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Abstract
Background  The increasing prevalence of locomotive syndrome (LoS) among older adults underscores the 
necessity of valid and reliable assessment tools to facilitate early diagnosis and intervention. The 25-Question Geriatric 
Locomotive Function Scale (GLFS-25) is a widely used self-reported measure for evaluating locomotive dysfunction. 
However, a culturally adapted and validated version for Turkish older adults was lacking. This study aims to translate, 
culturally adapt, and validate the Turkish version of GLFS-25 to ensure its applicability in clinical and research settings.

Methods  A cross-sectional study was conducted with 133 community-dwelling older adults (mean age: 75.3 ± 7.2 
years) in Turkey. The translation process followed international guidelines, including forward-backward translation, 
expert panel review, and pilot testing. The psychometric validation involved confirmatory factor analysis (CFA), 
internal consistency (Cronbach’s α), test-retest reliability (intraclass correlation coefficient, ICC), and criterion validity. 
Correlations with established functional assessment tools such as the Barthel Daily Living Index, Instrumental 
Activities of Daily Living (IADL), and Activities-Specific Balance Confidence (ABC) Scale were examined. A receiver 
operating characteristic (ROC) curve analysis was performed to determine the optimal cut off score for detecting 
locomotive dysfunction.

Results  The Turkish GLFS-25 demonstrated excellent internal consistency (Cronbach’s α = 0.984) and test-retest 
reliability (ICC = 0.986). CFA confirmed a four-factor structure, similar to previous adaptations in Iran and China, 
supporting its construct validity. Strong correlations were observed between GLFS-25 scores and functional 
assessment tools (Barthel Index: r = -0.78, IADL: r = -0.72, ABC Scale: r = -0.65, p < 0.001), establishing its criterion 
validity. ROC analysis identified a cut off score of 16 for detecting locomotive dysfunction, with a sensitivity of 85.3% 
and specificity of 88.7%.

Conclusions  The Turkish adaptation of GLFS-25 is a valid, reliable, and culturally appropriate tool for assessing 
locomotive dysfunction in Turkish older adults. Its strong psychometric properties and high correlation with 
functional mobility indicators suggest that it can be effectively integrated into geriatric healthcare and rehabilitation 
programs. Given the rapid aging of Turkey’s population, this tool can support early detection, prevention strategies, 
and policy development to mitigate mobility-related disabilities.
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Introduction
The global demographic shift toward an aging popula-
tion has intensified the demand for effective strategies 
to preserve mobility and independence in older adults. 
Locomotive dysfunction—characterized by reduced 
musculoskeletal performance is a primary contributor 
to functional decline, frailty, falls, and increased health-
care utilization in aging populations [1–3]. In response to 
these challenges, the Japanese Orthopaedic Association 
introduced the concept of Locomotive Syndrome (LoS) 
to describe progressive musculoskeletal deterioration 
that results in restricted mobility and an increased risk of 
disability [4].

In Turkey, the older adult population reached 7.9 mil-
lion (9.5%) in 2020 and is projected to exceed 11% by 
2025 [5]. As Turkey’s population continues to age rap-
idly, the early detection and management of locomotive 
dysfunction have become critical priorities for national 
health policy. According to estimates from Japanese stud-
ies, the prevalence of LoS among older adults ranges 
from 10% to 25%, depending on the assessment method 
and population characteristics [6]. While exact figures for 
Turkey are scarce, clinical observations suggest that mus-
culoskeletal limitations, such as impaired gait, balance 
deficits, and chronic joint pain, are commonly encoun-
tered in Turkish geriatric care settings highlighting the 
pressing need for valid screening instruments.

The 25-Question Geriatric Locomotive Function Scale 
(GLFS-25) was developed as a comprehensive, self-
reported tool to assess locomotive function [1] across 
four core domains: pain, mobility, activities of daily living 
(ADLs), and psychosocial impact [7]. Its diagnostic value 
has been supported by strong psychometric properties, 
including high internal consistency, test-retest reliability, 
and validity across diverse populations [8, 9]. Validated 
versions of the GLFS-25 exist in several countries, such 
as Iran, Brazil, China, and Japan, and have demonstrated 
cross-cultural applicability and diagnostic accuracy [1, 
7–9].

