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Development and large‑scale 
validation of the Watch Walk 
wrist‑worn digital gait biomarkers
Lloyd L. Y. Chan 1,2, Tiffany C. M. Choi 3, Stephen R. Lord 1,2* & Matthew A. Brodie 1,4

Digital gait biomarkers (including walking speed) indicate functional decline and predict 
hospitalization and mortality. However, waist or lower‑limb devices often used are not designed for 
continuous life‑long use. While wrist devices are ubiquitous and many large research repositories 
include wrist‑sensor data, widely accepted and validated digital gait biomarkers derived from wrist‑
worn accelerometers are not available yet. Here we describe the development of advanced signal 
processing algorithms that extract digital gait biomarkers from wrist‑worn devices and validation 
using 1‑week data from 78,822 UK Biobank participants. Our gait biomarkers demonstrate good 
test–retest‑reliability, strong agreement with electronic walkway measurements of gait speed and 
self‑reported pace and significantly discriminate individuals with poor self‑reported health. With 
the almost universal uptake of smart‑watches, our algorithms offer a new approach to remotely 
monitor life‑long population level walking speed, quality, quantity and distribution, evaluate disease 
progression, predict risk of adverse events and provide digital gait endpoints for clinical trials.

The use of technology to quantify daily walking activity can provide important indicators of individual and 
population  health1. Digital gait biomarkers are quantitative measures of gait derived from wearable device data. 
As a gait-focused subset of digital biomarkers and mobility  outcomes2,3, they can be remotely acquired and may 
provide complementary information to clinical gait  assessments4. Digital gait biomarkers may be associated with 
functional  status5 and general  health6; and are predictive of functional decline,  hospitalization7 and  mortality8.

Previous studies have demonstrated that wearable devices positioned on the lower back or lower limbs can 
provide valid and reliable digital gait biomarkers. However, their placement on these body regions is awkward 
which limits user acceptability and  compliance9,10. In contrast, wrist-worn devices, including smart watches, 
have superior acceptance and are approaching almost universal uptake. Wrist-worn acceleration data have been 
acquired in large longitudinal studies, including the UK  Biobank11,  NHANES12 and Newcastle85 +  studies13. For 
example, the UK Biobank includes 1-week activity data acquired from the AX3 wrist-worn tri-axial accelerometer 
in 103,578 people in its repository of health  data11. While measures of physical activity  levels11 and activity  types14 
have been obtained, the extraction of digital gait biomarkers from these studies has not yet been undertaken.

This omission is likely due to several technical challenges in extracting digital gait biomarkers using a wrist-
worn device. Wrist-worn devices are located far from the wearer’s centre of mass and subject to arm movements 
which increase measurement noise with resultant lower precision and  reliability15,16. In consequence, conven-
tional digital gait biomarker extraction techniques such as signal peak detection and integration of acceleration 
with zero-velocity updates can be hampered by large changes in orientation and independent movement of the 
arms. In fact, the research conducted to date aimed at extracting digital gait biomarkers from wrist-worn devices 
has mostly been restricted to constrained walks on treadmills and set-length walkways; with resultant algorithms 
likely inappropriate for more complex walking activities in real-world  environments17,18. Two studies have used 
wrist-worn sensors (including barometers and accelerometers) to estimate walking speed and  cadence19,20. While 
both studies reported promising results, their inclusion of only healthy volunteers and moderate sample sizes 
(n ≤ 30 participants) may limit the generalizability of their findings to broader populations. Unsurprisingly, 
consensus on which digital gait biomarkers are best for remote assessments has yet to be  reached2.
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Clearly, valid and reliable digital gait biomarkers that can be extracted from a wrist-worn device would be 
valuable for a range of health objectives. We, therefore, aimed to meet this need by conducting a two-stage 
development and validation study.

In the first stage, 101 participants (19–81 years of age) wore the UK Biobank wrist senor and were recorded 
while performing a structured mobility routine in free-living settings and then walking and running across 
an instrumented electronic walkway in our laboratories. We developed (a) the activity classification models 
using the synchronised video recordings, and subsequently (b) the digital gait biomarker extraction algorithms 
(including walking speed and cadence) using the instrumented walkway measurements of the instructed walks 
and runs as ground truth.

In stage two, the convergent validity of the digital gait biomarkers in relation to self-reported walking speed 
and self-rated health and their test–retest reliability were determined in 78,822 participants from the UK Biobank 
cohort.

Results
A Support Vector Machine (SVM) classification algorithm was trained for identifying walking bouts from all 
daily-life activities. A total of 11,646 4-s windows (660 min of free-living recording, 1487 structured walks and 
249 structured runs from 101 test participants) were included in the training and validation sets and were classi-
fied into Walking, Running, Stationary or Unspecified arm activities. Performance of the classifier was evaluated 
using a confusion matrix (Fig. 1 and Supplementary Fig. S3).

The walking activity class had a sensitivity of 92% and a precision of 93%; the running activity class had a 
sensitivity of 97% and a precision of 98%; the stationary activity class had a sensitivity of 89% and precision of 
86%; and the unspecified arm activities class had a sensitivity of 71% and precision of 74%.

