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Abstract: This article covers the suitability to measure gait-parameters via a Laser Range Scanner
(LRS) that was placed below a chair during the walking phase of the Timed Up&Go Test in a cohort
of 92 older adults (mean age 73.5). The results of our study demonstrated a high concordance of
gait measurements using a LRS in comparison to the reference GAITRite walkway. Most of aTUG’s
gait parameters demonstrate a strong correlation coefficient with the GAITRite, indicating high
measurement accuracy for the spatial gait parameters. Measurements of velocity had a correlation
coefficient of 99%, which can be interpreted as an excellent measurement accuracy. Cadence showed
a slightly lower correlation coefficient of 96%, which is still an exceptionally good result, while step
length demonstrated a correlation coefficient of 98% per leg and stride length with an accuracy of
99% per leg. In addition to confirming the technical validation of the aTUG regarding its ability
to measure gait parameters, we compared results from the GAITRite and the aTUG for several
parameters (cadence, velocity, and step length) with results from the Berg Balance Scale (BBS) and the
Activities-Specific Balance Confidence-(ABC)-Scale assessments. With confidence coefficients for BBS
and velocity, cadence and step length ranging from 0.595 to 0.798 and for ABC ranging from 0.395 to
0.541, both scales demonstrated only a medium-sized correlation. Thus, we found an association
of better walking ability (represented by the measured gait parameters) with better balance (BBC)
and balance confidence (ABC) overall scores via linear regression. This results from the fact that the
BBS incorporates both static and dynamic balance measures and thus, only partly reflects functional
requirements for walking. For the ABC score, this effect was even more pronounced. As this is to our
best knowledge the first evaluation of the association between gait parameters and these balance
scores, we will further investigate this phenomenon and aim to integrate further measures into the
aTUG to achieve an increased sensitivity for balance ability.

Keywords: timed “Up & Go” test; TUG; laser ranged scanner; automated assessment; spatio-
temporal gait parameter
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1. Introduction

The process of aging is accompanied by a loss of physical capabilities and, conse-
quently, a loss of function [1]. While this process is, to a certain degree, inevitable, it is
amplified by the often simultaneous presence of chronic diseases, a phenomenon termed
“multimorbidity” [2]. Multimorbidity is related to frailty [3]. Frailty was first described by
Fried et al. (2001) as a clinical syndrome with the presence of one or more of five defined
conditions (unintentional weight loss, self-reported exhaustion, muscle weakness, slow
walking speed and low physical activity) [4]. While the presence of one or two of these
conditions is labelled as pre-frailty, the simultaneous presence of three or more condi-
tions is defined as frailty. With a prevalence of up to 58%, frailty is a challenge in ageing
societies [5].

Frailty is associated with several negative developments for older people, among
them restrictions in activities of daily living (ADL) [6–8], cognitive decline [9,10], and
lower levels of quality of life (QoL) [8,11]. Furthermore, frailty leads to a higher fall
risk [12] and higher levels of fear of falling [13], both of whom are known to lead to a
further decline in physical activity [14]. Additionally, frailty is associated with an increased
risk of post-surgical complications [15,16], and overall mortality [17]. However, current
evidence suggests that increasing physical activity (PA) can reverse frailty [18], a decline in
physiological performance [18], and contributes to the prevention of falls [19,20].

Consequently, a sizable number of frailty assessments were developed [21], of which
virtually all incorporate measurements of function and mobility due to the central role these
factors play in the development and treatment of frailty. Therefore, measuring function
and mobility plays a central role in detecting frailty in older people. Fried et al. used the
term “slowness” in their approach to evaluate gait speed (GS) [4]. GS is an important
functional parameter with lower speed being associated with disability, cognitive decline,
falls, hospitalization and mortality [22,23]. However, GS as a single measurement factor
for the identification of frailty lacks validity [24]. Consequently, more detailed analyses of
specific gait parameters have been evaluated for their ability to detect functional decline and
frailty. In this, factors such as cadence, as well as step and stride length have been discussed
as potential parameters to identify older people with frailty or at risk of falls [25,26].
Another valid option to measure mobility in older people is the Timed Up&Go (TUG)
test [27]. The TUG is a widespread instrument for mobility assessment in geriatrics and has
been recommended for the management of frailty by the British Geriatrics Society [28] as
well as for preoperative assessments of geriatric assessments [29]. When measuring TUG,
duration to complete the TUG with longer times tend to indicate mobility restrictions [27].

Results from the TUG can predict functional decline and frailty in older people [30]
and can be used as part of a frailty screening tool for predicting postoperative complications [31].
Additionally, subtasks of the TUG, such as chair-rising, sitting, walking, and turning, can
be measured separately while performing the TUG to enhance measurement precision as
proposed by Botolfsen et al. (2008) [32].

However, although the TUG is quick and easy to perform, it still requires a trained
assessor. Automated measurements of the TUG, in comparison, would allow for repeated
measurements e.g., in the living environment of an older person to be able to detect early
signs of decline.

With the validity of the TUG for age-related functional-decline and fall risk being
confirmed, various technical-supported test systems have been proposed and validated
to measure TUG times and associated gait parameters. Technical support systems for
the TUG can be categorized according to the type of sensors used [33]. Inertial sensors,
placed at the feet or the hip, have been used to measure the TUG and their suitability is
confirmed [34–36]. Also, depth image cameras (such as the Kinect) have been validated to
measure gait-parameters such as number of steps (step-count), step length, step duration,
cadence, and gait velocity to cluster fallers from non-fallers [37].

Generally, the use of technical support systems for the TUG demonstrate distinctive
advantages beyond automated report generation. Dibble et al. (2006) reported an improved
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inter-tester reliability [38] when using automated measurements. Furthermore, as gait
parameters such as cadence [39] or step length [40] can provide additional information on
functional ability, automated systems should be able to identify such parameters. However,
the use of such technical measurement systems have their own challenges. Camera-based
systems have certain requirements to provide reliable data, such as a clear view and a
minimum distance to the measurement subject [41]. Provision of such requirements can be
quite challenging [42]. In contrast, the use of wearable devices provide their own challenges
regarding handling [33]. Thus, technology-based systems for TUG measurements that
avoid such challenges or provide easy-to-use solutions for these problems are still missing.

Consequently, we have proposed an ambient measurement system to measure the
TUG-the “ambient TUG (aTUG) chair” (see Figure 1a) [43]. The aTUG chair integrates light
barriers (LB), force sensors (FS) and a Laser Range Scanner (LRS) into a standard chair used
routinely in medical settings. Using these sensors, the chair can automatically measure the
total duration of the TUG.

(a) (b)

Figure 1. The aTUG chair as (a) conceptual design and (b) the prototype, used in the study.

The aTUG’s validity to measure step length and step duration was initially confirmed
within a trial with 7 participants [44]. In addition, the aTUG’s validity to measure total
TUG duration via light barriers with a root mean squared error (RMSE) of 0.83 s and force
sensors of 0.90 s was confirmed [45] in a clinical trial with 100 older adults with a mean age
of 74 years. However, the validity to detect gait parameters via the integrated LRS for this
geriatric cohort has not been confirmed yet.

For a similar LRS-based TUG system [46] the validity to measure walking speed (m/s),
cadence (step/s), stride length (m), step length (m) and step width (m) has been evaluated
with 7 young adults. Its validity to measure stride length and walking speed was confirmed
in a pilot study with 16 older adults (mean age of 78.1 years) [47]. The system has been
further-on evaluated regarding its suitability to detect mild cognitive impairment via a
Mini-Mental State Examination (MMSE), using a cut-off value of 26, with 63 older adults
(mean age 73.0 years) [48].

In addition, the validity to extract spatio-temporal gait parameters via LRS on a longer
distance (e.g., a 4.8 m walking test) by applying LRS sensors at both ends of a walkway
have been successfully evaluated in a study with ten healthy adults [49]. Therefore, as well
the validity of the approach to extract stance, swing, stride, and double support times as
well as stride and step-lengths were shown.

