ies in people with dementia only
used walking and balance tests that
were originally designed for older
adults without cognitive impair-
ment. The most frequently used bal-
ance test was the Functional Reach
Test (FRT).!'314 However, because
no walking is involved in this test,

the clinical relevance for dynamic
walking is minor. An example of a
dynamic walking test is the Figure of
Eight (FoE). In this test, participants
are asked to walk as quickly and
accurately as possible over a figure-
of-eight without stepping outside
the lines.'> For clinical practice, it is
crucial that such a test is feasible,
meaning that a patient is capable of
successfully accomplishing the pre-
sented test according to protocol.
Furthermore, a test should be reli-
able, valid, and sensitive to measure
change for the population of older
adults with dementia in the home
environment.

The FoE was found to be reliable in
older adults with dementia. How-
ever, the FOE appears to depend too
strongly on healthy cognitive func-
tioning and requires considerable
executive functioning and memory
resources to execute the test accord-
ing to protocol.'e-18 Furthermore,
the minimal detectable change
(MDC), which is a measure of the
amount of change that is needed to
exceed measurement error or partic-
ipant variability, was too large to

detect clinical relevant changes.'®
This finding hampers the feasibility
and clinimetric properties of the
FoE. To counter these limitations
of the FoE, a test for people with
dementia should provide an obvious,
unambiguous test assignment (to
meet impaired executive function-
ing) and short test instructions with
a maximum of a 3-step command (to
meet impaired memory and atten-
tion) because cueing during a test
negatively affects test results.'7-1° At
the physical level, the test duration
also should be short to avoid fatigue
and enable the participant to per-
form the test according to protocol,
which may decrease the MDC.'?
Therefore, a more feasible, reliable,
sensitive, and valid test to assess
walking abilities is needed for peo-
ple with dementia.

In order to provide such a test that
fits the population of older adults
with dementia, the Groningen Mean-
der Walking Test (GMWT) was
developed. The aim of the GMWT
was to measure walking abilities by
walking over a meandering curved
line, with an emphasis on walking

The Bottom Line

What do we already know about this topic?

Test (GMWT) was developed.

A dynamic walking test suitable for older adults with dementia has not
been available previously. Therefore, the Groningen Meander Walking

What new information does this study offer?

findings mean for you?

This study showed that GMWT is a feasible, reliable, and sensitive
dynamic walking test for older adults with dementia.

If you're a patient or a caregiver, what might these

Your physical therapist may use the GMWT to measure treatment effects
after an intervention, such as an exercise program, to improve walking
abilities. Furthermore, the GMWT may provide information about fall risk.
More research is necessary to confirm these applications.
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Table 1.
Characteristics of the Participants (N=42)
Characteristic Value
Women, n (%) 33 (78.6)

Age (y), X+SD (range)

86.7+5.2 (75-99)

Diagnosis of dementia type, no. of participants?

Alzheimer disease 24
Vascular dementia 8
Alzheimer disease/vascular dementia 9

Lewy body disease

Cognitive state

MMSE? score, X=SD (range)

17.1+4.3 (9-24)

Mild dementia (MMSE score 21-24), no. of participants 12
Moderate dementia (MMSE score 10-20), no. of participants 28
Severe dementia (MMSE score <10), no. of participants 2

No. of prescribed drugs per day, X=SD (range)®

6.97+3.71 (1-15)

Physical state

No use of walking aid indoors, no. of participants 23

Use of 4-wheeled walker indoors, no. of participants 19

“ Based on available preliminary diagnoses according to medical files.

5 MMSE=Mini-Mental Status Examination.
“Medication data were available for 40 participants.

speed and stepping accuracy, while
changing direction. The GMWT has
some similarities with the FoE (eg,
meandering lines, timed perfor-
mance, requires accuracy while
walking). However, the GMWT is
distinctly different from the FoE
because it was designed specifically
for older adults with dementia to
maximize feasibility (eg, a more intu-
itive task, short, no crossover of the
track, few instructions needed). For
older adults with dementia, we
hypothesized that the GMWT may
lead to more reliable outcome mea-
sures compared with the FoE. There-
fore, we assume that the GMWT is
more suitable for testing walking
abilities in this specific population.
This test may help to determine
treatment effects after an interven-
tion that is aimed at improving walk-
ing abilities. After validation, this test
may be a useful tool to estimate
dynamic balance control and individ-
ual fall risk. The aim of this study was
to investigate feasibility, test-retest

reliability, and MDC as a first step
toward the clinimetric evaluation of
the GMWT.