Despite its widespread use globally, a validated Turkish 
version of the GLFS-25 has been lacking until now. This 
gap poses significant limitations for clinicians in Turkey. 
In the absence of a standardized tool specifically adapted 
for Turkish culture and language, healthcare profession-
als have relied on general functional assessment scales 
such as the Barthel Index, Instrumental Activities of 
Daily Living (IADL) scale, and the ABC Balance Confi-
dence Scale [10–12]. However, these tools either lack 
specificity for musculoskeletal decline or do not cap-
ture the multidimensional nature of LoS, especially its 

psychosocial aspects [13]. Without a targeted and cultur-
ally sensitive instrument like the GLFS-25, early detec-
tion of locomotive dysfunction remains suboptimal, 
limiting opportunities for timely intervention and per-
sonalized rehabilitation [14].

Furthermore, research has shown that GLFS-25 scores 
are not only linked to physical impairments but also to 
mental health outcomes such as depression, anxiety, and 
social isolation [15]. These associations underscore the 
multifactorial impact of LoS on quality of life and the 
need for integrated care strategies. Therefore, screening 
tools like the GLFS-25 should serve not only as diag-
nostic instruments but also as gateways to holistic care 
planning, incorporating physical, emotional, and social 
dimensions of aging.

Although various tools such as the Barthel Index, the 
Activities-specific Balance Confidence (ABC) Scale, and 
the Instrumental Activities of Daily Living (IADL) scale 
have been previously used in Turkey to assess functional 
limitations among older adults, these instruments pri-
marily focus on physical or task-oriented abilities. For 
instance, the Barthel Index evaluates basic activities of 
daily living (ADLs) such as bathing, feeding, and mobil-
ity, while the IADL focuses on more complex tasks like 
managing finances or medication. Similarly, the ABC 
Scale quantifies confidence in balance and gait-related 
tasks. However, none of these scales comprehensively 
address the multidimensional nature of locomotor syn-
drome, which encompasses not only physical function 
but also psychological, social, and cognitive domains.

Furthermore, these conventional tools lack sensitiv-
ity to early-stage locomotive decline and do not account 
for the broader psychosocial consequences such as fear 
of falling, loss of social engagement, and decreased qual-
ity of life. This creates a significant gap in holistic geri-
atric assessment. In contrast, the 25-question Geriatric 
Locomotive Function Scale (GLFS-25) was specifically 
developed to overcome these limitations by incorporat-
ing a more integrative evaluation of physical, emotional, 
and social components relevant to locomotive function. 
Therefore, adapting and validating this scale for use in the 
Turkish population is of great importance for improv-
ing the early detection and management of locomotive 
dysfunction in aging individuals. To date, no culturally 
adapted GLFS-25 version has been available in Turkish, 
creating a gap in early detection and management of LoS 
in Turkish clinical practice.

The aim of this study was to translate, culturally adapt, 
and psychometrically validate the Turkish version of the 
GLFS-25. By establishing its reliability and validity, we 
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aim to equip Turkish healthcare professionals with a sci-
entifically robust, culturally appropriate screening tool to 
support early diagnosis, monitor disease progression, and 
design targeted interventions for locomotive dysfunction 
in older adults.

Method
Research design
This study was conducted using a cross-sectional and 
descriptive design to translate, adapt, and analyze the 
validity and reliability of the 25-Question Geriatric Loco-
motive Function Scale (GLFS-25) in individuals aged 
60 and above. A cross-sectional design is an appropri-
ate approach to determine the current locomotive func-
tion status of individuals and the factors affecting these 
conditions within a specific timeframe. The study was 
conducted in accordance with ethical principles and the 
Helsinki Declaration and received ethical approval from 
the Ethics Committee of Erzurum Technical University 
(Meeting No. 6, Decision No. 4, dated 27.06.2022). The 
study was conducted in Erzurum, Türkiye, between July 
2022 and July 2024.