Examples of the time-series and autocorrelation function for walking with arm-swing at slow, average and fast 
paces are presented in Fig. 2. Table 1 presents the accuracy of sensor-based step time and walking speed when 
compared with the electronic walkway measures. The mean absolute percentage error (MAPE) of step time for 
the walking conditions ranged between 1.2% and 4.8%, and the MAPE of sensor-based walking speed for the 
walking conditions ranged between 3.0 and 4.4%. Figure 3 presents the scatterplot for the relationship between 
walking speed measured by the wrist sensor and the electronic walkway.

Table 2 presents the comparison of maximal walking speed between UK Biobank participants who reported 
routinely walking at a slow, steady or brisk walking pace. The maximal walking speed differed significantly 
between participants who usually walked at a slow pace (median: 1.39  ms1, inter-quartile range: 1.38–1.42 
 ms1), steady pace (median: 1.42  ms1, inter-quartile range: 1.40–1.46  ms1), and brisk pace (median: 1.45  ms1, 

Figure 1.  Confusion matrix of stage 1 classification. N = 101 with 11,646 4-s windows. The blue column on 
the far right of these matrices displays the percentage of correctly identified windows over all the windows 
that actually belong to that category (i.e. sensitivity). The blue column at the bottom of the matrices represents 
the percentage of correctly identified windows over all windows that were predicted to be of that category (i.e. 
precision).
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inter-quartile range: 1.42–1.48  ms1), (Fig. 4). All extracted digital gait biomarkers also differed significantly 
between individuals with different self-reported health levels (Table 3, Fig. 5) Post-hoc comparison between 
groups are presented in Supplementary Table S3. Finally, most extracted digital gait biomarkers, except longest 
walk duration and stride regularity (ICC 0.66 and 0.68 respectively), demonstrated good test–retest reliability 
(ICCs ranging from 0.71 to 0.89).

Discussion
The main aims of this study were to develop and validate digital gait biomarkers derived from a wrist-worn device 
using both laboratory-assessed and real-world data. We found our digital gait biomarkers demonstrated good 
test–retest reliability, strongly agreed with electronic walkway measurements of gait speed and self-reported pace 
and significantly discriminated between individuals with poor and good self-reported health. The algorithms 
were readily applied in the large UK Biobank database that collected 7-day wrist-sensor data indicating the good 
utility of these measures.

Figure 2.  An example of the time-series of the static noise-removed bandpass-filtered Euclidean norm of the 
acceleration vectors and autocorrelation functions for walking with arm-swing at slow, usual and fast paces.

Table 1.  Comparison of spatiotemporal gait parameters assessed by the wrist-worn sensors and the electronic 
walkway (n = 101 with 1487 walks). ms−1 m per second, s second, SD standard deviation.

Arm movement pattern while 
walking

GAITRite Steptime (s) Sensor-measured step time GAITRite walking speed  (ms−1) Sensor-measured walking speed

Mean ± SD
Mean absolute percentage 
error ± SD(%) Mean ± SD

Mean absolute percentage 
error  ± SD(%)

Arm-SWING 0.54 ± 0.07 4.8 ± 12.4 1.32 ± 0.29 4.4 ± 6.4

Hands in pocket 0.55 ± 0.07 1.4 ± 2.8 1.31 ± 0.26 3.1 ± 3.8

Texting 0.56 ± 0.08 1.2 ± 2.2 1.20 ± 0.27 3.4 ± 3.8

Phonecall 0.55 ± 0.13 1.7 ± 5.5 1.31 ± 0.26 3.4 ± 5.7

Shoulder bag 0.54 ± 0.06 1.4 ± 3.5 1.34 ± 0.25 3.0 ± 4.9

Briefcase 0.53 ± 0.07 2.4 ± 8.1 1.37 ± 0.27 3.8 ± 8.4
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The Watch Walk method presented in this paper enables the retrieval of digital gait biomarkers that sum-
marise walking speed, gait quality, walking patterns and the statistical distributions of gait measures in daily life. 
These digital gait biomarkers, commonly assessed through sensors located at inconvenient attachment sites (i.e. 
ankle and lower back), have been proven to accurately predict adverse health  events21,22 and used as surrogate 
endpoints in pharmaceutical  trials23. Watch Walk advances the range and depth of measures obtained from 
wrist-worn accelerometer measures, which have predominantly featured step-count24, vector magnitude as a 
proxy of physical activity  intensity11 and time spent in sleep, physical activity and sedentary  behaviours14. Watch 
walk builds on previous advances using wrist-worn sensors to estimate walking speed and  cadence19,20 through 
enhanced generalizability and new applications in large-scale activity monitoring. Considering that wrist-worn 
accelerometers are widely available, either incorporated in commercially-available smart-watches or measure-
ment tools in large longitudinal studies, our new method offers a practical tool to remotely monitor multiple 
aspects of mobility, which has been considered as the sixth vital  sign6, in a reliable, valid and cost-effective way.