Method

Participants

Fifty participants were recruited
from 4 specialized nursing homes in
and around Groningen in the Neth-
erlands, meeting the following inclu-
sion criteria: (1) 70 years of age or
older, (2) Dutch native speakers, (3)
diagnosis of dementia by a psychia-
trist or a medical doctor, (4) Mini-
Mental Status Examination (MMSE)
score in the range of 9 to 24,20
and (5) able to walk independently
with or without a walking device
but without personal assistance.
Exclusion criteria were: (1) use of a
wheelchair for mobility, (2) language
problems such as aphasia, (3) direct
cause of physical problems (eg, hav-
ing a sprained ankle), (4) vision
problems that could hamper mobil-
ity or test performance, (5) history of
psychiatric illness (eg, schizophre-

nia), and (6) history of alcoholism.
Due to unwillingness to cooperate
(n=4), physical injury before admis-
sion of the test (n=2), and illness
(n=2), 42 individuals eventually par-
ticipated in this study. Characteris-
tics of the participants are presented
in Table 1. If participants were eligi-
ble for participation, informed con-
sent was obtained from their legal
representatives.

GMWT

The dimensions of the GMWT are
shown in Figure 1. The 6.00-m track
of the GMWT, which has 4 bends,
was drawn on a smooth, dark blue
mat. The width of the meandering
track was 0.15 m. To exclude the
effects of start-up speed and slow-
down speed, participants started
the test 1 m before the start of the
track and stopped 1 m after the end
of the track. The total test was per-
formed in 2 parts: first forth and then
back.

Participants were instructed to walk
as fast and accurately as possible.
The instructions were: “Please walk
over the path as fast and accurately
as possible. Try not to step outside
the white lines. We will measure the
time and count the number of times
you step outside the lines.” No prac-
tice trial was included, and a walking
device was allowed.

The first outcome measure was the
time to perform the test. The forth
and back walks were timed separate-
ly: the stopwatch was stopped once
the participants finished the forth
walk and was restarted once they
started their walk back. The final
score was the mean time (in sec-
onds) of the forth and back walks. A
faster time score indicated better
performance. The second outcome
measure, simultaneously measured
with the time score, was the number
of oversteps outside the track. If the
participant stepped completely out-
side the indicated track, this was
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Track width=0.15 m
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Figure 1.

4,96 m

Dimensions of the Groningen Meander Walking Test (GMWT). r=radius to draw the curved GMWT path.

noted as overstep. The oversteps of
the forth and back walks were
counted separately. The final score
was the mean number of oversteps
of the forth and back walks. A fewer
number of oversteps indicated a bet-
ter performance.

Protocol

The primary researcher (W.B.)
administered the MMSE to control
for the inclusion criteria, for severe
cognitive impairments in relation to
language impairments. Furthermore,
background data were collected
from the medical files of the partici-
pants with respect to age, sex, diag-
nosis of dementia, and medication
use.

A pretest (TO)-posttest (T1) repeated-
measures design for the GMWT time
and overstep scores was used to
investigate the feasibility, test-retest
reliability, and MDC of the GMWT.
The adherence rate of the GMWT for
TO and T1 was assessed as an indica-
tor of feasibility. In addition, reasons
for nonparticipation, not completing
the test, adverse events, repetition of
the instructions during test perfor-
mance, test duration, and number of
oversteps were noted. These results
will allow the practitioner to esti-
mate the chance of successfully
administrating the test, collect con-
sistent measurements under consis-
tent conditions, and quantify the
amount of change that is needed to
exceed measurement error or partic-
ipant variability.