However, an evaluation of aTUG’s LRS sensor validity to measure spatio-temporal gait
parameters and their correlation with well-established geriatric tests for a representative
study cohort is still missing. To address this gap, this paper aims to validate the measured
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gait parameters in a representative geriatric cohort. Furthermore, we investigate the
correlation among the resulting gait-parameters and well-established geriatric tests.

2. Materials and Methods
2.1. Composition of the aTUG Chair

The aTUG chair consists of a commercially available medical chair (Figure 1b), with
integrated infrared light barriers (LBs) (as C and D), force sensors (FSs) (as B) (one at each
leg of the chair) and a laser ranged scanner (LRS) (as part of E). The LRS is placed below the
seating of the chair (Figure 1a). As LRS, a Hokuyo UTM-30LX is used which has a detection
range of 0.1 to 30 m and 270◦ and scans in 0.25◦ steps with a frequency of 40 Hz per scan.
The LRS measures distances to obstacles gradiently on the horizontal plane which is well
suited to estimate leg positions. A control box (E) was located under the seat containing
the amplifiers for the pressure sensors, a micro-controller board for signal processing and
controlling the LB, a power supply and the LRS. Figure 1b shows the applied prototype.
For the study, a visible marker was attached to the floor three metres from the chair.

2.2. Computation of aTUG Gait Parameters

The computation of the spatio-temporal gait parameters was conducted based on the
work of Perry et al. (2010) [50] in accordance with the equations described by Frenken et al.
(2012) [51]. The respective parameters are are summarized in Figure 2 and Table 1. With
steps and stance/swing phases being calculated for each foot, additional parameters such
as gait speed, cadence and step length were calculated accordingly.

Figure 2. Gait cycle with corresponding events (along with a typical ratio-timing based on occurrence
within a gait cycle) and corresponding phases; black shoe represents right foot (own depiction based
on [52]).

Table 1. Considered gait parameters and corresponding algorithms; based on [50,52].

Gait Parameter Description Algorithm Separately Per Foot

Step length [m]

Distance between the toe of one foot
to the heel of the next one along

walking direction (see left and right
step in Figure 2)

distance passed from toe off to
initial contact. x

Cadence [1/min] Step frequency number of steps/time [min]

Velocity [m/min] Gait speed
distance [m]/time [min] =

stride_length [m] × cadence
[1/min]/ 2

Stride length [m]

Distance from one foot hitting the
ground to its next ground contact (see

full gait cycle shown in Figure 2 as
example for right stride).

step_lengthLeft + step_lengthRight x
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The measured spatio-temporal gait parameters were then summarized by the aTUG
system within a test-specific pdf (Latex) document, from where they were extracted for
evaluation purposes.

2.3. Study Design and Recruitment

This study was designed as a cohort study with two measurement points at day
one and day 30. A sample size calculation (SSC) was performed based on the method
presented by Li and Fine [53] for comparing the sensitivity and specificity of the aTUG
in respect of its ability to predict falls, with α = 0.05 and β = 0.2. Using this calculation,
we needed 90 subjects and assumed a 10–20% dropout rate. We therefore aimed to recruit
110 participants.

Participants consisted of older adults aging 55+ years with mobility limitations (de-
fined by a TUG of >15 s). Geriatric research often has a much higher minimum age defined;
however, our aim was to achieve higher levels of variability in the measurements. For this
reason, we defined 55 years as minimum age. Moreover, we included participants with mo-
bility restrictions as they represent the target cohort during the development of the aTUG
chair. In accordance with the available multifarious literature on TUG thresholds to detect
mobility limitations, we selected a threshold of >15 s for our study as this was the threshold
used in the geriatric hospital where the majority of participants were recruited. Recruitment
took place in a large geriatric hospital, senior residences in the vicinity of the hospital, and
by bulletins and emails sent to assisted-living facilities, providing details of the study. In
the latter case, contact to the study team was initiated by the potential participants.

Verbal and written information was provided to all potential participants and all
participants signed a written informed consent form before study measurements started.
Inclusion and exclusion criteria were checked at the start of the first visit. In addition
to age and mobility limitation, inclusion criteria for the study consisted of the ability to
communicate verbally and to follow instructions, the ability to walk independently for six
metres and to stand up (walking aids were allowed). Exclusion criteria were defined as the
inability to walk or total dependence on a walking frame or walker, a body weight of more
than 120 kg, severe affective or cognitive deficits according to medical records (Mini-Mental
State Examination [MMSE] <24 and/or documented psychological conditions resulting
in professional treatment or according to the responsible neuropsychologist), severe or
unstable medical conditions, neurologic conditions and persons held in custody.

The trial received ethical approval from the ethics committee of Berlin and was
registered at the Federal Institute for Drugs and Medical Devices (BfArM) and the German
Institute of Medical Documentation and Information (DIMDI). The trial has the EUDAMED-
number CIV-11-08-001887 and the DIMDI-number 00018377.

2.4. Measurements and Assessments

We planned 2 visits with all participants, with both visits being approximately 30 days
apart from each other. At both visits the exact same measurement protocol was performed,
consisting of the TUG and aTUG; and a gait analysis using the GAITRite® walkway system
were performed. Additional measurements were taken to evaluate balance ability as well
as balance confidence, using the Berg Balance Scale (BBS), the Activities-Specific Balance
Confidence-(ABC)-Scale, and the Tinetti Test (TT).

To investigate the validity of aTUG’s LBs and FSs to measure the overall TUG duration,
TUG and aTUG tests were performed. TUG and aTUG-times were measured in parallel
within one test performance of a participant, with each participant performing two laps.
Participants started seated in a chair and stood up upon a signal. They then walked 3 m,
turned around, returned to the chair, and sat down again. During both laps, the TUG was
measured by an assessor using a stopwatch while the aTUG-times were recorded via the
aTUG sensors simultaneously. Participants were instructed to walk at their comfortable
walking pace while performing the TUG and they had one training lap before the actual
measurement laps began. Between both measurement laps, participants had a rest of at
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least three minutes. The rest-duration was extended if the patient deemed it necessary
or when showing visible signs of exertion. The findings of this study-aspect have been
already reported in [45].

To study the validity of the spatio-temporal parameters as recorded by aTUG’s LRS,
all participants completed two additional laps of synchronized measurements of a gait
analysis using the GAITRite® walkway system (CIR Systems Inc., Peekskill, NY, USA) and
the aTUG chair. For this, the aTUG-chair was placed directly behind the GAITRite®. The
GAITRite® consists of a sensor-based floor mat able to measure gait parameters such as
gait velocity and cadence, step time and length and single support /double support time
ratio. The GAITRite® is a widespread and valid tool for measuring gait parameters [54]
with an excellent agreement of measurements in comparison with optical motion analysis
systems such as Vicon, which must be considered to be the current gold standard for motion
analysis [55]. During the gait analysis, participants started the measurement in front of
the aTUG chair. Upon a signal, they started to walk along the walkway in their preferred
gait speed until they left the walkway. The measurement was repeated after a short break.
Both system times were synchronized in post-processing via a custom synchronisation-tool
to provide synchronized timestamps. In contrast to the TUG-measurements, participants
did not turn around but rather extended the walking phase to the end of the GAITRite®.
This adjustment was necessary as the GAITRite® was only able to measure unidirectional
walks and the turning and walk-back phases could not be recorded by the GAITRite®. The
measurement was repeated after a short break.

After completing the gait analysis, participants performed additional geriatric assessments:

• The Berg Balance Scale (BBS) is a 14-item test battery for assessing balance and mobility
in older people. Each item is rated between 0 and 4 points, leading to total of 0 to 56
points [56].

• The Tinetti Test (TT) [57] measures static and dynamic balance ability and consists of
20 items that are either rated dichotomous or on a scale between 0 and 2 points. The
total score of the TT has a range between 0 and 28 points.