Our study findings build on previous work undertaken in this field in several ways. First, despite daily-life 
gait parameters varying from day-to-day25, our results showed that most of the digital gait biomarkers computed 
as daily averages over seven-days have good test–retest reliability. This supports the continued use of seven-
day wrist-worn accelerometry measures that have high compliance in older  adults9 and are commonly used 
in physical activity  research26. Second, our classification accuracy for walking activities was above 91% which 
compares favourably with a previous activity classification algorithm proposed for the UK Biobank dataset (70% 
in the CAPTURE24 study)14. It is likely our higher accuracy was due to the use of 4-s window frames that better 
reflect the short walking bouts undertaken in daily  life27. Third, compared to previous studies that estimated 

Figure 3.  Relationship between wrist sensor and electronic walkway measured walking speed. N = 101 
with 1487 walks. Each individual dot represents an individual data point. Combined data from six walking 
conditions.

Table 2.  Maximal walking speed stratified by self-reported walking pace and self-rated health (n = 78,822). 
P-values of the Dunn post-hoc test between each group are all < 0.001. IQR Inter-quartile range, ms−1 m per 
second.

Maximal walking 
speed (arm-swing), 
 ms−1 Kruskal–Wallis test

Median IQR df Chi-square P-value

Pace

78,821 6643.7  < 0.001
Slow 1.39 1.38–1.42

Steady 1.42 1.40–1.46

Brisk 1.45 1.42–1.48

Self-reported health

78,821 2380.7  < 0.001

Excellent 1.44 1.41–1.48

Good 1.43 1.40–1.47

Fair 1.42 1.39–1.45

Poor 1.40 1.38–1.43
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walking speed/distance with wrist worn  accelerometers17,18, our development and technical validation study 
involved a substantially larger sample (101 participants), a wider age range of participants (19–81 years of age) 
and included more diverse walking activities and different hand positions while walking; all factors that provide 
greater external generalizability and reduce over-feeding bias. Finally, The Watch Walk method was developed 
with a hardware agnostic approach and the data format required (seven-day 100 Hz tri-axial wrist acceleration) 
has been widely utilized. Hence, it is applicable to not only the UK Biobank dataset, but also to other healthcare 
databases such as NHANES, as well as future studies using commercially available smartwatches.

We also acknowledge certain limitations. First, our measure of sensor-based walking speed was validated 
with an electronic walkway in a laboratory setting and daily-life activity classification was based on simulated, as 
opposed to real life, day-to-day activities. Second, it was not practical to use body-camera recordings to validate 
our activity classification schema in real-life due to the short timeframes and wide dispersion of the activity 
capture windows. Third, the digital gait biomarkers were not validated in participants who use walking aids, so 
such walks may have been missed. Finally, walking speed accuracy was lower for walks slower than 0.7  ms−1 and 
faster than 1.8  ms−1, i.e. beyond 2 standard deviations of mean gait-speed of older  adults28. Further studies are 
required to refine walking speed estimations at these extremes.

Future studies should investigate the clinical validity of these new digital gait biomarkers by: (1) developing 
normative values to provide a reference base to identify mobility impairments in clinical populations; (2) assess-
ing their predictive capabilities with regard to important clinical outcomes such as falls and fall-related injuries, 
frailty, cognitive impairment and mortality; and (3) using them to monitor the progression of chronic conditions 
and evaluate the effectiveness of interventions. The use of these practical and objective measurements of daily-
life mobility performance may also assist in the early detection of mobility decline to enable early interventions 
to maximise health and wellbeing.

Methods
Stage 1: development and initial evaluation of an activity classification schema and Watch 
Walk digital gait biomarker algorithms. Participants. One hundred and one participants aged 19–
81  years (mean 47 ± 18(SD)) (67% female) were recruited from two study sites through volunteer databases 
(HC190949) and online advertisements from 2020 to 2021: 51 in Sydney, Australia and 50 in Hong Kong, China. 
The participants’ mean height was 1.67 m (± 0.1 m) and their mean weight was 66 kg (± 14 kg). The methods 
were performed in accordance with relevant guidelines and regulations and approved by the Human Research 
Ethics Committees at the University of New South Wales (HC200839) and Caritas Institute of Higher Education 
(HRE210124).

All participants gave written informed consent prior to inclusion.

Assessments. Participants wore an AX3 data logger (Axtivity Limited, Newcastle upon Tyne, UK) on their 
dominant wrist, configured according to UK Biobank’s data collection protocol and were video-recorded while 
they undertook a series of mobility tasks. The AX3 data logger is a compact device (23 × 33 × 8 mm) weighing 

Figure 4.  Maxmial walking speed for people who reported slow, steady and brisk walking paces. N = 78,822. 
Individual dots at the upper and lower extreme, raw data outliers. Widths of the violin plots, kemel 
desnsities; Top and bottom of the violin plots, 1st and 99th percentiles; Top and bottom of the narrower boxs, 
mean ± standard deviation; Top and bottom of the widers box, 1st and 3rd Quartile; Notches of the wider box, 
95% confidence intervals of the population median; Black lines in the middle of the boxs, group medians; The 
asterisks in the middle of the boxes, group means.
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11 g that contains a tri-axial logging accelerometer. Acceleration data were sampled at 100 Hz with a range of ± 8 
gravitational acceleration units (g).