Repeated measures were adminis-
tered by the same well-trained, expe-
rienced test instructors with 1 week
between tests, at the same time, and
at the same location at an illumi-
nated, closed-off corridor in the spe-
cialized nursing homes. All test
instructors were trained by the pri-
mary researcher, who gave written
and oral instructions of how to per-
form and assess the tests according
to the test protocol (Appendix).
Instructions for the GMWT began
with verbal step-by-step instructions,
with concurrent visual cues and ges-
tures. Interacting with the partici-
pants was done in a way that was
easy to understand, with the use of
clear speech, friendly facial expres-
sions, and eye contact during
speech.2! Then, the instructions
were repeated while demonstrating
the task. Finally, the test instructor
asked the participant if the instruc-
tions were understood.

Data Management

PASW Statistics 18 for Windows
(SPSS Inc, Chicago, Illinois) was used
for data management and analyses.
The level of significance was P<.05
for all statistical analyses. All analyses
were performed for the total group
and separately for the participants
without a walking device and those
with a 4-wheeled walker (4WW).

To identify possible structural differ-
ences (eg, learning effect) between
TO and T1, the differences between
the GMWT time and overstep scores
for the repeated measures (T1-TO0)

were tested. This was done with a
paired-samples ¢ test for normally dis-
tributed data and the Wilcoxon
signed rank test for non-normally
distributed data. The relationship
between the time score and overstep
score was analyzed with a Spearman
correlation.

Assessment of the test-retest reliabil-
ity for the GMWT time and overstep
scores was performed with a model
3 (2-way mixed) intraclass correla-
tion coefficient (ICC) analysis. The
ICC was calculated with a 95% con-
fidence interval (95% CI), single-
measure, absolute agreement model.
For group studies (eg, epidemiologi-
cal studies), an ICC of less than .70
for testretest reliability is marginal.
For clinical individual measure-
ments, an ICC greater than .90 rep-
resents the required consistency of a
test.?2

To plot the similarity between TO
and T1 of the GMWT time and over-
step scores for the total group, the
group that did not use a walking
device, and the group that used a
4WW, Bland-Altman plots?? with lim-
its of agreement were created.?4 The
width of the limits of agreement give
an adequate view of the absolute
measurement variability, which is
caused by patient variability or mea-
surement error. A larger width of the
limits of agreement indicates larger
variability and thus lower test-retest
reliability. To calculate the limits of
agreement for skewed data, the fol-
lowing formula was used?%:
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Bland-Altman plots with limits of agreement for the Groningen Meander Walking Test (GMWT) time score (upper 3 graphs) and
GMWT overstep score (lower 3 graphs) for the total group (left), participants without a walking device (middle), and participants with
a 4-wheeled walker (right), respectively. TO=premeasurement test outcome, T1=postmeasurement test outcome.

was smaller in participants without a
walking device (range=0-7.5 over-
steps) compared with participants
who used a walker (range=0-11.5
oversteps). A significant correlation
between the GMWT time and over-
step scores was found (r=.30,
P<.01), indicating that participants
who had more difficulty staying
within the GMWT path performed
the test slower. Preliminary hip
accelerometer data in older adults
with dementia (N=20) suggested
that there may be a relationship
between the performance of the
GMWT and mediolateral regularity
during walking (=.495, 95%
CI=.066 to .770) and the stride reg-
ularity during walking (»=.527, 95%
CI=—.787 to —.109).

GMWT Time Score

The total group of participants
showed no significant differences in
mean GMWT time score between TO

and T1. Excellent test-retest reliabil-
ity ACC=.942) with an MDC of 5.35
seconds was found. Looking at the 2
subgroups separately, participants
who walked without a walking
device (mean GMWT time=13.26
seconds, SD=6.40) showed higher
test-retest reliability ICC=.972) and
a smaller MDC (2.96 seconds) com-
pared with those who used a 4WW
(mean GMWT time=21.88 seconds,
SD=7.44; ICC=.748; MDC=10.35).