• The Activities-Specific Balance Confidence-(ABC)-Scale [58] consists of 16 items asking
participants about their confidence in performing certain activities of daily living
without losing their balance. While the original scale asked participants to rate their
confidence for each item as a percentage value, Filatrault et al. (2007) established
a simplified version of the ABC-scale with a 0–3-point-Likert scale, with 3 points
representing a participant being “very confident” to maintain balance in a given task
and 0 points being “not at all confident” [59]. In this study, we used the validated
German version of the ABC scale [60] with the 4-point-Likert scale. For all additional
tests, higher results represent better functional ability and less disability.

Sociodemographic variables and present chronic conditions were documented. All
assessments were performed according to a standardized protocol.

2.5. Data Pre-Processing and Statistical Analysis

Measurements of the aTUG SLR and the GAITRite® were exported as csv files (cov-
ering measured velocity, cadence, and leg-specific averaged step lengths, stride lengths,
stance times, and swing times per walk). To assure comparability among aTUG and
GAITRite® measures, for the aTUG only the steps of the initial walking-direction were con-
sidered. Per subject, a list of all walks measured by GAITRite® and the aTUG was extracted
from the respective export files. Recorded walks among both systems were matched based
on the subject identifier and the synchronized times. Therefore, the clock-synchronisation
was applied. Recordings of the walks among the GaitRite® and the aTUG were treated
as correctly synchronized if start times of recordings among both systems fell within an
additional 2-min variation.

Per correctly synchronized walks, the gait parameters were calculated via aTUG’s
signal-processing chain. Afterwards, the parameters’ error statistics were calculated as
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mean, SD, min, max and quartiles per considered walk. Within, the error was calculated
via following formula was used: error = abs (GAITRite_value – aTUG_value)

Subsequently, each parameter was evaluated using the Spearman correlation coeffi-
cient of both systems as some variables were not normal distributed. In addition, Spearman
correlation coefficients and scatter plots were calculated for the measured gait parameters
and ABC and BBS scores, respectively.

The computations were conducted via Python and the NumPy and Pandas libraries.

3. Results
3.1. Study Sample

The included cohort consisted of 94 participants who recorded a total of 188 walks.
Most of the participants conducted 2 walks as per protocol. However, the number of
recorded walks per participant ranged between 1 and up to 5 walks. Out of the 188 walks,
24 recordings (12.7%) were compromised and could not be analysed. This excluded
5 participants (of the original included 99 participants) (5%) with no valid recordings from
the study. Another 2 recordings were excluded because less than 4 steps could be measured,
which is not enough for an acceptable analysis. For one of the examined participants, no
valid ABC Score could be obtained. Therefore, this participant was not included in the
correlation analysis of ABC and the measured gait parameters.

A total of 91 participants had at least one valid and matched walk recorded by both
the GAITRite® and aTUG. this cohort consisted of 64 females and 27 males with a mean
age of 73.5 years. Table 2 describes the distribution of age, height, weight, BMI and the
corresponding ABC and BBS scores among these participants.

Table 2. Descriptive statistics of the 91 participants (64 females) with valid recordings.

Mean STD Min Max

Age (years) 73.5 6.8 58 92
Height (cm) 166.2 8.6 150 185
Weight (kg) 72.9 14.7 45 111

BMI 26.4 4.8 16.9 41.6
BBS 45.2 8.1 22 56
ABC 34.7 8.3 6 48

3.2. Statistical Evaluation
3.2.1. Sensitivity of Spatio-Temporal Gait Parameters of the aTUG chair

Gait measurements of all participants which were recorded by both the aTUG and
GAITRite® system were considered in the sensitivity analysis of the aTUG. The analysis
included the following parameters: number of steps (count), total distance (m), total
duration (s), Velocity (m/s), Cadence (steps/min), step length L (m), and step length R (m),
stride length L (m), stride length R (m), stance time L (m), stance time R (m), swing time L
(s), swing time R (s). Table 3 presents all parameters ordered by the correlation coefficient
(CC). Parameters with a CC > 0.8 included the number of steps, total test duration, velocity,
cadence, and step and stride length for the left and the right foot. In contrast, total
distance as well as stance and swing time measurements revealed much lower results.
Corresponding error distribution curves of relevant spatio-temporal parameters are shown
in Figure 3.

3.2.2. Influence of BBS and ABC Score on Spatio-Temporal Gait Parameters

The Berg Balance Scale (BBS) and Activities-Specific Balance Confidence Scale (ABC)
were calculated for each participant. Their influence on the measured gait parameters
for the GAITRite® and aTUG measurements are depicted in Figures 4 and 5. Both scores
showed a similar trend, with the main difference being the offset of the y-axis. As could be
expected, higher scores in the BBC and ABC were associated with better outcomes in the
measured gait parameters. This trend was more pronounced for the BBS with R-Values
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between −0.787 and −0.611 for values that presented a negative correlation (step count,
duration), and R-values from 0.595 to 0.798 for positive correlations (velocity, cadence, step,
and stride length). R-values for the ABC-Scale measured between −0.506 and −0.566, and
0.395 and 0.541, respectively (Table 4).

(a) Error Distribution of Cadence (b) Error Distribution of Velocity

(c) Error Distribution Duration (d) Error distance Number of Steps

(e) Error distance Step Length Left (f) Error distance Step Length Right

Figure 3. Error Distributions of Spatio-Temporal Parameters.
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Table 3. Error metrics of the gait parameters calculated by the aTUG chair compared to GAITRite® using the Pearson
correlation coefficient.

Error
CC

Parameter Mean Std Min 25% 50% 75% Max

Velocity (m/s) 0.034 0.036 0.001 0.01 0.022 0.046 0.227 0.992
Stride Length Left (m) 0.022 0.020 0 0.007 0.018 0.033 0.108 0.992

Stride Length Right (m) 0.025 0.026 0.0003 0.008 0.018 0.032 0.145 0.989
Step Length Left (m) 0.020 0.018 0.000 0.006 0.015 0.029 0.096 0.976

Step Length Right (m) 0.019 0.017 0 0.007 0.015 0.027 0.091 0.977
Cadence (steps/min) 27.248 11.065 6.49 19.94 26.365 33.398 71.84 0.959

Steps (count) 3.094 1.985 0 2 3 4 9 0.820
Stance Time Left (m) 0.293 0.145 0.146 0.229 0.263 0.319 1.657 0.876

Stance Time Right (m) 0.290 0.193 0.047 0.225 0.273 0.317 2.324 0.798
Swing Time Left (s) 0.078 0.130 0.001 0.019 0.048 0.090 1.316 0.607

Swing Time Right (s) 0.071 0.079 0 0.025 0.050 0.098 0.720 0.708

Table 4. aTUG and GAITRite® Correlation with BBS and ABC Score.

Score Parameter Sensor Slope Intercept R Value p-Value Std-Error

BBS

cadence aTUG 1.995 37.837 0.620 0.000 0.205
GAITRite 1.261 43.963 0.595 0.000 0.132

velocity aTUG 0.029 −0.367 0.782 0.000 0.002
GAITRite 0.028 −0.362 0.798 0.000 0.002

step length R aTUG 0.010 0.087 0.742 0.000 0.001
GAITRite 0.010 0.097 0.729 0.000 0.001

step length L aTUG 0.011 0.024 0.704 0.000 0.001
GAITRite 0.011 −0.002 0.743 0.000 0.001

stride length R aTUG 0.021 0.108 0.738 0.000 0.002
GAITRite 0.021 0.093 0.756 0.000 0.002

stride length L aTUG 0.021 0.103 0.750 0.000 0.002
GAITRite 0.021 0.096 0.757 0.000 0.002

