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ABSTRACT
This secondary data analysis aimed to demonstrate the utility of physical activity (PA) wrist accelerometer outcome reference 
values by identifying the PA volume (average acceleration) and intensity distribution (intensity gradient) centiles and values 
associated with body mass index (BMI) status (normal weight, overweight, and obese) and cardiorespiratory fitness (CRF, multi-
stage shuttle runs test) status (low, moderate, and high) in children and adolescents. We assessed the dose–response associations 
between average acceleration and intensity gradient with BMI and CRF outcomes using restricted cubic spline linear mixed mod-
els. To aid translation of the findings, we calculated the increases in average acceleration needed to shift exemplar participants 
to “healthy” weight and CRF status. For boys and girls, there was a nonlinear inverse association between average acceleration 
and BMI. In both sexes, a positive dose–response was observed between average acceleration and intensity gradient with CRF. 
The values and centiles of average acceleration and intensity gradient that aligned with BMI and CRF statuses were identified. 
To move from an average acceleration associated with overweight to healthy weight, 10-year-old boys and girls would need 
to increase daily average acceleration by 23 mg (~30-min running) and 16 mg (~18-min running), respectively. These findings 
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further demonstrate the importance of PA in relation to BMI and CRF and the utility of PA reference values for the translation of 
accelerometer outcomes into meaningful information. Additional studies demonstrating how PA reference values can be used to 
track behaviors and provide insights into health associations could inform practice further.

1   |   Introduction

It is widely accepted that cardiorespiratory fitness (CRF) and 
body mass index (BMI) are strongly associated with current and 
future health status [1, 2]. Despite the wealth of evidence high-
lighting the importance of CRF and healthy body size for chil-
dren's health, CRF assessed using field-based multistage shuttle 
run tests has declined over recent decades [3]; the prevalence of 
obesity remains stubbornly high in the UK [4] and is increasing 
globally [5]. Physical activity (PA) is important to children's CRF 
and BMI because it is the modifiable contributor to CRF [2] and 
plays an important role in energy balance and regulation of eat-
ing behaviors [6].

Accelerometers have been used for many years to estimate PA and 
examine relationships between PA and health outcomes. Most 
of the existing research has used device-specific outcomes and 
processed acceleration signals using absolute intensity cut-points 
to estimate time spent inactive and engaging in light, moderate, 
and vigorous PA (LPA, MPA, and VPA, respectively) [7–9]. This 
approach is reliant on applying generic or population-specific 
cut-points that can lead to substantial differences in reported PA 
between studies, hindering comparisons or meaningful meta-
analyses [10, 11]. Consequently, there have been calls to move be-
yond proprietary processing methods and cut-points to promote 
transparency, researcher-driven decision making, and to aid com-
parability between studies [10, 12]. In recent years, the availability 
of raw acceleration signals and open-source processing techniques 
has led to the development of device-agnostic accelerometer out-
comes and methods that allow clear representation of PA volume 
and intensity profiles [12, 13]. As time spent in MPA or VPA ac-
counts for only small proportions of the day [10] and is highly cor-
related with PA volume [14, 15], the traditional cut-point analyses 
approach makes it difficult to tease out the relative importance of 
PA volume and intensity for health. Conversely, cut-point-free out-
comes such as average acceleration and intensity gradient provide 
a complementary picture of PA across the full day; therefore, no in-
formation is lost. Despite the availability and increased application 
of cut-point-free outcomes that represent the volume and intensity 
of PA, few studies have explored these outcomes alongside CRF or 
BMI in children. Of the limited available evidence, PA volume and 
intensity outcomes have demonstrated independent relationships 
with both CRF and BMI in 8–12-yearyear-old children [14, 16].

Reference values for accelerometer outcomes are a useful means 
of determining group-level PA relative to population-specific refer-
ence groups [17, 18]. Recently published UK child average acceler-
ation and intensity gradient reference values [19] provide valuable 
comparative data for researchers wishing to benchmark their child 
accelerometer outcomes against a reference population. However, 
these reference values do not anchor PA to health outcomes, 
which limits their application. Addressing this limitation would 
allow researchers, clinicians, and PA practitioners to assess where 

children's PA outcomes intersect with health outcomes such as 
BMI and CRF, whether PA outcomes align with “healthy” thresh-
olds for BMI and/or CRF, and to quantify the proportion of chil-
dren who fall into the healthy categories for BMI and CRF. This 
aligns with the use of reference values by general practitioners 
(GPs) and in public health for other health-related metrics, such as 
BMI and fitness (e.g., for BMI [20]). Therefore, the aim of this study 
was to demonstrate the utility of recently published PA accelerom-
eter outcome reference values by identifying the PA volume and 
intensity centiles/values associated with healthy BMI and CRF in 
children and adolescents.

2   |   Materials and Methods

This study is a secondary analysis of a pooled harmonized data-
set used to create reference values for wrist-worn accelerometer 
volume and intensity PA outcomes in England for children and 
adolescents [19]. The data acquisition and harmonization pro-
cesses have been described in detail elsewhere [19]. Briefly, ten 
ethically approved wrist accelerometry studies (7 cross-sectional, 
3 intervention studies) involving typically developing school-aged 
youth (ranging from 5 to 15 years old) led or supervised by the first 
or last authors were identified for inclusion in the harmonized 
dataset. To be included, studies required nonintervention assess-
ments of wrist accelerometer-derived PA. For the included inter-
vention studies, only baseline data were used. In addition to raw 
acceleration data, studies provided stature, body mass, and demo-
graphic data including age and sex. Where published, details of 
these studies can be found elsewhere [21–26]. Data were available 
from N = 1250 children and adolescents (N = 510 boys, 720 girls, 
the sample sizes of the included studies ranged from N = 29 to 311. 
mean N = 150 ± 84) who participated in 10 studies conducted in 
71 schools between 2015 and 2022 in the Merseyside, Lancashire, 
and Greater Manchester counties of northwest England. Ethical 
approval was granted by Edge Hill University's Science Research 
Ethics Committee (#ETH2021-0034).

2.1   |   Anthropometric Outcomes

In all contributing studies, stature and body mass were mea-
sured following standard procedures to the nearest 0.1 cm/
kg using a portable stadiometer and digital scales, with par-
ticipants wearing light clothing and shoes removed [27]. 
Overweight and obese were defined as ≥ 85th percentile and 
≥ 95th percentile, respectively, for BMI computed from UK 
1990 reference data  [20]. International Obesity Task Force 
age- and sex-specific body mass index (BMI) cut-points were 
also applied to classify participants as normal weight, over-
weight, or obese [28]. Age at peak height velocity (APHV) 
was calculated from anthropometric data using sex-specific 
equations [29].
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2.2   |   Cardiorespiratory Fitness

Two studies (N = 160 girls, 147 boys; Age = 10.0 ± 0.4 years) in-
cluded within the harmonized dataset also provided CRF data, 
estimated using the field-based 20-m shuttle run test (20mSRT). 
The test has been widely used with participants aged the same 
as those within this study [30]. To allow comparison with in-
ternational CRF studies, the number of completed laps, end 
running speed, and estimated peak oxygen uptake (VO 2peak; 
ml‧kg‧min−1) using the Leger et  al. prediction equation  [31] 
were included in this analysis. Using a normative quintile-based 
framework, children were classified as having “high,” “mod-
erate,” or “low” CRF levels based on the 60th and 40th centile 
cut-offs for 20mSRT-estimated VO2peak from over 1 million chil-
dren [3].