GMWT Overstep Score

The total group of participants
showed no significant differences
in mean GMWT overstep score
between TO and T1. However, the
total group showed marginal test-
retest reliability (ICC=.630), with
an MDC of 4.38 oversteps. Looking
at the 2 subgroups separately, par-
ticipants who performed the test
without a walking device and those
who performed the test with a 4§WW

both showed marginal test-retest reli-
ability (JCC=.672 and ICC=.578,
respectively). However, the MDC
for participants without a walking
device was smaller compared with
the MDC of participants who used a
4WW (MDC=2.71 oversteps versus
MDC=5.78 oversteps, respectively).

Figure 2 displays the Bland-Altman
plots, with 95% limits of agreement,
for the time score and overstep score
for the total group, participants with-
out a walking device, and those with
a 4WW. The GMWT time and over-
step data for the total group were
positively skewed and heteroscedas-
tic. This finding was reflected by lim-
its of agreement becoming wider,
meaning a higher variability between
TO and T1 with increasing values. In
clinical practice, this finding means
that the testretest reliability for the
GMWT time and overstep scores
becomes lower with slower test per-

February 2014

Volume 94 Number 2 Physical Therapy B 267
Downloaded from http://ptjournal.apta.org/ by Evan Prost on February 5, 2014


http://ptjournal.apta.org/
http://ptjournal.apta.org/

A Dynamic Walking Test for Older Adults With Dementia

formance or more oversteps. Look-
ing at the groups separately, for the
group that did not use a 4dWW, the
GMWT time and overstep scores
were homoscedastic, with constant
limits of agreement. This homosce-
dasticity resulted in constant varia-
bility, which is independent of the
magnitude of the GMWT time or
overstep scores. In contrast, time
and overstep data for the group that
used a 4WW were heteroscedastic,
with higher scores yielding higher
variability. In practice, for individu-
als using a 4WW, reliability of the
GMWT time and overstep scores
declines with slower performance or
more oversteps.

Based on data in the current study,
no relationship was found at base-
line between cognition (MMSE)
and GMWT time (r=-—.160, P=
.312) or between cognition and
GMWT oversteps (r=-—.098, P=
.539). A subgroup reliability analysis
between participants with a moder-
ate cognitive level (MMSE =20,
n=13) and those with a lower cog-
nitive level (MMSE <20, n=29)20
showed a difference in test-retest
reliability for the GMWT time score
ICC=.963 versus ICC=.933, respec-
tively) and the GMWT overstep
score (ICC=.792 versus ICC=.569,
respectively).

Discussion

In the absence of an appropriate
field test to measure dynamic walk-
ing performance in older adults with
dementia, the GMWT was devel-
oped. The main goal in this study
was to investigate feasibility, test-
retest reliability, and MDC as a first
step toward the clinimetric
evaluation.

Feasibility

In the process of test development,
there was an emphasis on the feasi-
bility of the GMWT. At the cognitive
level, an obvious, unambiguous test
assignment with a simple and short

3-step instruction was provided.!” At
the physical level, fatigue was
avoided by providing a short test
duration.'® Current results support
an excellent feasibility, as all partici-
pants were able to perform the test
fluently, without hesitation, and
without any adverse events. Also,
test instructors did not use repetitive
instructions during the execution of
the test. Only repetitive instructions
between the 2 walks over the
GMWT were given. Not repeating
test instructions while a participant
is performing the test prevents cog-
nitive interference, which strength-
ens the testretest reliability.?” How-
ever, measurements in older adults
who are cognitively impaired are
known to be less reliable compared
with measurements in older adults
who are not cognitively impaired.?>

Based on data in the current study,
no relationship was found at baseline
between cognition (MMSE) and
GMWT time or between cognition
and GMWT oversteps. However, a
subgroup reliability analysis between
participants with a moderate cogni-
tive level (MMSE =20, n=13) and
those with a lower cognitive level
(MMSE <20, n=29)?° showed a dif-
ference in testretest reliability for
the GMWT time and overstep scores.
Therefore, for the GMWT, a lower
cognitive level may lead to less
reliable outcome scores. Future
research with larger subgroups is
needed to further evaluate these
findings.