ABC

cadence aTUG 1.288 84.270 0.395 0.000 0.238
GAITRite 0.837 72.527 0.408 0.000 0.152

velocity aTUG 0.020 0.241 0.530 0.000 0.003
GAITRite 0.020 0.231 0.541 0.000 0.002

step length R aTUG 0.007 0.294 0.484 0.000 0.001
GAITRite 0.007 0.294 0.478 0.000 0.001

step length L aTUG 0.007 0.268 0.459 0.000 0.001
GAITRite 0.007 0.265 0.487 0.000 0.001

stride length R aTUG 0.015 0.561 0.491 0.000 0.002
GAITRite 0.014 0.560 0.497 0.000 0.002

stride length L aTUG 0.015 0.563 0.487 0.000 0.002
GAITRite 0.014 0.568 0.487 0.000 0.002

4. Discussion

The results of our study demonstrated a high concordance of gait measurements using
a laser range sensor attached to a chair in comparison to the reference GAITRite® walkway.
As shown in Table 3, most of aTUG’s gait parameters demonstrate a strong CC with the
GAITRite® system, indicating high measurement accuracy for the spatial gait parameters.
This was additionally confirmed by the corresponding error-distribution curves shown
in Figure 3. Measurements of velocity had a CC of 99%, which can be interpreted as an
excellent measurement accuracy. Cadence showed a slightly lower CC of 96%, which
is still a particularly good result, while step length demonstrated a CC of 98% for both
legs individually. Interestingly, CC values for stride length was slightly better with an
accuracy of 99% for each leg. This might be an indicator that stride length is a more robust
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measurement construct than step length, as it averages out potential variances during
gait. Stride variability has been identified as an indicator for gait stability in a study using
the GAITRite® walkway system [61]. As the aTUG was able to measure stride length
with similar precision, further steps in the development of the system should include the
analysis of stride variability to account for this important parameter.

Considering the error distribution curves, overall a late error-increase could be ob-
served with the notable exception of step-length and cadence, which demonstrated a
more continuous increase of the measurement error. While it is entirely possible that this
distribution could be observed due to a lack of measurement precision of the aTUG, an-
other explanation is the measurement technology used in the reference system GAITRite®.
As the GAITRite® uses physical capacitive sensors, this results a measurement error of
1.27 centimetres (according to the technical reference sheet provided by the manufacturer)
due to the corresponding size of the integrated capacitive pressure sensors. Therefore, the
observed error distribution for step length might be distributed among both the reference
system and the aTUG. As this inherent error of the reference system perfectly fits to the
mean error (as shown in Table 3), a minimal error for the aTUG in measuring the step-
length could be assumed. However, to confirm this hypothesis, other reference standards
such as the camera-based Vicon system should be used.

(a) GAITRite measured cadence and ABC Score (b) GAITRite measured cadence and BBS Score

(c) aTUG measured cadence and ABC Score (d) aTUG measured cadence and BBS Score

Figure 4. Scatterplot distribution among parameters.
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(a) velocity and ABC Score (b) velocity and BBS Score

(c) step length R and ABC Score (d) step length R and BBS Score

(e) step length L and ABC Score (f) step length L and BBS Score

(g) stride length R and ABC Score (h) stride length R and BBS Score

(i) stride length L and ABC Score (j) stride length L and BBS Score
Figure 5. Scatterplot distribution among aTUG measured gait parameters, with ABC and BBS scores (partially leg-specific
where applicable L = left, R = right leg).

Measurements of gait parameters are important components in the detection of frailty.
In a systematic review by Buta et al. [21], they identified 67 instruments for the detection of
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frailty of which a majority used physical function and/or mobility as part of their evalu-
ation. Fried et al. (2001), in the first publication describing the phenomenon of frailty [4],
used walking time over 15 ft. for evaluating mobility. Walking speed as well as the TUG
can be used to identify frailty, although their relatively low specificity leads to false positive
diagnoses and can therefore not be recommended as single measurements for detecting
frailty [24]. Furthermore, because both gait speed and TUG consist of a single time-based
value, a more detailed interpretation on reasons for the development of functional decline
and, eventually, frailty, remains difficult. Botolfsen et al. (2008) evaluated a video-based
analysis of all sub-tasks of the TUG [32]. They found higher levels of measurement preci-
sion by analysing each sub-task separately. However, their approach made the analysis of
the TUG very time-consuming and thus not practicable in clinical settings. With the built-in
sensor array used in the aTUG chair, we were able to provide a real-time data analysis of
time-based results (time to complete the TUG and gait speed) as well as additional gait
parameters such as cadence and step length. Our results show that the aTUG is able to
provide additional information on mobility and gait parameters in a single test that is quick
and easy to perform and is widely accepted in clinical settings for the identification of
frailty. This potentially leads to new opportunities to include such parameters into frailty
screening procedures to detect early signs of frailty for clinicians and therapists alike. The
exact content of such parameters that are relevant for the detection of frailty have to be
established in further research.

While gait speed is an established parameter that is associated with factors such
as disability, cognitive decline, falls, and mortality [22], new evaluation concepts of gait
such as the Walk Ration (WR) [39] include cadence in their calculation. Based on this
research, the WR can detect older people with a risk of falling who show normal gait
speed. Step length, on the other hand, is associated with functional loss and falls [40]. This
demonstrates the potential benefits of including additional gait parameters in a mobility
analysis of older people. However, while it seems obvious that current evidence on these
gait parameters and their influence on functional ability, overall mobility and falls in older
people can be exerted to the detection of frailty, no clear evidence for this exists to our
knowledge. Schwenk et al. (2014) summarized in a systematic review the existing evidence
and found promising, though not conclusive evidence on the potential of the use of new
technologies for analysing gait in frail older people [62]. Therefore, while we conclude
that our aTUG-system provides good evidence for the technical validity and feasibility of
our system, future research is needed to evaluate which, if any, gait parameters can help
researchers, clinicians, and therapists alike to identify frailty and to use them to document
and control current functional status as well as changes over time due to further functional
decline or rehabilitation. With the strong measurement validity of the aTUG and its timely
measurement proceeding, the aTUG may be a more appropriate measurement system
for addressing future research questions. Due to the overall measurement setup of the
aTUG, we additionally see some advantages of our system in comparison to the actual
gold standard, the GAITRite® system. While the GAITRite® has a very high measurement
precision and has been proven to be able to measure several important gait parameters,
its use is more time consuming. Additionally, the aTUG chair is highly mobile and can be
quickly setup in different locations, e.g. in different rooms in a ward or home care setting.
Furthermore, and most important, the aTUG chair provides measurements beyond gait
speed and gait parameters, but also the TUG and, potentially, information on the different
phases of the TUG as well as sitting balance. The validity of these additional information
have to be confirmed in further studies. The same is true for establishing other validity
measures such as test-retest reliability or minimal detectable change.

However, while many of the analysed gait parameters revealed good to excellent
concordance with the reference standard, some of them were much lower. This merits some
discussion. CC-values for stance time were good, though not excellent in our analysis.
As the LRS of the aTUG was positioned under the seating of the chair, stance had to be
measured indirectly as the LRS was not able to measure foot/floor-contact directly. Instead,
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the end of the stance time (and thus, start of the swing time) for each leg was derived from
the onset of calf movement in the measured axis. Therefore, stance time could be either
under or overestimated, depending on walking style. Still, measurement concordance
with the reference standard was satisfying. For swing time, the described limitations of
the LRS-measurements are comparable, but its consequences for measurement precision
were obviously more severe. We therefore must conclude that until further development
of the aTUG and/or its underlying algorithms, these measurements are not meeting the
necessary requirements to be included in a gait analysis. In contrast, while correlations of
total distance walked between aTUG and GAITRite® were even lower, this most likely was
the consequence of the different measurement technologies used in our study. In contrast
to TUG-measurements, participants did not turn around and walked back to a defined
point but rather extended the walking phase to the end of the GAITRite®. This adjustment
was necessary as the GAITRite® was only able to measure unidirectional walks and the
turning and walk-back phases could not be recorded by the GAITRite®. Therefore, distance
measurements exceeded the 3-meter range for which the LRS was calibrated. Because
of the changes in measurement setup, another problem could potentially be responsible
for the low CC we observed for the measured distance. As previously described, the
GAITRite® consists of physical capacitive sensors. Because of this, every measurement
has a definite end when a participant steps down from the mat. In contrast, the LRS
measurements are influenced by its range as well as its ability to detect reflections from
the test subjects’ legs. In our measurements, we observed that the LRS had a much longer
range than the GAITRite®, though this could potentially be influenced by additional factors
such as lighting. We therefore took every effort to standardize the measurements as much
as possible (including lighting). For this reason, we think that the lack of concordance of
the distance measurements are due to the different measurement approaches of the two
systems. Therefore, we consider this mainly a problem of the measurement setup that
does not reflect higher measurement errors while performing a TUG. However, this should
be evaluated with a suitable measurement setup in future studies. Finally, while most
measurements went according to protocol, we had to exclude 12.7% of our measurements.
While this number is rather high, the majority of these cases were due to either failure of
the synchronisation tool, operation failure by the assessors or a lack of interpretable data
from the GAITRite®. Still, the dependability of the aTUG chair still has to be improved
in order to be a technically reliable instrument. The data and experience we gained in the
study presented here have already been used in further development steps and, hopefully,
we will be able to demonstrate improvements of the applicability of the aTUG chair in
future publications.