2.3   |   Physical Activity

In the contributing studies, ActiGraph GT9X (ActiGraph, 
Pensacola, FL; 8 studies) or GENEActiv Original (Activinsights, 
Cambs, UK; 2 studies) triaxial accelerometers were used. The 
devices have a dynamic range of ±8 g and were requested to be 
worn for up to 7 consecutive days on the nondominant wrist 
using either 24-h (8 studies) or waking hours wear protocols 
(2 studies), with a sampling frequency set at 100 Hz (8 stud-
ies) or 30 Hz (2 studies). The devices were initialized and data 
downloaded using the latest releases of the respective ActiLife 
(versions 6.13.1 to 6.13.4) and GENEActiv (versions 2.2 to 3.1) 
available at the time of data collection. PA outcomes were gener-
ated from the raw accelerometer data files (ActiGraph: gt3x then 
conversion to .csv format; GENEActiv: bin format) and were 
processed in R using package GGIR version 2.6–0 [32].

2.4   |   Accelerometer Data Harmonization

Data from 24-h and waking hours protocols were harmonized 
by defining the age and day-specific waking windows of interest 
as described in detail elsewhere [19]. These age- and day-specific 
averaged waking and sleep times were then used in separate 
GGIR shell R scripts (qwindows argument). Age group and 
week/weekend day accelerometer files were then reprocessed 
separately in GGIR part 2 to calculate the waking hours PA ac-
celeration outcomes. Signal processing included autocalibration 
using local gravity as a reference [33], detection of implausible 
values, and detection of nonwear. Invalid data were imputed 
by the average at similar time points on other days of the week 
as default in GGIR [34]. Wear time criteria were at least three 
valid weekdays and one valid weekend day, with a valid wear 
day defined as ≥ 600 min·d−1 of accelerometer wear during wak-
ing hours. Participants' accelerometer data were excluded from 
analyses if the wear time criteria were not achieved and/or post-
calibration error was > 10 mg (milli-gravitational units).

2.5   |   Accelerometer Outcomes: PA Volume 
and Intensity

PA volume: Average acceleration (i.e., average magnitude of 
dynamic acceleration) was calculated during GGIR part 1 

processing using ENMO (i.e., the Euclidean norm of the three 
accelerometer axes with 1 g subtracted and negative values trun-
cated to zero [34]) averaged over 1-s epochs. Epochs were ex-
pressed in mg and averaged over the waking day to represent 
PA volume.

PA intensity distribution: The intensity gradient was calculated 
in GGIR part 2. This metric describes the distribution of the in-
tensity of an individual's PA during the measurement period and 
reflects the negative curvilinear relationship between intensity 
and time accumulated at any given intensity [15]. A higher in-
tensity gradient (i.e., less negative value) reflects proportionately 
more time being spread across the intensity profile, whereas a 
lower or more negative gradient reflects proportionately less 
time spent in mid-range and higher intensities. Intensity gradi-
ent was expressed over the waking day.

2.6   |   Analysis

Processed accelerometer data for each age group were first com-
bined and then average weekly values computed, weighted for 
weekdays and weekend days (5:2 ratio), for average acceleration 
and intensity gradient. Using each participant's unique ID code, 
these data were harmonized with the corresponding anthropo-
metric, demographic, BMI, and CRF data, after which sex- and 
age-group descriptive statistics were calculated. We assessed the 
dose–response associations between PA volume (average accel-
eration) and intensity (intensity gradient) with BMI and CRF 
outcomes using restricted cubic spline linear mixed models to 
allow for potential nonlinearity. For this analysis, we trimmed 
observations less than 1% and greater than 99% of the distribu-
tion. We prespecified knots placed at the 10th, 50th, and 90th 
percentiles of the exposure distribution. We assumed linearity 
for values below the 10th percentile and for values above the 
90th percentile. Departure from linearity was assessed by a 
Wald test examining the null hypothesis that the coefficient of 
the second spline was equal to zero. Analyses were stratified by 
sex and adjusted for age, APHV, season of data collection, and 
school type (primary or secondary; BMI analysis only). Models 
for BMI and CRF-related outcomes were mutually adjusted for 
each other. Results were plotted to identify the range of PA vol-
ume and intensity values and centiles related to weight status 
and CRF status classifications. All analyses were conducted in 
R (version 4.4.1) using packages rms for testing associations and 
ggplot for visualization.

To aid translation of the findings, we calculated the increase in 
average acceleration needed to shift participants from the cen-
tile/value associated with overweight and low fitness status to 
“healthy” weight and CRF status zones by adding time spent in 
slow (3 km/h) and fast (5 km/h) walking and running (8 km/h). 
These everyday activities were chosen because corresponding 
average acceleration reference values have been previously re-
ported for them [35] (see File S1 for calculations).

3   |   Results

The descriptive characteristics and outcomes for the participants 
are detailed in Table 1. Mean age was 10.3y ±2.4, with girls 0.9y 
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older than boys. The highest proportion of participants was in 
the 8–10y age group, with the lowest proportion aged 5–7 years. 
Mean BMI was 18.9 kg·m2 ±3.7, and around 73% of boys and 
girls were classified as healthy weight. CRF data were available 
from 307 participants aged 10.0y ±0.4. Of these, almost half had 
high CRF, and around a third had low CRF. Relatively more 
girls than boys were in the high or moderate CRF classifications. 
Accelerometers were worn for an average of 14.1 h·day−1 ±0.9 
over 6.1 days ±0.8. Average acceleration and intensity gradient 
were highest among boys, indicating that their PA volume and 
intensity distribution were greater than girls by 21.1% and 7.2%, 
respectively.

3.1   |   BMI

For both boys and girls, there was a nonlinear inverse associa-
tion between average acceleration and BMI (Figure 1A,B). The 
BMI curve declined steeply with increasing average acceleration 
up to about the 50% centile of average acceleration (boys: 71 mg, 
BMI = 17.87; girls: 61 mg, BMI = 18.53), after which the drop was 
shallower. This plateau was more evident for boys. For boys' in-
tensity gradient, the association with BMI was reflected by the 
curve becoming less steep from around the 25th centile (−2.14, 
BMI = 18.51). The girls' intensity gradient-BMI curve was lin-
ear, with a slight deviation from this observed at the 95% centile 
(−1.94, BMI = 16.64).