Participants first walked and ran on a 5.7 m electronic walkway (GAITRite, CIR Systems Inc. Franklin NJ, 
USA) at three paces (usual, slower than usual and faster than usual) for seven conditions (walking with arm 
swing, walking with hands in pockets, walking while texting, walking with a mobile phone held to the ear, walking 
while carrying a bag over the shoulder, walking while carrying a briefcase and jogging). Gait speed (metre per 
second), step time (second), step length (metre) and the standard deviation (SD) of step times were extracted 
using the GAITrite software.

Participants then performed a series of semi-structured daily-life activities in a set order in areas where they 
frequently encountered other people. No specific instructions were given as to how to perform the tasks, which 
included: sitting down and standing up from a chair; lying down and getting up from a mattress; walking along 
a corridor; taking an elevator; walking up and down stairs; writing, typing, reading a book and tying shoelaces 
while seated; and washing hands and rinsing a cup in the sink while standing. Wearable sensor data were syn-
chronised with the video data and manually annotated (e.g. marking the start and end-points of a walk with arm 
swing) by a trained exercise physiologist.

Table 3.  Summary statistics and test–retest reliability of digital gait biomarkers (n = 78,822). HR harmonic 
ratio, ICC intraclass correlation, IQR interquartile range, ms−1 m per second, s second, spm steps per minute. 
1 Count and proportion with Chi-Square p-value. 2 Median and Inter-quartile range with Kruskal–Wallis 
p-value; 3 Mean and standard deviation with ANOVA F-test p-value.

Self-rated Health
Excellent 
(N = 17,321)

Good 
(N = 47,305) Fair (N = 12,276) Poor (N = 1920)

Total 
(N = 78,822) p-value ICC

Demographics

Female, n (%) 9778 (56.5%) 26,051 (55.1%) 5988 (48.8%) 943 (49.1%) 42,760 (54.2%)  < .00011

Age 57.0 (49.0, 62.0) 58.0 (50.0, 63.0) 57.0 (50.0, 62.0) 56.0 (50.0, 61.0) 57.0 (50.0, 62.0)  < .00012

Gait quantity and its distribution

Steps per day 8671.4 (3273.21) 8111.6 (3261.81) 7089.0 (3275.40) 5666.1 (3209.29) 8015.7 (3321.01)  < .00013 0.83

Longest walk dura-
tion [s]

266.9 (172.6, 
399.2)

244.0 (152.0, 
373.7)

202.7 (121.6, 
324.6)

140.7 (77.3, 
249.3)

240.6 (148.0, 
370.7)  < .00012 0.66

Arm-swing propor-
tion [%] 79.3 (71.6, 86.1) 80.1 (72.5, 87.0) 81.4 (73.6, 88.2) 83.0 (75.3, 89.1) 80.2 (72.5, 87.1)  < .00012 0.89

Hands in pocket 
proportion [%] 4.2 (3.0, 5.9) 4.0 (2.8, 5.6) 3.7 (2.6, 5.3) 3.4 (2.3, 4.8) 4.0 (2.8, 5.6)  < .00012 0.78

Texting proportion 
[%] 8.3 (5.5, 11.6) 8.2 (5.4, 11.5) 8.0 (5.2, 11.4) 8.3 (5.2, 11.8) 8.2 (5.4, 11.5)  < .00012 0.88

Phone-call propor-
tion [%] 0.6 (0.2, 1.3) 0.5 (0.2, 1.3) 0.5 (0.2, 1.3) 0.5 (0.2, 1.3) 0.5 (0.2, 1.3)  < .00012 0.78

Shoulder-bag pro-
portion [%] 2.5 (1.1, 5.0) 2.2 (1.0, 4.5) 1.8 (0.8, 3.9) 1.3 (0.6, 2.9) 2.2 (1.0, 4.5)  < .00012 0.82

Briefcase proportion 
[%] 2.2 (1.0, 4.2) 2.0 (0.9, 3.9) 1.6 (0.7, 3.4) 1.1 (0.4, 2.7) 2.0 (0.9, 3.8)  < .00012 0.81

Step-walk gradi-
ent*100 − 111.6 (23.13) − 113.9 (23.99) − 116.6 (25.94) − 122.3 (28.59) − 114.0 (24.33)  < .00013 0.76

Walks ≤ 8 s [%] 54.3 (10.16) 55.3 (10.47) 56.7 (11.22) 60.5 (12.38) 55.4 (10.63)  < .00013 0.80

Walks ≤ 60 s [%] 94.9 (89.7, 98.0) 95.4 (90.3, 98.2) 96.0 (91.3, 98.6) 97.1 (92.8, 99.4) 95.4 (90.4, 98.3)  < .00012 0.75

Gait speed

Median (usual) 
 [ms−1] 1.33 (1.32, 135) 1.33 (1.31, 1.35) 1.32 (1.30, 1.34) 1.32 (1.30, 1.34) 1.33 (1.31, 1.35)  < .00012 0.86

95th 
percentile(maximal)
[ms−1]

1.44 (1.41, 1.48) 1.43 (1.40, 1.47) 1.42 (1.39, 1.45) 1.40 (1.38, 1.43) 1.43 (1.40, 1.47)  < .00012 0.85

Gait quality

Cadence median 
[spm] 105.9 (5.91) 105.0 (5.76) 103.8 (5.67) 102.4 (5.53) 105.0 (5.82)  < .00013 0.85