In addition to the technical validation of the aTUG regarding its ability to measure gait
parameters, we compared results from the GAITRite® and the aTUG for several parameters
(cadence, velocity, test duration, and step length) with results from the BBS and ABC
assessments. To the best of our knowledge, this is the first publication comparing specific
gait parameters with results from Balance and Balance-confidence measurements. In a
recent review by Osaba et al. (2019), they reported several mechanisms that negatively
influence both balance and gait [63]. This relationship is reflected in our results, where we
found an association of better walking ability (represented by the measured gait parameters)
with better balance (BBC) and Balance Confidence (ABC) scores via linear regression. While
both scales demonstrated only a medium-sized correlation with velocity, cadence, and step
length, this is hardly surprising. The BBS incorporates both static and dynamic balance
measures and thus, only partly reflects functional requirements for walking. For balance
confidence, this effect was even more pronounced. While FoF is more prevalent in frail
older persons [13], the development of FoF is associated with multidimensional factors such
as gender, age, and subjective health [64] as well as prior falls experience [65]. Therefore,
gait parameters can only partly reflect these underlying mechanisms. In this, the clear
and significant linear correlation between the measured gait parameters demonstrates the
importance of measuring FoF in older people and especially in those at risk of falling. We
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see, however, potential opportunities to combine results from questionnaires measuring
FoF or balance confidence with the aTUG to be able to evaluate functional reasons or
consequences deriving from FoF. Again, additional research is necessary to establish any
existing linkage.

The number and descriptive statistics of participants in the study show a balanced sec-
tion of the target group for the aTUG system. We deliberately chose to include participants
with existing functional limitations, but with a wide range of age. As a result, we deem the
results presented here to be representative for the purpose of measuring the gait properties
of elderly persons. Based on these results, we conclude that the measurement of different
gait variables using a LRS is a viable and valid method to measure gait parameters such as
gait speed, cadence, and step length, which are important parameters to assess mobility
and walking ability in older people.

Author Contributions: Conceptualization: S.F., J.K. and A.H.; methodology: S.F., J.K. and S.W.;
software: T.F. and C.S.; validation: S.F. and J.K.; formal analysis: S.F. and C.S.; data curation: T.F., S.W.
and J.K.; writing—original draft preparation: S.F. and J.K.; writing—review and editing: A.H., J.K.
and S.F.; visualization: C.S. and S.F.; supervision: S.F., A.H. and E.S.-T. All authors have read and
agreed to the published version of the manuscript.

Funding: The study is funded by the German Federal Ministry of Education and Research (Project
No. 01EL1822D).

Institutional Review Board Statement: The study was conducted according to the guidelines of
the Declaration of Helsinki and was approved by the ethics committee of Berlin (approval number
11/0554 – ZS EK 11, 20.02.2012). The study was registered at the Federal Institute for Drugs and
Medical Devices (BfArM) and the German Institute of Medical Documentation and Information
(DIMDI). The trial has the EUDAMED number CIV-11-08-001887 and the DIMDI-number 00018377.

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.

Data Availability Statement: Not Applicable.

Conflicts of Interest: The authors declare no conflict of interest.

Abbreviations
Abbreviations used in this manuscript:

ADL activities of the daily living
aTUG ambient TUG
CC correlation coefficient
FS force sensor
IQR interquartile range
LB light barrier
LRS laser range-scanner
SD standard deviation
TUG Timed “Up & Go”

References
1. Ferrucci, L.; Cooper, R.; Shardell, M.; Simonsick, E.M.; Schrack, J.A.; Kuh, D. Age-Related Change in Mobility: Perspectives From

Life Course Epidemiology and Geroscience. J. Gerontol. Ser. A Biol. Sci. Med. Sci. 2016, 71, 1184–1194. [CrossRef] [PubMed]
2. Calderón-Larrañaga, A.; Vetrano, D.L.; Ferrucci, L.; Mercer, S.W.; Marengoni, A.; Onder, G.; Eriksdotter, M.; Fratiglioni, L.

Multimorbidity and functional impairment-bidirectional interplay, synergistic effects and common pathways. J. Internal Med.
2018, 285, 255–271. [CrossRef]

3. Vetrano, D.L.; Palmer, K.; Marengoni, A.; Marzetti, E.; Lattanzio, F.; Roller-Wirnsberger, R.; Samaniego, L.L.; Rodríguez-Mañas, L.;
Bernabei, R.; Graziano, O.; et al. Frailty and Multimorbidity: A Systematic Review and Meta-analysis. J. Gerontol. Ser. A 2018,
74, 659–666. [CrossRef] [PubMed]

4. Fried, L.P.; Tangen, C.M.; Walston, J.; Newman, A.B.; Hirsch, C.; Gottdiener, J.; Seeman, T.; Tracy, R.; Kop, W.J. Frailty in older
adults: evidence for a phenotype. J. Gerontol. Biol. Sci. Med. Sci. 2001, 56, 146–156. [CrossRef] [PubMed]

5. Sternberg, S.A.; Schwartz, A.W.; Karunananthan, S.; Bergman, H.; Clarfield, A.M. The Identification of Frailty: A Systematic
Literature Review. J. Am. Geriatr. Soc. 2011, 59, 2129–2138. [CrossRef] [PubMed]

http://dx.doi.org/10.1093/gerona/glw043
http://www.ncbi.nlm.nih.gov/pubmed/26975983
http://dx.doi.org/10.1111/joim.12843
http://dx.doi.org/10.1093/gerona/gly110
http://www.ncbi.nlm.nih.gov/pubmed/29726918
http://dx.doi.org/10.1093/gerona/56.3.M146
http://www.ncbi.nlm.nih.gov/pubmed/11253156
http://dx.doi.org/10.1111/j.1532-5415.2011.03597.x
http://www.ncbi.nlm.nih.gov/pubmed/22091630


Sensors 2021, 21, 1343 15 of 17

6. Vermeulen, J.; Neyens, J.C.; van Rossum, E.; Spreeuwenberg, M.D.; de Witte, L.P. Predicting ADL disability in community-
dwelling elderly people using physical frailty indicators: a systematic review. BMC Geriatr. 2011, 11, 33, [CrossRef]

7. van der Vorst, A.; het Veld, L.P.O.; Witte, N.D.; Schols, J.M.; Kempen, G.I.; Zijlstra, G.R. The impact of multidimensional frailty on
dependency in activities of daily living and the moderating effects of protective factors. Arch. Gerontol. Geriatr. 2018, 78, 255–260.
[CrossRef] [PubMed]

8. Roberts, C.E.; Phillips, L.H.; Cooper, C.L.; Gray, S.; Allan, J.L. Effect of Different Types of Physical Activity on Activities of Daily
Living in Older Adults: Systematic Review and Meta-Analysis. J. Aging Phys. Act. 2017, 25, 653–670. [CrossRef]