3.2   |   BMI Classifications

The previously published PA reference values for average ac-
celeration and intensity gradient [19] were presented for the 
3rd, 10th, 25th, 50th, 75th, 90th, 95th, and 97th percentiles. 
For this study, the thresholds for healthy weight and fitness 
status are approximated with the above percentiles to ease 
translation and interpretation. When UK 1990 BMI refer-
ence data weight status cut-points [20] were applied to the 
boys' PA outcomes, the healthy weight/overweight thresh-
old was observed at approximately the 25th centile for av-
erage acceleration (57 mg) and intensity gradient (–2.15; 
Figure  1 and Table  2). Boys' BMI cut-offs for obesity corre-
sponded to average acceleration and intensity gradient val-
ues of 34 mg and −2.31 (both approximate to the 3rd centile). 
The girls' BMI threshold for healthy weight aligned approx-
imately to the 50th centile for average acceleration (57 mg) 
and intensity gradient (−2.16), whereby the 5th and 3rd cen-
tiles for average acceleration (41 mg) and intensity gradient 
(−2.26), respectively, reflected the BMI cut-off for obesity  
(Figure 1C,D).

3.3   |   CRF

A positive dose–response was observed for boys and girls 
for the associations between both average acceleration 
and intensity gradient with VO2peak (Figure  2), 20mSRT 
laps, and 20mSRT speed. For boys, the VO2peak curve be-
came curvilinear at the 50th centile of average acceleration 
(76 mg, VO2peak = 47.40 mL·kg·min−1) and the 25th centile 
of intensity gradient (−2.16, VO2peak = 46.30 mL·kg·min−1) 

(Figures 2A–D). A similar pattern was evident when 20mSRT 
laps and speed were plotted against the 2PA outcomes (File 
S2). Among girls, the curves representing the relationships 

TABLE 1    |    Participants' descriptive characteristics and outcomes 
(Mean (SD), unless stated otherwise).

All Boys Girls

n 1250 510 740

Age (y) 10.3 (2.4) 9.8 (2.0) 10.7 (2.5)

Age group (%)

5–7 y 14.2 16.1 12.8

8–10 y 36.3 39.4 34.2

11–12 y 25.4 32.0 20.9

13–15 y 24.1 12.5 32.0

Height (cm) 141.9 (15.2) 139.3 (14.0) 143.7 (15.6)

Weight (kg) 39.2 (13.9) 36.3 (12.3) 41.1 (14.9)

APHV (y) −2.4 (2.8) −3.5 (2.1) −1.7 (2.9)

BMI (kg·m2) 18.9 (3.7) 18.2 (3.4) 19.3 (3.9)

BMI-z 0.51 (1.2) 0.50 (1.2) 0.52 (1.2)

Weight status (%)

Healthy weight 73.4 73.7 73.2

Overweight 18.7 19.1 18.5

Obese 7.9 7.2 8.4

Accelerometer outcomes

Valid wear days 6.1 (0.8) 6.2 (0.8) 6.1 (0.7)

Valid wear time 
(h·day−1)*

14.1 (0.9) 14.0 (0.8) 14.2 (0.9)

Average 
acceleration 
(mg)*

63.2 (21.8) 72.2 (23.8) 57.0 (17.9)

Intensity 
gradient*

−2.16 (0.18) −2.07 (0.1) −2.22 (0.17)

CRF sample n 307 147 160

Age (y) 10.0 (0.4) 10.0 (0.4) 10.0 (0.4)

20mSRT laps 30.7 (15.8) 33.3 (16.8) 27.8 (13.6)

20mSRT speed 
(km·h−1)

10.1 (0.9) 10.2 (0.9) 10.0 (0.8)

VO2peak 
(ml·kg·min−1)

46.8 (4.2) 47.4 (4.6) 46.1 (3.7)

CRF status (%)

High 46.3 45.6 46.9

Moderate 18.6 15.6 21.3

Low 35.2 38.8 31.9

Note: 20mSRT = 20 m shuttle run test; VO2peak = estimated peak maximal oxygen 
uptake.
Abbreviations: APHV, age at peak height velocity; BMI, body mass index; CRF, 
cardiorespiratory fitness; mg, milligravitational units.
*Average acceleration and intensity gradient are expressed over the waking day.
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between average acceleration and intensity gradient with 
CRF outcomes were typically characterized by being flat-
ter and more linear than the boys'. The 50th centile of 

average acceleration and intensity gradient corresponded 
to values of 60 mg (VO2peak = 45.94 mL·kg·min−1) and −2.15 
(VO2peak = 46.00 mL·kg·min−1), respectively.

FIGURE 1    |    (A–D) Relationships between BMI and weight status with average acceleration and intensity gradient in boys and girls. The red, blue, 
and green dashed lines represent the previously published reference values for the 25th, 50th, and 95th centiles, respectively, for average acceleration 
(A, B) and intensity gradient (C, D) [19]. The red, blue, and black sections of the curve represent obese, overweight, and normal weight BMI status, 
respectively.

25
th

pe
rc
en

til
e

50
th

pe
rc
en

til
e

95
th

pe
rc
en

til
e

16

17

18

19

20

21

40 60 80 100 120 140

Average acceleration (mg)

B
od

y
M
as

s
In
de

x,
U
K
19

90
(9
5%

C
I)
(9
5%

C
I)

BMI UK1990 Category

Normal weight

Overweight

Obese

A) Boys

25
th

pe
rc
en

til
e

50
th

pe
rc
en

til
e

95
th

pe
rc
en

til
e

16

17

18

19

20

21

22

23

24

40 60 80 100

Average acceleration (mg)

B
od

y
M
as

s
In
de

x,
U
K
19

90
(9
5%

C
I)
(9
5%

C
I)

BMI UK1990 Category

Normal weight

Overweight

Obese

B) Girls

25
th

pe
rc
en

til
e

50
th

pe
rc
en

til
e

95
th

pe
rc
en

til
e

16

17

18

19

20

21

22

23

2.4 2.2 2.0 1.8

Intensity Gradient

B
od

y
M
as

s
In
de

x,
U
K
19

90
(9
5%

C
I)
(9
5%

C
I)

BMI UK1990 Category

Normal weight

Overweight

Obese

C) Boys

25
th

pe
rc
en

til
e

50
th

pe
rc
en

til
e

95
th

pe
rc
en

til
e

15

16

17

18

19

20

21

22

23

24

2.5 2.3 2.1 1.9

Intensity Gradient

B
od

y
M
as

s
In
de

x,
U
K
19

90
(9
5%

C
I)
(9
5%

C
I)

BMI UK1990 Category

Normal weight

Overweight

Obese

D) Girls

TABLE 2    |    Weight status and CRF status thresholds corresponding to average acceleration and intensity gradient centiles.