Sample selection
The study group consisted of a sample of individuals aged 
60 and above living in Turkey. Participants were informed 
through older adult centers, family health centers and 
community health centers in Erzurum province and eligi-
ble individuals were invited to the study. Announcements 
to the target group were made through information post-
ers and one-to-one information method. Volunteers were 
included in the study. A priori power analysis was con-
ducted using G*Power 3.1 software. Assuming a large 
effect size (f²=0.40, α = 0.05), a priori power analysis indi-
cated that 84 participants were needed; the final sample 
of 133 yielded a power of 0.90.

Inclusion criteria

 	• Being 60 years or older,
 	• Having the ability to understand and speak Turkish,
 	• Not requiring palliative care,
 	• Being able to walk independently,
 	• Voluntarily agreeing to participate in the study.

Exclusion criteria

 	• Individuals with mental cooperation problems,
 	• Those who had experienced a spinal or lower 

extremity fracture in the last six months,
 	• Individuals with pulmonary, cardiovascular, renal, or 

brain damage.

Data collection method
Data were collected through face-to-face interviews con-
ducted by two experienced physiotherapists. Participants 
were asked about their demographic information (age, 
gender, weight, height, marital status, educational status) 
and health conditions, including pain experienced in the 
last six months and the number of falls in the past year. 
Additionally, participants completed the Turkish version 
of the GLFS-25 along with the ABC Scale [11], Barthel 
Daily Living Activities Index (Barthel ADL Index) [10], 
and Instrumental Activities of Daily Living (IADL) [12]. 
Prior to data collection, the two physiotherapists received 
standardized training on the administration of all ques-
tionnaires to ensure consistent application. A pilot inter-
rater reliability analysis was performed on a subsample 
of 40 participants, and the agreement between raters 
showed an intraclass correlation coefficient (ICC) of 
0.91, indicating high consistency in the application of the 
GLFS-25 and other functional assessment tools.

To clarify the purpose of the auxiliary measurements, 
we administered three established instruments as exter-
nal criteria to evaluate the validity of the Turkish GLFS-
25: the Barthel Index (basic ADL), the Lawton–Brody 
IADL Scale (instrumental function), and the Activi-
ties-specific Balance Confidence (ABC) Scale (balance 
confidence).

Activities-specific balance confidence scale
ABC Scale is an assessment tool that measures an indi-
vidual’s confidence in performing specific daily activities. 
Developed by Powell and Myers [16], this scale is partic-
ularly used to evaluate fear of falling and balance confi-
dence in older adult individuals. The ABC Scale consists 
of 16 items, and participants rate their confidence levels 
in performing each activity without falling on a scale 
from 0 (no confidence) to 100 (full confidence). Higher 
scores indicate greater balance confidence, while lower 
scores suggest a higher fear of falling and potential limi-
tations in daily activities. The ABC Scale is widely utilized 
in older adult populations, neurological disorders, ves-
tibular dysfunctions, and orthopedic conditions. Turkish 
validity and reliability study was conducted by Ayhan et 
al. [11].

Barthel daily living activities index
Barthel ADL Index, is a functional assessment tool that 
measures an individual’s ability to perform daily liv-
ing activities independently. Developed by Mahoney 
and Barthel, this index evaluates 10 fundamental activi-
ties, including personal hygiene, bathing, eating, toilet-
ing, dressing independently, bowel and bladder control, 
bed-to-chair transfer, mobility, and stair climbing. Each 
activity is scored based on the individual’s level of inde-
pendence, and the total score ranges from 0 to 100. 
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Higher scores indicate greater independence, whereas 
lower scores suggest a higher need for assistance in daily 
life. The Barthel ADL Index is widely used in stroke reha-
bilitation, neurological disorders, orthopedic conditions, 
and geriatric rehabilitation programs [10].