9. Fallah, N.; Mitnitski, A.; Searle, S.D.; Gahbauer, E.A.; Gill, T.M.; Rockwood, K. Transitions in Frailty Status in Older Adults
in Relation to Mobility: A Multistate Modeling Approach Employing a Deficit Count. J. Am. Geriatr. Soc. 2011, 59, 524–529.
[CrossRef]

10. Hsieh, T.J.; Chang, H.Y.; Wu, I.C.; Chen, C.C.; Tsai, H.J.; Chiu, Y.F.; Chuang, S.C.; Hsiung, C.A.; Hsu, C.C. Independent association
between subjective cognitive decline and frailty in the elderly. PLoS ONE 2018, 13, e0201351. [CrossRef]

11. Kojima, G.; Iliffe, S.; Jivraj, S.; Walters, K. Association between frailty and quality of life among community-dwelling older people:
a systematic review and meta-analysis. J. Epidemiol. Community Health 2016, 70, 716–721. [CrossRef] [PubMed]

12. Mulasso, A.; Roppolo, M.; Gobbens, R.J.; Rabaglietti, E. Mobility, balance and frailty in community-dwelling older adults: What
is the best 1-year predictor of falls? Geriatr. Gerontol. Int. 2016, 17, 1463–1469. [CrossRef] [PubMed]

13. Esbrí-Víctor, M.; Huedo-Rodenas, I.; López-Utiel, M.; Navarro-López, J.L. ; Martínez-Reig, M.; Serra-Rexach, J.A.; Romero-Rizos,
L. ; Abizanda, P. Frailty and Fear of Falling: The FISTAC Study. J. Frailty Aging (JFA) 2017, 6, 136–140,

14. Jefferis, B.J.; Iliffe, S.; Kendrick, D.; Kerse, N.; Trost, S.; Lennon, L.T.; Ash, S.; Sartini, C.; Morris, R.W.; Wannamethee, S.G.; et al.
How are falls and fear of falling associated with objectively measured physical activity in a cohort of community-dwelling older
men? BMC Geriatr. 2014, 14, 114. [CrossRef]

15. Birkelbach, O.; Mörgeli, R.; Balzer, F.; Olbert, M.; Treskatsch, S.; Kiefmann, R.; Müller-Werdan, U.; Reisshauer, A.; Schwedtke,
C.; Neuner, B.; et al. Warum und wie sollte ich Frailty erfassen?–ein Ansatz für die Anästhesieambulanz. AINS-Anästhesiol.
Intensivmed. Notfallmed. Schmerzther. 2017, 52, 765–776. [CrossRef] [PubMed]

16. Watt, J.; Tricco, A.C.; Talbot-Hamon, C.; Pham, B.; Rios, P.; Grudniewicz, A.; Wong, C.; Sinclair, D.; Straus, S.E. Identifying older
adults at risk of harm following elective surgery: a systematic review and meta-analysis. BMC Med. 2018, 16, 2. [CrossRef]

17. Kojima, G.; Iliffe, S.; Walters, K. Frailty index as a predictor of mortality: A systematic review and meta-analysis. Age Ageing 2017,
47, 193–200. [CrossRef]

18. de Labra, C.; Guimaraes-Pinheiro, C.; Maseda, A.; Lorenzo, T.; Millán-Calenti, J.C. Effects of physical exercise interventions in
frail older adults: A systematic review of randomized controlled trials. BMC Geriatr. 2015, 15, 154. [CrossRef] [PubMed]

19. Sherrington, C.; Fairhall, N.; Wallbank, G.; Tiedemann, A.; Michaleff, Z.A.; Howard, K.; Clemson, L.; Hopewell, S.; Lamb, S.
Exercise for preventing falls in older people living in the community: an abridged Cochrane systematic review. Br. J. Sports Med.
2019, 54, 885–891. [CrossRef]

20. Sherrington, C.; Fairhall, N.J.; Wallbank, G.K.; Tiedemann, A.; Michaleff, Z.A.; Howard, K.; Clemson, L.; Hopewell, S.; Lamb, S.E.
Exercise for preventing falls in older people living in the community. Cochrane Database Syst. Rev. 2019. [CrossRef] [PubMed]

21. Buta, B.J.; Walston, J.D.; Godino, J.G.; Park, M.; Kalyani, R.R.; Xue, Q.L.; Bandeen-Roche, K.; Varadhan, R. Frailty assessment
instruments: Systematic characterization of the uses and contexts of highly-cited instruments. Ageing Res. Rev. 2016, 26, 53–61.
[CrossRef] [PubMed]

22. Kan, G.A.V.; Rolland, Y.; Andrieu, S.; Bauer, J.; Beauchet, O.; Bonnefoy, M.; Cesari, M.; Donini, L.; Gillette-Guyonnet, S.; Inzitari,
M.; et al. Gait speed at usual pace as a predictor of adverse outcomes in community-dwelling older people an International
Academy on Nutrition and Aging (IANA) Task Force. J. Nutr. Health Aging 2009, 13, 881–889. [CrossRef]

23. Cesari, M.; Kritchevsky, S.B.; Penninx, B.W.H.J.; Nicklas, B.J.; Simonsick, E.M.; Newman, A.B.; Tylavsky, F.A.; Brach, J.S.;
Satterfield, S.; Bauer, D.C.; et al. Prognostic Value of Usual Gait Speed in Well-Functioning Older Peopleâ Results from the Health,
Aging and Body Composition Study. J. Am. Geriatr. Soc. 2005, 53, 1675–1680. [CrossRef]

24. Clegg, A.; Rogers, L.; Young, J. Diagnostic test accuracy of simple instruments for identifying frailty in community-dwelling
older people: A systematic review. Age Ageing 2014, 44, 148–152. [CrossRef] [PubMed]

25. Thaler-Kall, K.; Peters, A.; Thorand, B.; Grill, E.; Autenrieth, C.S.; Horsch, A.; Meisinger, C. Description of spatio-temporal gait
parameters in elderly people and their association with history of falls: results of the population-based cross-sectional KORA-Age
study. BMC Geriatr. 2015, 15, 32. [CrossRef]

26. Kirkwood, R.N.; Borém, I.L.; Sampaio, R.F.; Ferreira, V.K.G.; de Almeida, J.C.; Guimarães, S.B.B.; de Souza Moreira, B. Frailty
Status and Gait Parameters of Older Women With Type 2 Diabetes. Can. J. Diabetes 2019, 43, 121–127. [CrossRef] [PubMed]

27. Podsiadlo, D.; Richardson, S. The Timed “Up & Go”: A Test of Basic Functional Mobility for Frail Elderly Persons. J. Am. Geriatr.
Soc. 1991, 39, 142–148. [CrossRef] [PubMed]

28. Turner, G.; Clegg, A. Best practice guidelines for the management of frailty: A British Geriatrics Society, Age UK and Royal
College of General Practitioners report. Age Ageing 2014, 43, 744–747. [CrossRef]