Boys Girls

Average acceleration 
(approximate 
centile/mg)

Intensity gradient 
(approximate 
centile/value)

Average acceleration 
(approximate 
centile/mg)

Intensity gradient 
(approximate 
centile/value)

Weight status

Healthy weight > 25th/> 57 > 25th/> −2.15 > 50th/> 57 > 50th /> −2.16

Overweight 25th/57 25th/2.15 50th/57 50th/2.16

Obese 3rd/34 3rd/2.31 5th/41 3rd/2.26

CRF status

High 95th/123 97th/1.80 95th/95 95th/1.94

Moderate 50th/76 50th/2.14 50th/60 50th/2.15

Low 25th/56 25th/2.16 3rd/33 5th/2.31

Note: Average acceleration and intensity gradient values are approximated to the closest published centile reference value.
Abbreviations: CRF = cardiorespiratory fitness; mg = milligravitational units.
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3.4   |   CRF Classifications

Table 2 and (Figure 2C,D) show that average acceleration values 
below the ~25th (56 mg) and ~3rd (33 mg) centiles were associated 
with low CRF (VO2peak) among boys and girls, respectively. The 
~50th (boys = 76 mg, girls = 60 mg) and ~95th (boys = 123 mg, 
girls = 95 mg) centiles for average acceleration aligned to mod-
erate and high CRF in boys and girls. Low, moderate, and high 
CRF corresponded approximately to the 25th, 50th, and 97th 
centiles of boys' intensity gradient, respectively. The intensity 
gradient thresholds were lower among girls, with low, moderate, 
and high CRF falling at the respective ~5th, ~50th, and ~95th 
centiles of the distribution.

3.5   |   Translation

To enhance the translation of these findings in the context of 
improving weight status and CRF status through everyday ac-
tivities, we have presented some simple scenarios here using 
previously published values for average acceleration [35] and the 
centiles/values identified in Table 2 (Figure 3A). For example, 
for an overweight 10-year-old boy to achieve an average accel-
eration associated with healthy weight status, he would need 
to increase his daily PA volume (average acceleration) by 23 mg 
(i.e., from 34 mg which corresponds to the threshold of upper 

threshold for obesity/lower threshold for overweight to 57 mg, 
which is the threshold for healthy weight, see Table 2 for cen-
tiles/values). This could be achieved through accumulating 
30-min running at 8 km·h−1, or approximately 60 min of fast 
walking (5 km·h−1) plus 10 min of running across the day. For 
an overweight 10-year-old girl, a PA volume increase of 16 mg 
(i.e., from 41 mg, the upper threshold for obesity/lower threshold 
for overweight to 57 mg which is the lower threshold for healthy 
weight, see Table 2) would be needed to cross into the healthy 
weight zone. Combinations of accumulating 15-min running 
plus 15-min fast walking, or 10-min running, 30-min fast walk-
ing plus 30-min slow walking at 3 km·h−1, or approximately 18-
min running could be integrated across the day to achieve this. 
Similarly, to move from the average acceleration associated with 
the low to the moderate CRF category, 10-year-old boys and girls 
would need to increase daily PA volumes by 20 mg and 27 mg, 
respectively (Figure 3B). This could be the equivalent of accu-
mulating 23 min (boys) and 30 min (girls) of 8 km·h−1 running or 
combining 60-min 5 km·h−1 fast walking with shorter durations 
of running (boys: 10 min, girls: 15 min). The required daily PA 
volume to transition from values associated with moderate-to-
high CRF (Figure 3C) would be 47 mg and 35 mg for boys and 
girls, respectively. This increase could be reflected by accumu-
lating an additional 56 min of running for boys, and for girls ei-
ther 40 min of running or 30 min of running plus 60 min of fast 
walking.

FIGURE 2    |    (A–D) Relationships between VO2peak and CRF status with average acceleration and intensity gradient. The red, blue, and green 
dashed lines represent the previously published reference values for the 25th, 50th, and 95th centiles, respectively, for average acceleration (A, B) and 
intensity gradient (C,D) [19].
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4   |   Discussion

This study aimed to demonstrate the utility of recently published 
PA accelerometer outcome reference values [19] by identifying 
the PA volume and intensity centiles and values associated with 
healthy BMI and CRF in children and adolescents. We observed 
the strongest dose–responses between BMI and PA volume and 
intensity in the least active children. The distributions of PA out-
comes across weight status categories were less consistent between 
the sexes as healthy weight corresponded to the ~25th centile of 
average acceleration and intensity in boys and the ~50th centile in 
girls. CRF in boys was more strongly associated with lower levels 
of PA volume and intensity, whereas the dose–responses among 
girls followed a more linear trajectory. Boys and girls with greater 
than the median average acceleration and intensity gradient had 
high or very high CRF status; however, a greater proportion of 
boys than girls were classified as having low or very low CRF.

4.1   |   BMI and Weight Status

The nonlinear inverse associations between BMI and average ac-
celeration demonstrated steep declines with increasing accelera-
tion up to the ~50th centile for boys and girls, thus showing the 
strongest dose–response in the least active children. This suggests 
that small increments in the volume of daily PA were beneficially 
associated with BMI. This is consistent with evidence in adults 
that a 1 mg change in average acceleration is a clinically import-
ant difference for health benefits in inactive adults [36]. The asso-
ciations with intensity gradient differed between boys and girls, 
with the boys' curve demonstrating strongest dose–responses in 
the least active children, becoming less steep around the 25th 
centile. Conversely, the more linear curve observed for girls sug-
gests a largely consistent pattern across the intensity distribution. 
Previous research that has examined the association between 
BMI and time spent in MPA, VPA, and MVPA classified using the 
absolute cut-point method and the more contemporary intensity 
spectrum approach (e.g., [37–39]) has outlined the inverse associa-
tions between PA intensity and BMI. For example, compositional 
isotemporal substitution analyses of children's wrist accelerometer 

data showed that time spent in MVPA was more predictive of fa-
vorable changes in BMI z-scores than LPA or other movement be-
haviors [14, 38], while our previous study showed that PA volume 
reflected by time spent with average accelerations ≥ 700 mg was 
inversely associated with BMI z-score [39]. Taken together, these 
findings suggest that higher intensity PA may be particularly im-
portant when present in small amounts, that is, in those with a 
low PA volume or intensity gradient. Further, these cross-sectional 
findings are consistent with longitudinal data illustrating the im-
portance of VPA for future healthy weight status [37]. Moreover, 
evidence from a recent systematic review highlights the beneficial 
effect of high-intensity exercise interventions on body composition 
outcomes and that greater increases in cardiorespiratory fitness 
are associated with high-intensity rather than moderate-intensity 
exercise interventions in children and adolescents [40].