The active duration of the GMWT
was shorter (range=5.86-37.73 sec-
onds) compared with that of the FOE
(range=18.28-117.41 seconds).!8
This shorter active duration may
have contributed to the feasibility at
the cognitive level (eg, memory,
attention) and the physical level (eg,
fatigue).4-¢ Furthermore, the num-
ber of oversteps can provide infor-
mation about the clinical value of the
GMWT time score, whereas partici-

pants who made a larger number of
oversteps were not able to follow
the marked path. As a consequence,
reliability of the time score declined.
Our data showed that 31 participants
(73.8%) performed the GMWT with
fewer than 4 oversteps. However, 11
participants (26.2%) made more than
4 oversteps, of whom 8 were using a
4WW. For older adults with demen-
tia who did not use a 4WW, the
mean number of oversteps per meter
for the GMWT (0.23 oversteps per
meter) was lower compared with
the number of oversteps for the FOE
in a study of patients with mild
dementia (0.66 oversteps per
meter).l” Thus, the use of a 4WW
may negatively affect the accuracy of
test performance. This lower accu-
racy of test performance may be
reflected by a lower feasibility to
perform the GMWT according to
protocol.

Participants made fewer oversteps
during the GMWT compared with
the FoE. Therefore, the question
arises whether the limits of test per-
formance on dynamic balance were
reached. The data showed that walk-
ing speed on the GMWT was approx-
imately 0.35 m/s, which is twice as
slow as a comfortable walking speed
in a straight line in people with
dementia.'® Furthermore, the num-
ber of oversteps was positively cor-
related with the GMWT time score
(r=.36, P<.01), which indicates that
participants who had more trouble
staying within the GMWT path were
slower on the test. Evidently, the lim-
its of test performance may have
been reached in view of the fact that
walking speed decreased in an
attempt to execute the test as accu-
rately as possible.

Test-Retest Reliability

Reliability studies of dynamic walk-
ing tests, such as the FoE,'® com-
bined results of participants with
and without a walking device. How-
ever, current results showed that
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combining participants with and
without a walking device might lead
to an underestimation of the reliabil-
ity for people who did not use a
walking device and an overestima-
tion of the reliability for people who
used a walking device. From a clini-
cal perspective, an ICC of >.90 rep-
resents the required reliability of a
test for individual clinical measure-
ments.?? Therefore, only the test-
retest reliability for older adults with
dementia who walked without a
walking device was sufficient
(ICC=.972) to obtain reliable data
that can be used in clinical practice.

When the GMWT is performed with
a walking device, a clinician or
researcher needs to be aware that it
may negatively affect the test-retest
reliability of the GMWT time score.
Furthermore, it has been shown that
the use of a 4WW in geriatric
patients negatively affects the assess-
ment of changes over time in gait
and mobility performance.?® To get
around the constraints that a walking
device may cause, such as an
increased cognitive attention and
planning demand while steering,?®
higher cardiorespiratory demands,3°
and possibly reduced sight during
feet placement, future research
should investigate whether it is fea-
sible, reliable, and safe to perform
the GMWT without a walking device
for people using a walking device in
daily life.

For the GMWT overstep score, both
people with and without a walking
device showed marginal test-retest
reliability. The current results are
comparable to the results of a study
performed with a modified FoE in
elderly community-dwelling women
(ICC=.73).31 The low test-retest reli-
ability of the overstep scores may
have been caused by a relatively
large stepwise increment of the test
score. Because a majority of the par-
ticipants (73.8%) made fewer than 4
oversteps, a small change in the

number of oversteps caused a rela-
tively large variability. As a conse-
quence, this change negatively
affected the reliability and caused a
large MDC, which could complicate
the detection of clinically relevant
changes. However, the overstep
score plays an important role in
obtaining a meaningful time score
because of the significant correlation
that was found between the 2
scores. This significant relationship
showed that participants who had
more difficulty staying between the
GMWT lines walked more slowly
during the test, thereby adding pur-
pose for the time score. In clinical
research, where tests with time and
overstep scores, such as the FoE,
were used, often only the time
scores3233 or only the overstep
scores3%35 were reported. However,
for clinical practice, it is crucial that
both scores be measured and
reported, as these scores tell us how
the tests were performed. Future
research into the validity of the
GMWT should further investigate
the role of oversteps in relation to
the time score of the GMWT.