Instrumental activities of daily living scale
The Instrumental Activities of Daily Living (IADL) Scale 
is an assessment tool designed to evaluate an individual’s 
ability to perform more complex daily activities indepen-
dently. Developed by Lawton and Brody [17], this scale 
includes eight essential skills: shopping, meal prepara-
tion, housekeeping, laundry, transportation, medication 
management, telephone use, and financial management. 
These activities are crucial for assessing an individual’s 
ability to adapt to environmental demands and maintain 
independent living. The IADL Scale is particularly useful 
for identifying functional independence levels, detect-
ing cognitive impairments, and recognizing early signs of 
dementia. Each activity is scored based on whether the 
individual can perform it fully independently, partially 
independently, or is completely dependent, with lower 
scores indicating a greater need for support in daily life 
[12, 18].

These scales were selected to assess [balance confi-
dence (ABC Scale)/independence in daily living (Barthel 
index)/complex ADLs (IADL scale)] as relevant domains 
in evaluating LoS.

Scale adaptation process
The adaptation of the GLFS-25 into Turkish was carried 
out in four stages:

1.	 Forward Translation: The scale was translated into 
Turkish by two independent experts.

2.	 Expert Panel: The two translations were merged into 
a single version and reviewed by an expert panel to 
assess linguistic and conceptual equivalence.

3.	 Backward Translation: Two different experts 
translated the Turkish version back into English, and 
it was compared with the original scale.

4.	 Pilot Study: A pilot test was conducted with 20 
participants to evaluate comprehensibility and 
implementation. In addition to the qualitative 
pilot (n = 20), a separate subsample of n = 40 
participants was used to calculate test-retest and 
inter-rater reliability (ICC). There were no problems 
with intelligibility in the pilot study (N = 20), and 
ICC = 0.91 was obtained in 40 participants used 
for test-retest reliability. The test-retest sample 
consisted of N = 40 participants. They completed 
the GLFS-25 twice, 7–10 days apart. The ICC value 
(results in Table 2) was calculated based on these two 
administrations.

Statistical analysis
For the validity and reliability analyses of the scale, SPSS 
v25.0 (IBM SPSS Corp., Armonk, NY, USA) and JAMOVI 
2.5.3.0 software packages were used. Descriptive statistics 
were applied to demographic data. Sociodemographic 
characteristics were presented as mean ± standard devia-
tion (SD) or as frequencies and percentages. The test-
retest sample consisted of 40 participants who completed 
the GLFS-25 twice, 7–10 days apart. ICC was calculated 
from this subgroup. Scale scores were also reported as 
mean ± SD. For validity analysis, the suitability of the data 
for factor analysis was first evaluated using the Kaiser-
Meyer-Olkin (KMO) test and Bartlett’s test of spheric-
ity. Subsequently, Hotelling’s T2 test was used to assess 
differences in average item scores, and confirmatory fac-
tor analysis (CFA) was conducted to test construct valid-
ity. For reliability analysis, Cronbach’s alpha coefficient, 
split-half analysis, and Guttman split-half and Spearman-
Brown coefficients were calculated. The intraclass cor-
relation coefficient (ICC) was used to assess test-retest 
reliability. Internal consistency of the scale was evaluated 
through correlation analyses and Cronbach’s alpha. The 
number of factors was determined based on eigenvalues 
greater than 1 and scree plots. The fit of the first-order 
CFA model was evaluated using the following fit indices: 
chi-square statistic (χ²), chi-square/degrees of freedom 
ratio (CMIN/DF), root mean square error of approxima-
tion (RMSEA), standardized root mean square residual 
(SRMR), and comparative fit index (CFI). A p-value of 
< 0.05 was considered statistically significant.