When examining weight status categories, the boys' thresholds 
for healthy weight were observed at the ~25th centiles of the 
reference values for average acceleration (57 mg) and intensity 
gradient (−2.15). Boys' thresholds for obesity fell at the ~3rd cen-
tile, equating to average acceleration and intensity gradient val-
ues of 34 mg and −2.31, respectively. The girls’ healthy weight 
threshold aligned to the ~50th centiles for average acceleration 
and intensity gradient, but the corresponding values of 57 mg av-
erage acceleration and −2.16 intensity gradient were similar to 
the boys. It is widely accepted that girls are less active than boys 
at all ages [41]. Moreover, given the vital role of PA in energy 
balance, it is therefore unsurprising that the girls' PA volume 
and intensity distribution corresponding to healthy weight fell at 
a higher percentile value than boys. In contrast, the girls' obesity 
thresholds aligned to the ~5th centile for average acceleration 
(41 mg) and ~3rd centile for intensity gradient (−2.36), which ap-
proximated to the equivalent values in boys.

4.2   |   CRF and CRF Status

For CRF, similar dose–response associations to the BMI anal-
ysis were observed for boys' and girls' PA volume and intensity 
outcomes, with girls' data characterized by a more linear and 

FIGURE 3    |    (A–C), the volume of PA accrued over a day (average acceleration, mg) required to move from the acceleration associated with over-
weight to healthy weight (a), low-to-moderate CRF (b), and moderate-to-high CRF (c) categories in 10-year-old boys and girls, using the examples of 
running at 8−1 km·h and fast walking at 5 km·h−1. Icons from Microsoft Word 365 Stock Images.
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flatter curve. The girls' findings indicate the beneficial influence 
of time spent in higher intensities of PA regardless of habitual 
PA levels, while for boys, engaging in higher intensities of PA 
may be relatively more beneficial for CRF among those in the 
lowest quartile of PA volume and intensity distribution.

Average acceleration values below the ~25th and ~3rd centiles 
were associated with low CRF among boys and girls, respec-
tively, while moderate and high CRF fell at the~50th and ~95th 
centiles of average acceleration for both boys and girls. Low, 
moderate, and high CRF corresponded to the ~25th, ~50th, and 
~97th centiles of boys' intensity gradient, respectively, compared 
to the ~5th, ~50th, and ~95th centiles of the girls' distribution. 
As girls were less active than boys, lower average acceleration 
and intensity gradient values were observed for girls at equiv-
alent centile values as well as for the threshold centiles for low 
and high CRF. If causal, this would suggest that boys require 
greater PA volume and intensity PA to achieve low, moderate, 
or high CRF in comparison to girls. Boys routinely have higher 
CRF across childhood and adolescence [3] and this sex differ-
ence is therefore reflected in the greater PA volume and intensity 
required to achieve a relative classification of fitness in compar-
ison to girls. Of note, the centiles and corresponding average 
acceleration and intensity gradient values for moderate CRF 
were very similar to those for healthy weight in girls, suggesting 
that targeting the 50th centile for both average acceleration and 
intensity gradient would correspond with moderate fitness and 
healthy weight in girls (Table 2).

To aid the translation of these findings, we have presented illus-
trative data for typical physical activities using the example of 
10-year-old boys and girls. For a 10-year-old boy to move from 
an average acceleration that corresponds with overweight to an 
average acceleration that corresponds with healthy weight, he 
would need to increase his average acceleration by 23 mg, which 
is the equivalent of accumulating an additional 30 min of run-
ning across the day, or a combination of 60 min of brisk walking 
plus 10 min of running across the day. This is slightly more than 
the PA recommendations for children of 60 min MVPA per day 
[42], consistent with the greater amount of PA needed to lose 
weight in adults than to maintain a healthy weight [43]. This 
provides practical information that could be used by practi-
tioners to inform PA programming or group-level PA prescrip-
tion. To extend these illustrative examples, practitioners could 
also estimate time required using other activities of similar 
intensities based on published energy expenditure values. For 
example, playing tag instead of walking at 5 km/h or swapping 
running for swimming front crawl [44], thus enhancing the 
translation of the PA reference values for children, practitioners, 
and parents/guardians.

This is the first study to apply average acceleration and inten-
sity gradient reference values to health outcomes in children 
and adolescents. Strengths of the study include using age-
group-specific 24-h data to establish waking and sleep times, 
which allowed the PA outcome to reflect actual waking hours 
durations. There was a high level of compliance with the accel-
erometer wear protocol, with data available from 83% of par-
ticipants who had some recorded accelerometer outcome data. 
This exceeded the compliance level reported in other large-
scale child accelerometer data pooling studies [18]. Moreover, 

we used empirically derived BMI [20] and CRF thresholds 
[3] that were specific to the study population and assessment 
methods used, thus enhancing the ecological validity of our re-
sults. Study limitations include the use of cross-sectional data 
generated from ten studies, with an unequal age distribution 
of participants who were not representative of English youth 
in general, and accelerometer data were collected across dif-
ferent periods, which may have resulted in seasonal variation 
in movement behaviors between the studies. Further, the CRF 
data were only available in two of the studies, further reducing 
the generalizability for those outcomes. No a priori power cal-
culation was completed for this study, as is often the case with 
secondary data analyses from pooled studies. We presented 
CRF data as estimated VO2peak using widely validated and used 
equations to aid comparability with other studies. There are 
known biases with estimated VO2peak; therefore, we also pre-
sented outcomes in Supporting Information  (File S2) for end 
running speed and number of completed laps. While average 
acceleration and intensity gradient values are compared to BMI 
and CRF outcomes, including classifications for healthy weight 
and fitness zones, these data are cross-sectional, and causality 
cannot be conferred. Furthermore, we chose BMI as a health 
outcome, as it is arguably the most widely used body size out-
come within the existing research and, as such, provides util-
ity for the discipline. Nevertheless, BMI is a measure of body 
size rather than composition, and the proportions of lean and 
fat mass vary throughout childhood and adolescence; despite 
using thresholds that were developed for children and adoles-
cents, there may have been some misclassification of some of 
the participants. We used the examples of a 10-year-old boy and 
girl to help translate the findings into meaningful information 
for research users because this age represents the mean of the 
overall study sample. However, future studies applying the PA 
outcome reference values to BMI and CRF data may choose the 
present examples across the additional age ranges.

5   |   Conclusion

This study demonstrates the utility of PA reference curves in 
relation to markers of health in children and adolescents. The 
dose-response curves demonstrate the importance of PA in re-
lation to BMI and CRF. Translation of accelerometer outcomes 
into meaningful information can provide practitioners with 
practical examples to inform programming and practice. Future 
studies demonstrating how PA reference values can be used to 
track behaviors and/or provide insights into associations with 
health are needed to further advance the field and demonstrate 
how cut-point free measures of accelerometer-assessed PA can 
be meaningful.