MDC

Current results show that the MDC
of the GMWT time score was 5.35
seconds. This finding indicates that
in clinical practice a difference of
approximately 31% is needed to mea-
sure a difference that exceeds the
95% variability bounds.2¢ Despite
this large value required to detect
change, which poses a problem
when monitoring differences over
time, it is an improvement compared
with the existing balance tests that
were already used in older adults
with dementia, such as the FoE
(~40% change is needed to exceed
MDC) and the Frailty and Injuries:
Cooperative Studies of Intervention
Techniques-4  (FICSIT-4) (~59%
change is needed to exceed MDC).'8
Therefore, the GMWT time score
appears to be better than dynamic

walking tests that are currently
available.

Current data show that the GMWT
time score had a large difference in
MDC values for participants with-
out a walking device and those
with a 4WW. For individuals with-
out a walking device, a smaller
change is enough to require a reli-
able result (MDC=2.96 seconds), in
contrast to the larger change that is
needed in individuals with a 4WW
(MDC=10.35 seconds). For clinical
practice, this finding implies that the
GMWT time score for patients with-
out a 4WW should change approxi-
mately 22% to be sure that this
change was not caused by variability
alone, whereas for patients with a
4WW, the GMWT time score needs
to change approximately 42%. Thus,
the GMWT time is most sensitive to
change in people with dementia
who do not use a 4WW. The GMWT
time may be used for patients with a
4WW, but this approach will pose a
larger uncertainty in monitoring dif-
ferences over time. Then again, the
GMWT time is currently the best
available measure in this field com-
pared with other tests.

Limitations

We did not collect information about
fall history in this study. Therefore,
no definitive claims can be made
about the GMWT as an indicator to
assess fall risk. However, preliminary
hip accelerometer data in older
adults with dementia (N=20) sug-
gested that there may be relation-
ships between the performance of
the GMWT and both mediolateral
regularity during walking and stride
regularity during walking. These
relationships are in line with the
results of an accelerometer study
with older adults that showed rela-
tionships between accelerometer
data and risk of falls.3¢ Therefore, we
suggest that the GMWT scores could
be indicative of balance ability and
fall risk. However, future research to
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validate these findings is necessary
and should include fall diaries.

Although the generalizability of our
study appears adequate given the
heterogeneity of the participants,
the enrollment of participants over 4
different specialized nursing homes
in the northern Netherlands might
have resulted in a limited geograph-
ical variability. Furthermore, recruit-
ment of participants was based on
the inclusion criteria and the willing-
ness of residents to participate. This
approach led to a volunteer bias.
However, in clinical practice, the
patient needs to be willing to partic-
ipate. Therefore, the study popula-
tion that participated in this study is
most likely to be equal to the goal
population in clinical practice.

Conclusion

The GMWT is a feasible test to use in
clinical practice and research. With
the GMWT time score, a reliable and
more sensitive field test for dynamic
walking abilities in older adults with
dementia is available. The GMWT
overstep score can be used to give
information about the execution of
the test according to protocol and
should be emphasized during the
instructions. Future studies need to
investigate the validity of the GMWT
in older adults with dementia.
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Appendix.
Protocol of the Groningen Meander Walking Test (GMWT)

Equipment:
1. GMWT drawn on a smooth, dark blue mat
2. Stopwatch
Location:
A well-illuminated closed-off room or closed-off corridor.
Procedure:

For safety reasons, there should always be 2 instructors present during the administration of the test. During the test
instruction, perform the test in front of the participant. Note if the participant uses a walking device during the test.

Instruction: “Please walk over the path as fast and accurate as possible. Try not to step outside the white lines. We
will measure the time and count the number of times you step outside the lines. Do you understand what to do?
Ready? Three-2-1-start.” No practice trial is included.

Press “start” on the stopwatch when the participant crosses the start line. Press “stop” on the stopwatch when the
participant crosses the finish line. After the first walk, let the participant turn around. Then, repeat the instruction
above and do the test again in the opposite direction. Note the time of both walks and calculate the mean time. Also,
note the number oversteps made of both walks and calculate the mean number of oversteps.
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