29. Chow, W.B.; Rosenthal, R.A.; Merkow, R.P.; Ko, C.Y.; Esnaola, N.F. Optimal Preoperative Assessment of the Geriatric Surgical
Patient: A Best Practices Guideline from the American College of Surgeons National Surgical Quality Improvement Program and
the American Geriatrics Society. J. Am. Coll. Surg. 2012, 215, 453–466. [CrossRef] [PubMed]

http://dx.doi.org/10.1186/1471-2318-11-33
http://dx.doi.org/10.1016/j.archger.2018.06.017
http://www.ncbi.nlm.nih.gov/pubmed/30036805
http://dx.doi.org/10.1123/japa.2016-0201
http://dx.doi.org/10.1111/j.1532-5415.2011.03300.x
http://dx.doi.org/10.1371/journal.pone.0201351
http://dx.doi.org/10.1136/jech-2015-206717
http://www.ncbi.nlm.nih.gov/pubmed/26783304
http://dx.doi.org/10.1111/ggi.12893
http://www.ncbi.nlm.nih.gov/pubmed/27683247
http://dx.doi.org/10.1186/1471-2318-14-114
http://dx.doi.org/10.1055/s-0043-104682
http://www.ncbi.nlm.nih.gov/pubmed/29156481
http://dx.doi.org/10.1186/s12916-017-0986-2
http://dx.doi.org/10.1093/ageing/afx162
http://dx.doi.org/10.1186/s12877-015-0155-4
http://www.ncbi.nlm.nih.gov/pubmed/26626157
http://dx.doi.org/10.1136/bjsports-2019-101512
http://dx.doi.org/10.1002/14651858.CD012424.pub2
http://www.ncbi.nlm.nih.gov/pubmed/30703272
http://dx.doi.org/10.1016/j.arr.2015.12.003
http://www.ncbi.nlm.nih.gov/pubmed/26674984
http://dx.doi.org/10.1007/s12603-009-0246-z
http://dx.doi.org/10.1111/j.1532-5415.2005.53501.x
http://dx.doi.org/10.1093/ageing/afu157
http://www.ncbi.nlm.nih.gov/pubmed/25355618
http://dx.doi.org/10.1186/s12877-015-0032-1
http://dx.doi.org/10.1016/j.jcjd.2018.06.008
http://www.ncbi.nlm.nih.gov/pubmed/30268386
http://dx.doi.org/10.1111/j.1532-5415.1991.tb01616.x
http://www.ncbi.nlm.nih.gov/pubmed/1991946
http://dx.doi.org/10.1093/ageing/afu138
http://dx.doi.org/10.1016/j.jamcollsurg.2012.06.017
http://www.ncbi.nlm.nih.gov/pubmed/22917646


Sensors 2021, 21, 1343 16 of 17

30. Eagles, D.; Perry, J.J.; Sirois, M.J.; Lang, E.; Daoust, R.; Lee, J.; Griffith, L.; Wilding, L.; Neveu, X.; Emond, M. Timed Up and Go
predicts functional decline in older patients presenting to the emergency department following minor trauma. Age Ageing 2016,
46, 214–218. [CrossRef]

31. Robinson, T.N.; Wu, D.S.; Pointer, L.; Dunn, C.L.; Cleveland, J.C.; Moss, M. Simple frailty score predicts postoperative complica-
tions across surgical specialties. Am. J. Surg. 2013, 206, 544–550. [CrossRef]

32. Botolfsen, P.; Helbostad, J.L.; Moe-nilssen, R.; Wall, J.C. Reliability and concurrent validity of the Expanded Timed Up-and-Go
test in older people with impaired mobility. Physiother. Res. Int. 2008, 13, 94–106. [CrossRef]

33. Sprint, G.; Cook, D.J.; Weeks, D.L. Toward Automating Clinical Assessments: A Survey of the Timed Up and Go. IEEE Rev.
Biomed. Eng. 2015, 8, 64–77. [CrossRef] [PubMed]

34. Hellmers, S.; Izadpanah, B.; Dasenbrock, L.; Diekmann, R.; Bauer, J.M.; Hein, A.; Fudickar, S. Towards an Automated Unsuper-
vised Mobility Assessment for Older People Based on Inertial TUG Measurements. Sensors 2018, 18, 3310. [CrossRef]

35. Sheehan, K.; Greene, B.; Cunningham, C.; Crosby, L.; Kenny, R. Early identification of declining balance in higher functioning
older adults, an inertial sensor based method. Gait Posture 2014, 39, 1034–1039. [CrossRef]

36. Fudickar, S.; Hellmers, S.; Lau, S.; Diekmann, R.; Bauer, J.M.; Hein, A. Measurement System for Unsupervised Standardized
Assessment of Timed “Up & Go” and Five Times Sit to Stand Test in the Community—A Validity Study. Sensors 2020, 20, 2824.
[CrossRef]

37. Dubois, A.; Bihl, T.; Bresciani, J.P. Automating the Timed Up and Go Test Using a Depth Camera. Sensors 2017, 18, 14. [CrossRef]
[PubMed]

38. Dibble, L.E.; Lange, M. Predicting Falls In Individuals with Parkinson Disease. J. Neurol. Phys. Ther. 2006, 30, 60–67. [CrossRef]
[PubMed]

39. Nakakubo, S.; Doi, T.; Makizako, H.; Tsutsumimoto, K.; Hotta, R.; Kurita, S.; Kim, M.; Suzuki, T.; Shimada, H. Association of
walk ratio during normal gait speed and fall in community-dwelling elderly people. Gait Posture 2018, 66, 151–154. [CrossRef]
[PubMed]

40. Rodríguez-Molinero, A.; Herrero-Larrea, A.; Miñarro, A.; Narvaiza, L.; Gálvez-Barrón, C.; León, N.G.; Valldosera, E.; de Mingo,
E.; Macho, O.; Aivar, D.; et al. The spatial parameters of gait and their association with falls, functional decline and death in older
adults: a prospective study. Sci. Rep. 2019, 9, 8813. [CrossRef]

41. Fankhauser, P.; Bloesch, M.; Rodriguez, D.; Kaestner, R.; Hutter, M.; Siegwart, R. Kinect v2 for mobile robot navigation: Evaluation
and modeling. In Proceedings of the2015 International Conference on Advanced Robotics (ICAR), Istanbul, Turkey, 27–31 July
2015; [CrossRef]

42. Kiselev, J.; Haesner, M.; Gövercin, M.; Steinhagen-Thiessen, E. Implementation of a Home-Based Interactive Training System for
Fall Prevention: Requirements and Challenges. J. Gerontol. Nurs. 2014, 41, 14–19. [CrossRef]

43. Frenken, T.; Brell, M.; Gövercin, M.; Wegel, S.; Hein, A. aTUG: technical apparatus for gait and balance analysis within
component-based Timed Up & Go using mutual ambient sensors. J. Ambient Intell. Humaniz. Comput. 2012, 4, 759–778. [CrossRef]

44. Frenken, T.; Lohmann, O.; Frenken, M.; Steen, E.E.; Hein, A. Performing gait analysis within the timed up & go assessment test:
comparison of aTUG to a marker-based tracking system. Inform. Health Soc. Care 2014, 39, 232–248. [CrossRef]

45. Fudickar, S.; Kiselev, J.; Frenken, T.; Wegel, S.; Dimitrowska, S.; Steinhagen-Thiessen, E.; Hein, A. Validation of the ambient TUG
chair with light barriers and force sensors in a clinical trial. Assist. Technol. 2017, 32. [CrossRef]

46. Yorozu, A.; Nishiguchi, S.; Yamada, M.; Aoyama, T.; Moriguchi, T.; Takahashi, M. Gait Measurement System for the Multi-Target
Stepping Task Using a Laser Range Sensor. Sensors 2015, 15, 11151–11168. [CrossRef]

47. Yorozu, A.; Moriguchi, T.; Takahashi, M. Improved Leg Tracking Considering Gait Phase and Spline-Based Interpolation during
Turning Motion in Walk Tests. Sensors 2015, 15, 22451–22472. [CrossRef]

48. Nishiguchi, S.; Yorozu, A.; Adachi, D.; Takahashi, M.; Aoyama, T. Association between mild cognitive impairment and trajectory-
based spatial parameters during timed up and go test using a laser range sensor. J. Neuroeng. Rehabil. 2017, 14, 78. [CrossRef]
[PubMed]

49. Iwai, M.; Koyama, S.; Tanabe, S.; Osawa, S.; Takeda, K.; Motoya, I.; Sakurai, H.; Kanada, Y.; Kawamura, N. The validity of
spatiotemporal gait analysis using dual laser range sensors: a cross-sectional study. Arch. Physiother. 2019, 9, 3. [CrossRef]
[PubMed]