6   |   Perspective

The prevalence of obesity and overweight remains high in chil-
dren and adolescents, while levels of cardiorespiratory fitness 
(CRF) have declined. Physical activity (PA) is favorably asso-
ciated with body mass index (BMI) and CRF. Advances in the 
processing of accelerometer-assessed PA have led to outcomes 
that represent the overall volume (average acceleration) and in-
tensity distribution (intensity gradient) of PA. Reference values 

 16000838, 2025, 8, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/sm

s.70118 by L
IV

E
R

PO
O

L
 JO

H
N

 M
O

O
R

E
S U

N
IV

, W
iley O

nline L
ibrary on [21/08/2025]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



9 of 10

for these metrics were recently published but are difficult to 
translate into meaningful health outcomes for practitioners. 
This study demonstrates the utility of the PA accelerometer out-
come reference values by identifying the average acceleration 
and intensity gradient centiles and values associated with BMI 
and CRF status in children and adolescents. The study also de-
scribes how much additional PA a 10-yr-old boy and girl would 
need to accrue over the course of a day to move from values as-
sociated with overweight and low CRF to values associated with 
healthy BMI and moderate or high CRF, thus providing practi-
cal information that could be used by practitioners to inform PA 
programming. This study highlights the importance of PA in re-
lation to children s BMI and CRF and the utility of PA reference 
values for use in practice.

Author Contributions

L.M.B., S.J.F., A.V.R., and B.d.P.C. designed the study. S.J.F., L.M.B., 
M.C., L.F., L.H., O.J., M.M., D.A.M., C.M., R.J.N., M.B.O., S.L.T., and 
R.T. contributed to data collection in the original studies. B.d.P.C., 
S.J.F., and A.V.R. analyzed the data. L.M.B., S.J.F., A.V.R., and B.d.P.C. 
drafted the manuscript. All authors contributed to writing, editing, re-
viewing, and approved the final manuscript. Funding for the original 
studies, where applicable, was acquired by S.J.F., M.M., and R.T.

Acknowledgments

We would like to thank the participating pupils and schools for taking 
part in the contributing studies, and West Lancashire Sport Partnership 
and Liverpool School Sport Partnership for their assistance. We also 
gratefully acknowledge full or partial support for the studies from the 
Waterloo Foundation, Edge Hill University, and Liverpool John Moores 
University.

Ethics Statement

Ethical approval for this pooled individual participant data study was 
granted by Edge Hill University's Science Research Ethics Committee 
(#ETH2021-0034).

Consent

Each participating study received ethical approval, and all participants 
had parental/carer written informed consent.

Conflicts of Interest

The authors declare no conflicts of interest.

Data Availability Statement

The data that support the findings of this study are openly available in 
the Open Science Framework at https://​osf.​io/​5dy9k/​​files/​​osfst​orage​.

References

1. A. García-Hermoso, R. Ramírez-Vélez, Y. García-Alonso, A. M. 
Alonso-Martínez, and M. Izquierdo, “Association of Cardiorespiratory 
Fitness Levels During Youth With Health Risk Later in Life: A System-
atic Review and Meta-Analysis,” JAMA Pediatrics 174 (2020): 952–960, 
https://​doi.​org/​10.​1001/​jamap​ediat​rics.​2020.​2400.

2. G. Raghuveer, J. Hartz, D. R. Lubans, et al., “Cardiorespiratory Fit-
ness in Youth: An Important Marker of Health: A Scientific Statement 
From the American Heart Association,” Circulation 142, no. 7 (2020): 
e101–e118, https://​doi.​org/​10.​1161/​CIR.​00000​00000​000866.

3. G. R. Tomkinson, J. J. Lang, M. S. Tremblay, et  al., “International 
Normative 20 m Shuttle Run Values From 1 142 026 Children and Youth 
Representing 50 Countries,” British Journal of Sports Medicine 51, no. 21 
(2017): 1545–1554, https://​doi.​org/​10.​1136/​bjspo​rts-​2016-​095987.

4. Statistics OfN, “National Child Measurement Programme, England, 
2022/23 School Year,” (2024), https://​digit​al.​nhs.​uk/​data-​and-​infor​ma-
tion/​publi​catio​ns/​stati​stical/​natio​nal-​child​-​measu​remen​t-​progr​amme/​
2022-​23-​schoo​l-​year.

5. N. H. Phelps, R. K. Singleton, B. Zhou, et al., “Worldwide Trends in 
Underweight and Obesity From 1990 to 2022: A Pooled Analysis of 3663 
Population-Representative Studies With 222 Million Children, Adoles-
cents, and Adults,” Lancet 403 (2024): 1027–1050, https://​doi.​org/​10.​
1016/​S0140​-​6736(23)​02750​-​2.

6. A. Horsch, M. Wobmann, S. Kriemler, S. Munsch, S. Borloz, and A. 
Balz, “Impact of Physical Activity on Energy Balance, Food Intake and 
Choice in Normal Weight and Obese Children in the Setting of Acute 
Social Stress: A Randomized Controlled Trial,” BMC Pediatrics 15, no. 1 
(2015): 12, https://​doi.​org/​10.​1186/​s1288​7-​015-​0326-​7.

7. J. Steene-Johannessen, B. H. Hansen, K. E. Dalene, et  al., “Varia-
tions in Accelerometry Measured Physical Activity and Sedentary Time 
Across Europe - Harmonized Analyses of 47,497 Children and Adoles-
cents,” International Journal of Behavioral Nutrition and Physical Ac-
tivity 17, no. 1 (2020): 38, https://​doi.​org/​10.​1186/​s1296​6-​020-​00930​-​x.

8. D. L. Wolff-Hughes, D. R. Bassett, and E. C. Fitzhugh, “Population-
Referenced Percentiles for Waist-Worn Accelerometer-Derived Total 
Activity Counts in U.S. Youth: 2003–2006 NHANES,” PLoS One 9, no. 
12 (2014): e115915, https://​doi.​org/​10.​1371/​journ​al.​pone.​0115915.

9. R. P. Troiano, D. Berrigan, K. W. Dodd, L. C. Masse, T. Tilert, and M. 
McDowell, “Physical Activity in the United States Measured by Accel-
erometer,” Medicine and Science in Sports and Exercise 40, no. 1 (2008): 
181–188, https://​doi.​org/​10.​1249/​mss.​0b013​e3181​5a51b3.

10. A. V. Rowlands, “Moving Forward With Accelerometer-Assessed 
Physical Activity: Two Strategies to Ensure Meaningful, Interpretable, 
and Comparable Measures,” Pediatric Exercise Science 30 (2018): 450–
456, https://​doi.​org/​10.​1123/​pes.​2018-​0201.

11. S. G. Trost, “Population-Level Physical Activity Surveillance in 
Young People: Are Accelerometer-Based Measures Ready for Prime 
Time?,” International Journal of Behavioral Nutrition and Physical Ac-
tivity 17, no. 1 (2020): 28, https://​doi.​org/​10.​1186/​s1296​6-​020-​00929​-​4.

12. J. H. Migueles, E. Aadland, L. B. Andersen, et  al., “GRANADA 
Consensus on Analytical Approaches to Assess Associations With 
Accelerometer-Determined Physical Behaviours (Physical Activity, 
Sedentary Behaviour and Sleep) in Epidemiological Studies,” British 
Journal of Sports Medicine 56 (2021): bjsports-2020-103604, https://​doi.​
org/​10.​1136/​bjspo​rts-​2020-​103604.