Results
Table  1 presents the demographic characteristics of the 
study participants. The study sample consisted of 133 
individuals aged 60 years and older, with a mean age of 
75.3 ± 7.2 years. The gender distribution included 60 
males (45.1%) and 73 females (54.9%). The majority had a 
BMI within the overweight range 24.6 ± 3.5 kg/m². A sig-
nificant proportion (32.3%) reported experiencing falls in 
the past year. In the whole sample (n = 133), mean height 

Table 1  Demographic characteristics of the participants
Characteristic Mean ± SD
Age (years) 75.3 ± 7.2
Height (cm) 167.3 ± 9
Weight (kg) 76.5 ± 7.9
BMI (kg/m²) 24.6 ± 3.5
Gender (Male/Female) 60/73
Education level (High School or above) 87
Smoking status (Smoker) 28
Falls in the past year 43
Marital status (Married/Widowed/Single) 39/34/60
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was 167.3 ± 9.0 cm (range 150–185) and mean weight was 
76.5 ± 7.9  kg (range 54–89); the distribution of marital 
status codes was 1: 39 (29.3%), 2: 34 (25.6%), and 3: 60 
(45.1%).

The Turkish version of GLFS-25 demonstrated excel-
lent internal consistency, with a Cronbach’s alpha of 
0.984, indicating high reliability. The test-retest reliability 
was also strong, with an intraclass correlation coefficient 
(ICC) of 0.986. In the qualitative pilot (n = 20), no com-
prehension issues were identified, and in the reliability 
subsample (n = 40) the inter-rater ICC was 0.91, support-
ing administration consistency (Table 2).

Criterion validity
GLFS-25 scores showed strong correlations with vali-
dated functional assessment tools (Table 3):

The factor structure of the GLFS-25 was assessed using 
exploratory factor analysis EFA and CFA. KMO measure 
was 0.91, and Bartlett’s test of sphericity was significant 
(p < 0.001), indicating suitability for factor analysis.

Factor analysis identified a four-factor structure con-
sisting of:

1.	 Pain Experience (items 1–4).
2.	 Daily Living Ability (items 5–21).
3.	 Social Activity Engagement (items 22–23).
4.	 Psychological Impact (items 24–25).

The detailed results of the factor analysis, including fac-
tor loadings, eigenvalues, and variance percentages, are 
presented in Table 3.

Cut off score determination
To determine a cut off score for identifying locomotive 
syndrome, a Receiver Operating Characteristic (ROC) 
curve analysis was performed (Fig. 1). ROC curve analy-
sis was performed with reference to the scores obtained 
from the Barthel Activities of Daily Living Index. Indi-
viduals with a Barthel score of 90 and below were consid-
ered as indicators of functional limitation, and sensitivity 
and specificity for GLFS-25 were calculated accordingly. 
The optimal cut off was found to be 16 points. This cut 
off yielded a sensitivity of 85.3% and specificity of 88.7%. 
The area under the ROC curve (AUC) was 0.934 (95% CI: 
0.892–0.964), indicating excellent discriminative ability 
of the GLFS-25 for detecting locomotive dysfunction.

The exploratory factor analysis revealed a four-factor 
structure for the Turkish version of GLFS-25, as shown in 
Table 3. These factors capture aspects such as daily activ-
ities, social participation, pain, and mobility/stability.

CFA demonstrated good model fit: CFI = 0.941, 
TLI = 0.933, RMSEA = 0.077, and SRMR = 0.048, support-
ing the structural validity of the Turkish version (Table 4).

The cut off determination process in our study followed 
approaches similar to those in prior validations. For 
instance, Iranian [8] and Brazilian [9] adaptations also 
reported cut off scores close to 16 in their ROC curve 
analyses, reinforcing the cross-cultural stability of this 
threshold.

Discussion
The primary aim of this study was to translate, culturally 
adapt, and validate the Turkish version of the GLFS-25 
among older adults. Our findings demonstrate that the 
Turkish GLFS-25 is a valid and reliable tool for assess-
ing locomotive syndrome (LoS) in Turkish older adults, 
aligning with previous international studies conducted in 
Japan, Iran, Brazil, and China. This validation provides a 
strong foundation for its use in clinical and research set-
tings, allowing for the early detection and management 
of locomotive dysfunction.