Cadence IQR [spm] 22.0 (4.42) 21.7 (4.43) 21.6 (4.59) 22.4 (5.15) 21.8 (4.48)  < .00013 0.77

Mode of step-time 
variability[s]

0.028 (0.018, 
0.041)

0.031 (0.02, 
0.045)

0.036 (0.022, 
0.051)

0.044 (0.028, 
0.061)

0.031 (0.020, 
0.045)  < .00012 0.77

8-step HR (arm-
swing) 1.39 (0.41) 1.36 (0.42) 1.31 (0.45) 1.17 (0.49) 1.36 (0.43)  < .00013 0.77

Step regularity (arm-
swing) [%] 66.4 (55.3, 76.0) 64.6 (53.2, 74.9) 61.5 (49.3, 72.8) 55.5 (43.1, 69.1) 64.4 (52.8, 74.8)  < .00012 0.71

Stride regularity 
(arm-swing) [%] 54.7 (42.6, 65.3) 53.1 (40.5, 64.6) 50.8 (37.5, 63.6) 44.3 (31.1, 59.4) 53.0 (40.2, 64.5)  < .00012 0.68
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Pre‑processing of data. A sample level Euclidean norm from the x/y/z axes acceleration vectors was  obtained29. 
Static noise was subsequently removed through subtracting the average signal amplitude over 60  s from the 
resulting Euclidean  norm29. A fifth order Butterworth low pass filter with a cut-off frequency of 20  Hz was 
applied to remove machine noise. A low pass filter with a frequency passband of 0.25 and 2.5 Hz was also applied 
to the Euclidean norm to facilitate acceleration signal peak  detection30. Subsequently, non-wear episodes and 
sleep period time windows were removed. Non-wear episodes were defined as consecutive stationary episodes 
that exceed 50 minutes with a standard deviation of 13 milli-gravity units or  less11. Sleep period time windows 
were identified using the method proposed by van Hees and  colleagues31. Acceleration vectors were separated 
into non-overlapping 4-s windows (rationale for this window size provided in supplementary material). A vec-
tor of 54-dimensional features was extracted from 99 features through backward selection of feature importance 
(Supplementary Table S1 and Supplementary Fig. S2). This included the mean, standard deviation, 25th, 50th, 
75th percentile of the static-block-removed and crude Euclidean norms of the acceleration signal respectively. It 
also included the correlation coefficients between the local x, y, and z accelerations and the normalized autocor-
relation coefficient, the ratio between the 1st-2nd and 1st-3rd autocorrelation values and time-lag.

Activity classification. The activity classification algorithms were trained and validated using the Matlab Statis-
tics and Machine Learning Toolbox version 11.6. Support vector machines (SVMs) were used for a multi-class 
classification of activities, as it has been demonstrated to be highly accurate and robust in activity  recognition32. 
Initially, six activity categories were trained: (1) walking with arm-swing; (2) other complex walking; (3) run-
ning; (4) stationary (which includes windows that captured travelling in vehicles); (5) unspecified arm activi-
ties while standing/ sitting; and (6) unspecified arm activities while walking. The second refined classification 
separated windows under “Other complex walking” into the five annotated sub-categories: (a) walking with 
hands in pockets; (b) walking while texting; (c) walking with a mobile phone held to the ear; d) Walking while 
carrying a bag over the shoulder; and (e) walking while carrying a briefcase/grocery bag. Activity classification 
was trained with ten-fold cross validation with data partitioning at individual-level. This is arranged to avoid 
over-estimation of prediction accuracy from intra-class correlation. The activity categories are described in Sup-
plementary Table S2.

Extraction of the Watch Walk digital gait biomarkers. Gait quantity and its distribution. In periods classified 
as walking, steps were detected with bandpass filtered acceleration local maxima and local minima. Local max-
ima and local minima were checked to ensure they were alternating, aligned with autocorrelation-estimated step 
time and were higher/lower than the adaptive thresholds  respectively29. Details of the step-detection process is 
summarised in Fig. 6. Total step count was defined as the total number of steps detected per day and the longest 
walking bout was defined as the duration of the largest number of consecutive walking windows. The proportion 
of duration in walking with arm-swing to the total duration of all forms of walking were extracted. The distri-
bution between number of walks and the steps per walk were obtained by fitting a linear model to the log–log 

Figure 5.  Maximal walking speed for people who reported poor, fair and good and excellent health. 
N = 78,822. Individual dots at the upper and lower extreme, raw data outliers. Widths of the violin plots, kemel 
desnsities; Top and bottom of the violin plots, 1st and 99th percentiles; Top and bottom of the narrower boxs, 
mean ± standard deviation; Top and bottom of the widers box, 1st and 3rd Quartile; Notches of the wider box, 
95% confidence intervals of the population median; Black lines in the middle of the boxs, group medians; The 
asterisks in the middle of the boxes, group means. ms−1 metre per second.
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transformed data. A steeper slope (β1) represents that more short walks and fewer longer walks were performed. 
Gait quantity was also quantified through the cumulative exposure of walking durations (equation below)33.

The percentage of walks of less than (1) 7 s and (2) 60 s were extracted. Total minutes of running per day was 
obtained through the activity classification process.