13. A. Narayanan, F. Desai, T. Stewart, S. Duncan, and L. Mackay, “Ap-
plication of Raw Accelerometer Data and Machine-Learning Techniques 
to Characterize Human Movement Behavior: A Systematic Scoping Re-
view,” Journal of Physical Activity & Health 17, no. 3 (2020): 360–383.

14. S. J. Fairclough, S. Taylor, A. V. Rowlands, L. M. Boddy, and R. J. 
Noonan, “Average Acceleration and Intensity Gradient of Primary 
School Children and Associations With Indicators of Health and Well-
Being,” Journal of Sports Sciences 37, no. 18 (2019): 2159–2167, https://​
doi.​org/​10.​1080/​02640​414.​2019.​1624313.

15. A. V. Rowlands, C. L. Edwardson, M. J. Davies, K. Khunti, D. M. 
Harrington, and T. Yates, “Beyond Cut-Points: Accelerometer Metrics 
That Capture the Physical Activity Profile,” Medicine and Science in 
Sports and Exercise 50, no. 6 (2018): 1323–1332, https://​doi.​org/​10.​1249/​
MSS.​00000​00000​001561.

16. D. S. Buchan, G. McLellan, S. Donnelly, and R. Arthur, “The Use of 
the Intensity Gradient and Average Acceleration Metrics to Explore Asso-
ciations With BMI z-Score in Children,” Journal of Sports Sciences 37, no. 
23 (2019): 2751–2758, https://​doi.​org/​10.​1080/​02640​414.​2019.​1664536.

 16000838, 2025, 8, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/sm

s.70118 by L
IV

E
R

PO
O

L
 JO

H
N

 M
O

O
R

E
S U

N
IV

, W
iley O

nline L
ibrary on [21/08/2025]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://osf.io/5dy9k/files/osfstorage
https://doi.org/10.1001/jamapediatrics.2020.2400
https://doi.org/10.1161/CIR.0000000000000866
https://doi.org/10.1136/bjsports-2016-095987
https://digital.nhs.uk/data-and-information/publications/statistical/national-child-measurement-programme/2022-23-school-year
https://digital.nhs.uk/data-and-information/publications/statistical/national-child-measurement-programme/2022-23-school-year
https://digital.nhs.uk/data-and-information/publications/statistical/national-child-measurement-programme/2022-23-school-year
https://doi.org/10.1016/S0140-6736(23)02750-2
https://doi.org/10.1016/S0140-6736(23)02750-2
https://doi.org/10.1186/s12887-015-0326-7
https://doi.org/10.1186/s12966-020-00930-x
https://doi.org/10.1371/journal.pone.0115915
https://doi.org/10.1249/mss.0b013e31815a51b3
https://doi.org/10.1123/pes.2018-0201
https://doi.org/10.1186/s12966-020-00929-4
https://doi.org/10.1136/bjsports-2020-103604
https://doi.org/10.1136/bjsports-2020-103604
https://doi.org/10.1080/02640414.2019.1624313
https://doi.org/10.1080/02640414.2019.1624313
https://doi.org/10.1249/MSS.0000000000001561
https://doi.org/10.1249/MSS.0000000000001561
https://doi.org/10.1080/02640414.2019.1664536


10 of 10 Scandinavian Journal of Medicine & Science in Sports, 2025

17. F. Schwendinger, J. Wagner, R. Knaier, et al., “Accelerometer Met-
rics: Healthy Adult Reference Values, Associations With Cardiorespira-
tory Fitness, and Clinical Implications,” Medicine and Science in Sports 
and Exercise 56, no. 2 (2024): 170–180.

18. B. R. Belcher, D. L. Wolff-Hughes, E. E. Dooley, et  al., “US 
Population-Referenced Percentiles for Wrist-Worn Accelerometer-
Derived Activity,” Medicine and Science in Sports and Exercise 53, no. 
11 (2021): 2455–2464.

19. S. J. Fairclough, A. V. Rowlands, B. Del Pozo Cruz, et al., “Reference 
Values for Wrist-Worn Accelerometer Physical Activity Metrics in En-
gland Children and Adolescents,” International Journal of Behavioral 
Nutrition and Physical Activity 20, no. 1 (2023): 35, https://​doi.​org/​10.​
1186/​s1296​6-​023-​01435​-​z.

20. T. J. Cole, J. V. Freeman, and M. A. Preece, “Body Mass Index Refer-
ence Curves for the UK, 1990,” Archives of Disease in Childhood 73, no. 
1 (1995): 25–29, https://​doi.​org/​10.​1136/​adc.​73.1.​25.

21. L. Hurter, S. J. Fairclough, Z. R. Knowles, L. A. Porcellato, A. M. 
Cooper-Ryan, and L. M. Boddy, “Establishing Raw Acceleration Thresh-
olds to Classify Sedentary and Stationary Behaviour in Children,” Children 
(Basel) 5, no. 12 (2018): 172, https://​doi.​org/​10.​3390/​child​ren51​20172​.

22. M. Crotti, L. Foweather, J. R. Rudd, L. Hurter, S. Schwarz, and L. M. 
Boddy, “Development of Raw Acceleration Cut-Points for Wrist and Hip 
Accelerometers to Assess Sedentary Behaviour and Physical Activity 
in 5-7-Year-Old Children,” Journal of Sports Sciences 38, no. 9 (2020): 
1036–1045, https://​doi.​org/​10.​1080/​02640​414.​2020.​1740469.

23. R. J. Noonan, L. M. Boddy, Y. Kim, Z. R. Knowles, and S. J. Fair-
clough, “Comparison of Children's Free-Living Physical Activity De-
rived From Wrist and Hip Raw Accelerations During the Segmented 
Week,” Journal of Sports Sciences 35, no. 21 (2017): 2067–2072, https://​
doi.​org/​10.​1080/​02640​414.​2016.​1255347.

24. M. B. Owen, C. Kerner, S. L. Taylor, et al., “The Feasibility of a Novel 
School Peer-Led Mentoring Model to Improve the Physical Activity Lev-
els and Sedentary Time of Adolescent Girls: The Girls Peer Activity (G-
PACT) Project,” Children (Basel) 5, no. 6 (2018): 67, https://​doi.​org/​10.​
3390/​child​ren50​60067​.

25. S. L. Taylor, R. J. Noonan, Z. R. Knowles, et  al., “Evaluation of a 
Pilot School-Based Physical Activity Clustered Randomised Controlled 
Trial-Active Schools: Skelmersdale,” International Journal of Environ-
mental Research and Public Health 15, no. 5 (2018): 1011, https://​doi.​org/​
10.​3390/​ijerp​h1505​1011.