Consistent with previous validations of the GLFS-
25 across cultural settings, our findings reinforce the 
instrument’s translatability and structural stability, while 
uniquely contributing psychometric data from a Turkish 
older adult population — a previously unstudied demo-
graphic in this context. The original validation study by 
Seichi et al. [1] in Japan reported a high internal consis-
tency (Cronbach’s α = 0.961) and good construct validity, 
with a cut off score of 16 to identify individuals at risk for 
LoS. Our study in the Turkish population demonstrated 
a similar internal consistency (Cronbach’s α = 0.984) and 
replicated the cut off score of 16, suggesting that the psy-
chometric properties of the scale remain stable across 
different cultural contexts [8, 9].

The Iranian adaptation by Sadeghi et al. [8] also yielded 
high reliability (Cronbach’s α = 0.934) and a significant 
correlation with functional mobility measures such as the 
EQ-5D. The cultural adaptation process in Iran closely 

Table 2  Reliability analysis of GLFS-25 Turkish version
Measure Cronbach’s Alpha Test-Retest 

Reliability 
(ICC)

Total Score (GLFS-25) 0.984 0.986

Table 3  Factor analysis of GLFS-25
Factor Eigenvalue Percentage 

of Variance
Items 
Loaded 
Strongly

1: Daily Activities 5.6 42.8% GLFS 1, 2, 3, 
4, 5, 6, 7

2: Social Participation 3.1 19.4% GLFS 15, 16, 
17, 18

3: Pain and Discomfort 2.4 12.3% GLFS 8, 9, 
10, 11

4: Mobility and Stability 1.8 9.5% GLFS 21, 22, 
23, 24, 25
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mirrored our approach, emphasizing linguistic and cul-
tural nuances in the translation process.

Furthermore, the Chinese version of the scale, vali-
dated by Yang et al. [7], underscored the strong rela-
tionship between locomotive dysfunction and mental 
health, particularly depression. Although our study did 
not directly measure depression using a dedicated psy-
chological scale, the GLFS-25 includes items that reflect 
psychosocial and emotional well-being (e.g., items 24 and 
25). These items address psychological distress related to 
reduced mobility and limitations in social engagement. 
Therefore, our findings indirectly suggest that GLFS-25 
may be sensitive to psychological consequences of LoS, 

aligning with prior literature linking higher GLFS-25 
scores with depressive symptoms [13, 15]. This highlights 
the need for a holistic approach in clinical interpretation, 
integrating both physical and mental health dimensions 
when assessing older adults.

From a factor structure perspective, the four factors 
identified in this study—Pain Experience, Daily Living 
Ability, Social Activity Engagement, and Psychological 
Impact—each reflect distinct yet interrelated dimensions 
of musculoskeletal degeneration:

 

 1.	 Pain Experience (items 1–4): These items reflect 
subjective musculoskeletal discomfort and 
stiffness, often indicative of early inflammatory or 
degenerative joint disease. Pain is a key determinant 
of physical limitation and may contribute to 
avoidance of activity and subsequent deconditioning 
[2, 6].

Table 4  Confirmatory factor analysis fit indices
Fit Index Value
CFI 0.941
TLI 0.933
RMSEA 0.077
SRMR 0.048

Fig. 1  ROC Curve for GLFS-25 Cut off Score Determination
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 2.	 Daily Living Ability (items 5–21): This broad domain 
captures the individual’s ability to perform essential 
functional tasks. Decline in this domain suggests 
progressive impairment in muscle strength, balance, 
and neuromuscular coordination, which are hallmark 
signs of sarcopenia and joint deterioration [3].

 3.	 Social Activity Engagement (items 22–23): 
These items assess participation in social roles 
and community activities. Restrictions here are 
often secondary to physical decline but may also 
reflect social withdrawal associated with chronic 
pain or fear of falling. This factor is essential 
in understanding the social consequences of 
musculoskeletal decline [6, 14].