Xi =
�d for d ≤ di

�d
∗ 100%

Figure 6.  Hierarchical framework of digital gait biomarker extraction (Stage 1).
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Gait speed. Average walking speed in each 4-s window was estimated through fitting a Medium Gaussian 
SVM regression model (10-fold validation) with (1) height of the  participant34, (2) interquartile range and (3) 
median of the Static-block-removed Euclidean norm of acceleration signal, (4) mean of crude Euclidean norm 
of acceleration signal, (5) mean step time within the window and correlation coefficients between acceleration 
signal in (6) x- /y- axes and (7) x- /z- axes. The median, 95th percentile and interquartile range of walking speed 
in a 24-h period were extracted. Median walking speed represents the usual walking speed in daily life. The 95th 
percentile of walking speed represents the maximal walking speed in daily life with outliers excluded, which 
reflects an individual’s optimal gait performance better than medium  values35.

Gait quality. Walks were further regrouped into 8-step episodes. Walks longer than the cut-off were separated 
into smaller parts. For example, a walk with 18 steps was separated into 1st to 8th steps, 9th to 16th steps and 
with the 17th and 18th steps truncated. Cadence was obtained through measuring the time required for an 
8-step episode. The standard deviation of step times was used to quantify step-time variability. A log-normal 
model was fitted to the distribution to extract the mode (equation below).

Eight-step harmonic ratios were defined as the repeating patterns in the Euclidean norm acceleration (stabilis-
ing peaks) over the incomplete patterns (destabilising troughs) implemented with a fast Fourier  transform36. The 
8-step harmonic ratio has demonstrated good test–retest reliability (ICC = 0.72) and perform better in identify-
ing fall risk when compared to the traditional (2-step) harmonic ratio. Step and strike regularity were extracted 
through autocorrelation. The first and second peaks of autocorrelation values indicate correlation between steps 
and between strides respectively and were subsequently normalized through dividing by auto-correlation value 
at zero time-lag. Hence the resulting parameters vary only from − 1 to + 1.

Further details of the gait quality biomarkers have been reported by Brodie et al.33 in their study on remote 
monitoring with pendent devices.

Statistical analysis. Pre-processing, algorithm development and parameter extraction were completed in 
MATLAB, version R2019b. The hierarchical framework of the extraction process is presented in Fig. 6. The accu-
racy of the activity classification algorithms was examined with ten-fold validation, using the annotated class 
of the walking and running trials on the electronic walkway, the semi-structured daily-life activity routine and 
vehicle passenger episodes as the ground truth activities. Sensitivity and precision of each class were presented 
along with confusion matrixes. The criterion validity of the Walk Watch step time and walking speed biomark-
ers were tested against the corresponding measurements from the electronic walkway and reported as mean 
absolute percentage error (MAPE).

Stage 2: test–retest reliability and convergent validity of the digital gait biomarkers with re‑
spect to self‑reported walking pace and health. Participants. Participants for stage 2 comprised 
78,822 participants from the UK biobank. Participants were instructed to wear an AX3 data logger over their 
dominant wrist for seven days in 2013. They aged 46–77 years (Median 64, IQR 57–69) (56% female). Ethical 
approval for UKBiobank data transfer and analysis was obtained from the NHS National Research Ethics Service 
(Ref 11/NW/0382). Participant flow is presented in Supplementary Fig. S1.

Data quality and exclusions. Accelerometry data were excluded if considered to be of low quality by the UK 
Biobank accelerometer working group due to: (1) the data were collected with accelerometers that were poorly 
calibrated; (2) the accelerometry data were of an abnormal size; and/or (3) the data collection period contained 
a daylight savings transition. In addition, we used only participant data with 24-h sensor wear-time for five or 
more days with at least one walking bout and complete self-reported walking pace and self-rated health data.

Statistical analysis. Test–retest reliability of the Watch Walk digital gait biomarkers were examined with intra-
class correlation coefficients (2-way random effects, absolute agreement, mean of multiple measurements) for 
seven consecutive days. The Watch Walk digital gait biomarkers were contrasted between participants self-rated 
health status using the Kruskal–Wallis test and Dunn post-hoc test for non-parametric continuously scaled data; 
ANOVA and Tukey post-hoc test for parametric continuously scaled data; and chi square test for contingency 
tables for categorical data. The maximal walking speed was compared among participants who reported slow, 
average and brisk walking paces with Kruskal–Wallis test, with post hoc comparisons performed with the Dunn 
post-hoc test.

Data availability
Publicly available data from the UK Biobank data are available through procedures described at http:// www. ukbio 
bank. ac. uk/ using- the- resou rce/. Digital Gait Biomarkers data will be returned to UK Biobank within 6 months 
after publication of this paper.

Received: 28 May 2022; Accepted: 12 September 2022

References
 1. Althoff, T. et al. Large-scale physical activity data reveal worldwide activity inequality. Nature 547, 336–339 (2017).

Mode = eµ−σ 2

http://www.ukbiobank.ac.uk/using-the-resource/
http://www.ukbiobank.ac.uk/using-the-resource/


10

Vol:.(1234567890)

Scientific Reports |        (2022) 12:16211  | https://doi.org/10.1038/s41598-022-20327-z

www.nature.com/scientificreports/

 2. Rochester, L. et al. A roadmap to inform development, validation and approval of digital mobility outcomes: The mobilise-D 
approach. Digital Biomark. 4(suppl 1), 13–27 (2020).