50. Perry, J.; Burnfield, J.M. Gait Analysis: Normal and Pathological Function. J. Sports Sci. Med. 2010, 9, 353. [CrossRef]
51. Frenken, T.; Lipprandt, M.; Brell, M.; Goevercin, M.; Wegel, S.; Steinhagen-Thiessen, E.; Hein, A. Novel Approach to Unsupervised

Mobility Assessment Tests: Field Trial For aTUG. In Proceedings of the 6th International Conference on Pervasive Computing
Technologies for Healthcare (IEEE), San Diego, CA, USA, 21–24 May 2012; [CrossRef]

52. Fudickar, S.; Stolle, C.; Volkening, N.; Hein, A. Scanning Laser Rangefinders for the Unobtrusive Monitoring of Gait Parameters
in Unsupervised Settings. Sensors 2018, 18, 3424. [CrossRef]

53. Li, J.; Fine, J. On sample size for sensitivity and specificity in prospective diagnostic accuracy studies. Stat. Med. 2004,
23, 2537–2550. [CrossRef] [PubMed]

54. Bilney, B.; Morris, M.; Webster, K. Concurrent related validity of the GAITRite® walkway system for quantification of the spatial
and temporal parameters of gait. Gait Posture 2003, 17, 68–74. [CrossRef]

55. Webster, K.E.; Wittwer, J.E.; Feller, J.A. Validity of the GAITRite® walkway system for the measurement of averaged and
individual step parameters of gait. Gait Posture 2005, 22, 317–321. [CrossRef] [PubMed]

http://dx.doi.org/10.1093/ageing/afw184
http://dx.doi.org/10.1016/j.amjsurg.2013.03.012
http://dx.doi.org/10.1002/pri.394
http://dx.doi.org/10.1109/RBME.2015.2390646
http://www.ncbi.nlm.nih.gov/pubmed/25594979
http://dx.doi.org/10.3390/s18103310
http://dx.doi.org/10.1016/j.gaitpost.2014.01.003
http://dx.doi.org/10.3390/s20102824
http://dx.doi.org/10.3390/s18010014
http://www.ncbi.nlm.nih.gov/pubmed/29271926
http://dx.doi.org/10.1097/01.NPT.0000282569.70920.dc
http://www.ncbi.nlm.nih.gov/pubmed/16796770
http://dx.doi.org/10.1016/j.gaitpost.2018.08.030
http://www.ncbi.nlm.nih.gov/pubmed/30195217
http://dx.doi.org/10.1038/s41598-019-45113-2
http://dx.doi.org/10.1109/icar.2015.7251485
http://dx.doi.org/10.3928/00989134-20141201-01
http://dx.doi.org/10.1007/s12652-012-0151-x
http://dx.doi.org/10.3109/17538157.2014.931850
http://dx.doi.org/10.1080/10400435.2018.1446195
http://dx.doi.org/10.3390/s150511151
http://dx.doi.org/10.3390/s150922451
http://dx.doi.org/10.1186/s12984-017-0289-z
http://www.ncbi.nlm.nih.gov/pubmed/28789676
http://dx.doi.org/10.1186/s40945-019-0055-6
http://www.ncbi.nlm.nih.gov/pubmed/30820352
http://dx.doi.org/10.1097/01241398-199211000-00023
http://dx.doi.org/10.4108/icst.pervasivehealth.2012.248614
http://dx.doi.org/10.3390/s18103424
http://dx.doi.org/10.1002/sim.1836
http://www.ncbi.nlm.nih.gov/pubmed/15287083
http://dx.doi.org/10.1016/S0966-6362(02)00053-X
http://dx.doi.org/10.1016/j.gaitpost.2004.10.005
http://www.ncbi.nlm.nih.gov/pubmed/16274913


Sensors 2021, 21, 1343 17 of 17

56. Berg, K.O.; Maki, B.E.; Williams, J.I.; Holliday, P.J.; Wood-Dauphinee, S.L. Clinical and laboratory measures of postural balance in
an elderly population. Arch. Phys. Med. Rehabil. 1992, 73, 1073–1080.

57. Tinetti, M.E. Performance-Oriented Assessment of Mobility Problems in Elderly Patients. J. Am. Geriatr. Soc. 1986, 34, 119–126.
[CrossRef]

58. Powell, L.E.; Myers, A.M. The Activities-specific Balance Confidence (ABC) Scale. J. Gerontol. Ser. A Biol. Sci. Med. Sci. 1995,
50A, M28–M34. [CrossRef]

59. Filiatrault, J.; Gauvin, L.; Fournier, M.; Parisien, M.; Robitaille, Y.; Laforest, S.; Corriveau, H.; Richard, L. Evidence of the
Psychometric Qualities of a Simplified Version of the Activities-specific Balance Confidence Scale for Community-Dwelling
Seniors. Arch. Phys. Med. Rehabil. 2007, 88, 664–672. [CrossRef] [PubMed]

60. Schott, N. Deutsche Adaptation der “Activities-Specific Balance Confidence (ABC) Scale, zur Erfassung der sturzassoziierten
Selbstwirksamkeit. Z. Gerontol. Geriatr. 2008, 41, 475–485. [CrossRef]

61. Beauchet, O.; Allali, G.; Annweiler, C.; Bridenbaugh, S.; Assal, F.; Kressig, R.W.; Herrmann, F.R. Gait Variability among Healthy
Adults: Low and High Stride-to-Stride Variability Are Both a Reflection of Gait Stability. Gerontology 2009, 55, 702–706. [CrossRef]

62. Schwenk, M.; Howe, C.; Saleh, A.; Mohler, J.; Grewal, G.; Armstrong, D.; Najafi, B. Frailty and Technology: A Systematic Review
of Gait Analysis in Those with Frailty. Gerontology 2014, 60, 79–89. [CrossRef] [PubMed]

63. Osoba, M.Y.; Rao, A.K.; Agrawal, S.K.; Lalwani, A.K. Balance and gait in the elderly: A contemporary review. Laryngoscope
Investig. Otolaryngol. 2019, 4, 143–153. [CrossRef] [PubMed]

64. Vitorino, L.M.; Teixeira, C.A.B.; Boas, E.L.V.; Pereira, R.L.; dos Santos, N.O.; Rozendo, C.A. Fear of falling in older adults living at
home: associated factors. Rev. Escola Enferm. USP 2017, 51, e03215. [CrossRef] [PubMed]

65. Chen, S.K.; Voaklander, D.; Perry, D.; Jones, C.A. Falls and fear of falling in older adults with total joint arthroplasty: a scoping
review. BMC Musculoskelet. Disord. 2019, 20, 599. [CrossRef] [PubMed]

http://dx.doi.org/10.1111/j.1532-5415.1986.tb05480.x
http://dx.doi.org/10.1093/gerona/50A.1.M28
http://dx.doi.org/10.1016/j.apmr.2007.02.003
http://www.ncbi.nlm.nih.gov/pubmed/17466738
http://dx.doi.org/10.1007/s00391-007-0504-9
http://dx.doi.org/10.1159/000235905
http://dx.doi.org/10.1159/000354211
http://www.ncbi.nlm.nih.gov/pubmed/23949441
http://dx.doi.org/10.1002/lio2.252
http://www.ncbi.nlm.nih.gov/pubmed/30828632
http://dx.doi.org/10.1590/s1980-220x2016223703215
http://www.ncbi.nlm.nih.gov/pubmed/28403369
http://dx.doi.org/10.1186/s12891-019-2954-9
http://www.ncbi.nlm.nih.gov/pubmed/31830974

	Introduction
	Materials and Methods
	Composition of the aTUG Chair
	Computation of aTUG Gait Parameters
	Study Design and Recruitment
	Measurements and Assessments
	Data Pre-Processing and Statistical Analysis

	Results
	Study Sample
	Statistical Evaluation
	Sensitivity of Spatio-Temporal Gait Parameters of the aTUG chair
	Influence of BBS and ABC Score on Spatio-Temporal Gait Parameters


	Discussion
	References