 4.	 Psychological Impact (items 24–25): Emotional 
responses to declining mobility, including frustration, 
anxiety, and self-perceived dependency, are captured 
by this factor. It supports previous findings that LoS 
significantly affects mental health status and quality 
of life [4, 13, 15]. 

 
These findings underscore the GLFS-25’s value as 

a clinical decision-support tool, capable of informing 
early interventions, monitoring progression, and tailor-
ing rehabilitation strategies through its multidimen-
sional perspective on geriatric locomotor health. It also 
reinforces the importance of targeted interventions that 
address pain management, functional rehabilitation, 
social participation, and psychological support.

While our study contributes valuable psychometric 
data, it did not perform subgroup analyses such as com-
paring individuals with a history of falls to those without, 
or those with chronic diseases (e.g., diabetes, osteoar-
thritis) versus otherwise healthy peers. Such subgroup 
comparisons could reveal differential performance or 
predictive validity of the GLFS-25 across clinical subpop-
ulations. Future studies should aim to conduct such anal-
yses to refine the interpretive value of the scale in specific 
clinical contexts.

This study has several strengths that enhance its cred-
ibility. Firstly, the rigorous cultural adaptation process 
followed international best practices, including forward-
backward translation, expert panel review, and pilot 
testing. Secondly, the study sample size (n = 133) was 
adequate for conducting robust psychometric analyses, 
including confirmatory factor analysis and reliability test-
ing. Thirdly, the strong correlations observed between 
GLFS-25 scores and established functional assessment 
tools (e.g., Barthel Daily Living Index, IADL, and ABC 
Scale) provide further evidence of the scale’s criterion 
validity.

However, some limitations should be acknowledged. 
One limitation is that objective physical performance 

tests (e.g., gait speed, grip strength, or balance assess-
ments) were not included in our study design. Incorpo-
rating such measures in future studies would allow for a 
more comprehensive validation of GLFS-25 in the Turk-
ish older adult population. Additionally, the study uti-
lized a non-probabilistic sampling method, which may 
limit the generalizability of findings to all Turkish older 
adults. Future longitudinal studies are warranted to 
examine the predictive validity of the Turkish GLFS-25, 
including its capacity to forecast incident disability, hos-
pitalization, and quality-of-life trajectories key outcomes 
in aging research.

To further strengthen the applicability of the Turk-
ish GLFS-25, future studies should explore its predictive 
validity in longitudinal settings. Examining how baseline 
GLFS-25 scores correlate with subsequent functional 
decline, fall incidence, and healthcare utilization would 
provide valuable insights into its prognostic utility. Addi-
tionally, integrating the scale into digital health platforms 
and smartphone applications could enhance accessibility 
and facilitate remote monitoring of locomotive function 
in older adults. Furthermore, intervention-based studies 
are needed to determine the responsiveness of GLFS-
25 to rehabilitation programs. Weight management and 
physical activity promotion are strongly supported by the 
literature as key interventions for reducing musculoskel-
etal burden and improving locomotive function in older 
adults. Evidence suggests that excess body weight con-
tributes to joint degeneration, sarcopenia, and decreased 
mobility, all of which elevate the risk of developing 
locomotive syndrome [2, 6, 19]. Investigating whether 
improvements in mobility following physiotherapy or 
exercise interventions are reflected in GLFS-25 score 
changes would help establish its utility in tracking treat-
ment outcomes.

Conclusion
The Turkish version of the GLFS-25 is a valid and reliable 
tool for assessing locomotive syndrome in older adult 
Turkish individuals. Its strong psychometric properties 
support its use in both clinical and research settings for 
early detection and intervention of locomotive dysfunc-
tion. Therefore, its widespread use should be encouraged 
in healthcare services, particularly for the assessment 
of older adults. Future integration of GLFS-25 into 
national geriatric screening programs may improve pro-
active health management and reduce disability-related 
healthcare burdens. In the future, the widespread imple-
mentation of such assessment tools may enable early 
interventions before older adults experience a decline in 
mobility.
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