 3. Piau, A., Wild, K., Mattek, N. & Kaye, J. Current state of digital biomarker technologies for real-life, home-based monitoring of 
cognitive function for mild cognitive impairment to mild Alzheimer disease and implications for clinical care: Systematic review. 
J. Med. Internet Res. 21, e12785 (2019).

 4. Brodie, M. A. et al. Wearable pendant device monitoring using new wavelet-based methods shows daily life and laboratory gaits 
are different. Med. Biol. Eng. Compu. 54, 663–674 (2016).

 5. Young, Y., Boyd, C. M., Guralnik, J. M. & Fried, L. P. Does self-reported function correspond to objective measures of functional 
impairment?. J. Am. Med. Dir. Assoc. 11, 645–653 (2010).

 6. Fritz, S. & Lusardi, M. White paper: “walking speed: The sixth vital sign”. J. Geriatr. Phys. Ther. 32, 2–5 (2009).
 7. Fisher, S. R., Graham, J. E., Ottenbacher, K. J., Deer, R. & Ostir, G. V. Inpatient walking activity to predict readmission in older 

adults. Arch. Phys. Med. Rehabil. 97, S226-231 (2016).
 8. Paluch, A. E. et al. Steps per day and all-cause mortality in middle-aged adults in the coronary artery risk development in young 

adults study. JAMA Netw. Open 4, e2124516–e2124516 (2021).
 9. Keogh, A., Dorn, J. F., Walsh, L., Calvo, F. & Caulfield, B. Comparing the usability and acceptability of wearable sensors among 

older irish adults in a real-world context: Observational study. JMIR Mhealth Uhealth 8, e15704 (2020).
 10. Huberty, J., Ehlers, D. K., Kurka, J., Ainsworth, B. & Buman, M. Feasibility of three wearable sensors for 24 hour monitoring in 

middle-aged women. BMC Womens Health 15, 55 (2015).
 11. Doherty, A. et al. Large scale population assessment of physical activity using wrist worn accelerometers: The UK biobank study. 

PLoS ONE 12, e0169649 (2017).
 12. Leroux, A. et al. Organizing and analyzing the activity data in NHANES. Stat. Biosci. 11, 262–287 (2019).
 13. Innerd, P. et al. A comparison of subjective and objective measures of physical activity from the Newcastle 85+ study. Age Ageing 

44, 691–694 (2015).
 14. Willetts, M., Hollowell, S., Aslett, L., Holmes, C. & Doherty, A. Statistical machine learning of sleep and physical activity phenotypes 

from sensor data in 96,220 UK Biobank participants. Sci. Rep. 8, 7961 (2018).
 15. Chu, A. H. et al. Comparison of wrist-worn Fitbit Flex and waist-worn ActiGraph for measuring steps in free-living adults. PLoS 

ONE 12, e0172535 (2017).
 16. Tudor-Locke, C., Barreira, T. V. & Schuna, J. M. Jr. Comparison of step outputs for waist and wrist accelerometer attachment sites. 

Med. Sci. Sports Exerc. 47, 839–842 (2015).
 17. Trong Bui, D., Nguyen, N.D. & Jeong, G.-M. A Robust step detection algorithm and walking distance estimation based on daily 

wrist activity recognition using a smart band. Sensors 18, 2034 (2018).
 18. Bertschi, M., et al. Accurate walking and running speed estimation using wrist inertial data. Annual International Conference 

of the IEEE Engineering in Medicine and Biology Society. IEEE Engineering in Medicine and Biology Society. Annual International 
Conference 2015, 8083–8086 (2015).

 19. Fasel, B. et al. A wrist sensor and algorithm to determine instantaneous walking cadence and speed in daily life walking. Med. Biol. 
Eng. Compu. 55, 1773–1785 (2017).

 20. Soltani, A., Dejnabadi, H., Savary, M. & Aminian, K. Real-world gait speed estimation using wrist sensor: A personalized approach. 
IEEE J. Biomed. Health Inform. 24, 658–668 (2020).

 21. Chan, L.L.Y., van Schooten, K.S., Lord, S.R., Delbaere, K. & Brodie, M. Short daily-life walking bouts and poor self-reported health 
predict the onset of depression in community-dwelling older people: A 2-year longitudinal cohort study. J. Am. Med. Direct. Assoc. 
(2022).

 22. van Schooten, K. S. et al. Ambulatory fall-risk assessment: Amount and quality of daily-life gait predict falls in older adults. J. 
Gerontol. Ser. A 70, 608–615 (2015).

 23. Henderson, E. J. et al. Rivastigmine for gait stability in patients with Parkinson’s disease (ReSPonD): A randomised, double-blind, 
placebo-controlled, phase 2 trial. Lancet Neurol. 15, 249–258 (2016).

 24. Saint-Maurice, P. F. et al. Association of daily step count and step intensity with mortality among US adults. JAMA 323, 1151–1160 
(2020).

 25. Lord, S., Howe, T., Greenland, J., Simpson, L. & Rochester, L. Gait variability in older adults: A structured review of testing protocol 
and clinimetric properties. Gait Posture 34, 443–450 (2011).

 26. Arvidsson, D., Fridolfsson, J. & Börjesson, M. Measurement of physical activity in clinical practice using accelerometers. J. Intern. 
Med. 286, 137–153 (2019).

 27. Mannini, A., Intille, S. S., Rosenberger, M., Sabatini, A. M. & Haskell, W. Activity recognition using a single accelerometer placed 
at the wrist or ankle. Med. Sci. Sports Exerc. 45, 2193–2203 (2013).

 28. Kasović, M., Štefan, L. & Štefan, A. Normative data for gait speed and height norm speed in ≥ 60-year-old men and women. Clin. 
Interv. Aging 16, 225–230 (2021).

 29. Cho, Y., Cho, H. & Kyung, C. Design and implementation of practical step detection algorithm for wrist-worn devices. IEEE Sens. 
J. 16, 7720–7730 (2016).

 30. Trong Bui, D., Nguyen, N.D. & Jeong, G.-M. A Robust step detection algorithm and walking distance estimation based on daily 
wrist activity recognition using a smart band. Sensors (Basel) 18, 2034 (2018).

 31. van Hees, V. T. et al. Estimating sleep parameters using an accelerometer without sleep diary. Sci. Rep. 8, 12975 (2018).
 32. Nguyen, N. D., Truong, P. H. & Jeong, G. M. Daily wrist activity classification using a smart band. Physiol. Meas. 38, L10-l16 (2017).
 33. Brodie, M. A., Lord, S. R., Coppens, M. J., Annegarn, J. & Delbaere, K. Eight-week remote monitoring using a freely worn device 

reveals unstable gait patterns in older fallers. I.E.E.E. Trans. Biomed. Eng. 62, 2588–2594 (2015).
 34. Tian, Q., Salcic, Z., Wang, K. I. & Pan, Y. A multi-mode dead reckoning system for pedestrian tracking using smartphones. IEEE 

Sens. J. 16, 2079–2093 (2016).
 35. Rispens, S. M. et al. Do extreme values of daily-life gait characteristics provide more information about fall risk than median 

values?. JMIR Res. Protocols 4, e4 (2015).
 36. Brodie, M. A., Menz, H. B., Smith, S. T., Delbaere, K. & Lord, S. R. Good lateral harmonic stability combined with adequate gait 

speed is required for low fall risk in older people. Gerontology 61, 69–78 (2015).

Acknowledgements
This study was conducted using the UK Biobank Resource under Application Number 56109. This research 
includes computations using the computational cluster Katana supported by Research Technology Services 
at UNSW Sydney. This work was supported by an Australian Government Research Training Program (RTP) 
Scholarship.

Author contributions
L.C. conceived and designed the study, collected the data, performed the analysis and wrote the paper. T.C. col-
lected the data, contributed analysis tools and contributed to the writing. S.L. conceived and designed the study, 



11

Vol.:(0123456789)

Scientific Reports |        (2022) 12:16211  | https://doi.org/10.1038/s41598-022-20327-z

www.nature.com/scientificreports/

contributed analysis tools and wrote the paper. M.B. conceived and designed the study, contributed analysis 
tools, performed the analysis and wrote the paper.

Competing interests 
The authors declare no competing interests.

Additional information
Supplementary Information The online version contains supplementary material available at https:// doi. org/ 
10. 1038/ s41598- 022- 20327-z.

Correspondence and requests for materials should be addressed to S.R.L.

Reprints and permissions information is available at www.nature.com/reprints.

Publisher’s note Springer Nature remains neutral with regard to jurisdictional claims in published maps and 
institutional affiliations.

Open Access  This article is licensed under a Creative Commons Attribution 4.0 International 
License, which permits use, sharing, adaptation, distribution and reproduction in any medium or 

format, as long as you give appropriate credit to the original author(s) and the source, provide a link to the 
Creative Commons licence, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the 
material. If material is not included in the article’s Creative Commons licence and your intended use is not 
permitted by statutory regulation or exceeds the permitted use, you will need to obtain permission directly from 
the copyright holder. To view a copy of this licence, visit http:// creat iveco mmons. org/ licen ses/ by/4. 0/.

© The Author(s) 2022, corrected publication 2023

https://doi.org/10.1038/s41598-022-20327-z
https://doi.org/10.1038/s41598-022-20327-z
www.nature.com/reprints
http://creativecommons.org/licenses/by/4.0/

	Development and large-scale validation of the Watch Walk wrist-worn digital gait biomarkers
	Results
	Discussion
	Methods
	Stage 1: development and initial evaluation of an activity classification schema and Watch Walk digital gait biomarker algorithms. 
	Participants. 
	Assessments. 
	Pre-processing of data. 
	Activity classification. 
	Extraction of the Watch Walk digital gait biomarkers. 
	Gait quantity and its distribution. 
	Gait speed. 
	Gait quality. 


	Statistical analysis. 
	Stage 2: test–retest reliability and convergent validity of the digital gait biomarkers with respect to self-reported walking pace and health. 
	Participants. 
	Data quality and exclusions. 
	Statistical analysis. 


	References
	Acknowledgements