26. R. Tyler, A. J. Atkin, J. R. Dainty, D. Dumuid, and S. J. Fairclough, 
“Cross-Sectional Associations Between 24-Hour Activity Behaviours 
and Motor Competence in Youth: A Compositional Data Analysis,” 
Journal of Activity, Sedentary and Sleep Behaviors 1, no. 1 (2022): 3, 
https://​doi.​org/​10.​1186/​s4416​7-​022-​00003​-​3.

27. T. G. Lohman, A. F. M. Roche, and R. Martorell, “Anthropometric 
Standardization Reference Manual,” in Human Kinetics Books (Human 
Kinetics, 1991).

28. T. Cole, M. Bellizzi, K. Flegal, and W. Dietz, “Establishing a Stan-
dard Definition for Child Overweight and Obesity Worldwide: Interna-
tional Survey,” BMJ 320 (2000): 1240–1243.

29. S. A. Moore, H. A. McKay, H. Maccdonalnd, et al., “Enhancing a So-
matic Maturity Prediction Model,” Medicine and Science in Sports and 
Exercise 47, no. 8 (2015): 1755–1764.

30. G. R. Tomkinson, J. J. Lang, J. Blanchard, L. A. Léger, and M. S. 
Tremblay, “The 20-m Shuttle Run: Assessment and Interpretation of 
Data in Relation to Youth Aerobic Fitness and Health,” Pediatric Exer-
cise Science 31 (2019): 152–163.

31. L. A. Leger, D. Mercier, C. Gadoury, and J. Lambert, “The Multi-
stage 20 Metre Shuttle Run Test for Aerobic Fitness,” Journal of Sports 
Sciences 6 (1988): 93–101.

32. J. H. Migueles, A. V. Rowlands, F. Huber, S. Sabia, and V. T. Van 
Hees, “GGIR: A Research Community–Driven Open Source R Package 

for Generating Physical Activity and Sleep Outcomes From Multi-Day 
Raw Accelerometer Data,” Journal of Measurement in Physical Be-
haviour 2 (2019): 188–196.

33. V. T. van Hees, Z. Fang, J. Langford, et al., “Autocalibration of Ac-
celerometer Data for Free-Living Physical Activity Assessment Using 
Local Gravity and Temperature: An Evaluation on Four Continents,” 
Journal of Applied Physiology 117, no. 7 (2014): 738–744, https://​doi.​org/​
10.​1152/​jappl​physi​ol.​00421.​2014.

34. V. T. van Hees, L. Gorzelniak, E. C. León, et al., “Separating Move-
ment and Gravity Components in an Acceleration Signal and Implica-
tions for the Assessment of Human Daily Physical Activity,” PLoS One 
8, no. 4 (2013): e61691, https://​doi.​org/​10.​1371/​journ​al.​pone.​0061691.

35. M. Hildebrand, V. T. Van Hees, B. H. Hansen, and U. Ekelund, “Age-
Group Comparibility of Raw Accelerometer Output From Wrist- and 
Hip-Worn Monitors,” Medicine and Science in Sports and Exercise 46, 
no. 9 (2014): 1816–1824.

36. A. Rowlands, M. Davies, P. Dempsey, C. Edwardson, C. Razieh, and 
T. Yates, “Wrist-Worn Accelerometers: Recommending ~1.0 Mg as the 
Minimum Clinically Important Difference (MCID) in Daily Average 
Acceleration for Inactive Adults,” British Journal of Sports Medicine 55, 
no. 14 (2021): 814–815, https://​doi.​org/​10.​1136/​bjspo​rts-​2020-​102293.

37. M. Hamer and E. Stamatakis, “Relative Proportion of Vigorous 
Physical Activity, Total Volume of Moderate to Vigorous Activity, and 
Body Mass Index in Youth: The Millennium Cohort Study,” Interna-
tional Journal of Obesity 42, no. 6 (2018): 1239–1242, https://​doi.​org/​10.​
1038/​s4136​6-​018-​0128-​8.

38. S. J. Fairclough, D. Dumuid, S. Taylor, et al., “Fitness, Fatness and 
the Reallocation of Time Between Children's Daily Movement Be-
haviours: An Analysis of Compositional Data,” International Journal of 
Behavioral Nutrition and Physical Activity 14, no. 1 (2017): 64, https://​
doi.​org/​10.​1186/​s1296​6-​017-​0521-​z.

39. S. J. Fairclough, L. Hurter, D. Dumuid, et  al., “The Physical Be-
haviour Intensity Spectrum and Body Mass Index in School-Aged Youth: 
A Compositional Analysis of Pooled Individual Participant Data,” Inter-
national Journal of Environmental Research and Public Health 19, no. 14 
(2022): 8778, https://​doi.​org/​10.​3390/​ijerp​h1914​8778.

40. X. Zhou, J. Li, and X. Jiang, “Effects of Different Types of Exercise 
Intensity on Improving Health-Related Physical Fitness in Children 
and Adolescents: A Systematic Review,” Scientific Reports 14, no. 1 
(2024): 14301, https://​doi.​org/​10.​1038/​s4159​8-​024-​64830​-​x.

41. A. R. Cooper, A. Goodman, A. S. Page, et al., “Objectively Measured 
Physical Activity and Sedentary Time in Youth: The International Chil-
dren's Accelerometry Database (ICAD),” International Journal of Be-
havioral Nutrition and Physical Activity 12 (2015): 113, https://​doi.​org/​
10.​1186/​s1296​6-​015-​0274-​5.

42. F. C. Bull, S. S. Al-Ansari, S. Biddle, et al., “World Health Organi-
zation 2020 Guidelines on Physical Activity and Sedentary Behaviour,” 
British Journal of Sports Medicine 54, no. 24 (2020): 1451–1462, https://​
doi.​org/​10.​1136/​bjspo​rts-​2020-​102955.

43. M. Leitzmann, “Physical Activity, Sedentary Behaviour, and Obe-
sity,” in Energy Balance and Obesity, ed. I. Romieu, L. Dossus, and W. 
C. Willett (International Agency for Research on Cancer, 2017), 43–48.

44. N. F. Butte, K. B. Watson, K. Ridley, et al., “A Youth Compendium of 
Physical Activities: Activity Codes and Metabolic Intensities,” Medicine 
and Science in Sports and Exercise 50, no. 2 (2018): 246–256, https://​doi.​
org/​10.​1249/​Mss.​00000​00000​001430.

Supporting Information

Additional supporting information can be found online in the Supporting 
Information section. File S1: sms70118-sup-0001-Supplementaryfile1.
xlsx. File S2: sms70118-sup-0002-Supplementaryfile2.docx. 

 16000838, 2025, 8, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1111/sm

s.70118 by L
IV

E
R

PO
O

L
 JO

H
N

 M
O

O
R

E
S U

N
IV

, W
iley O

nline L
ibrary on [21/08/2025]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense

https://doi.org/10.1186/s12966-023-01435-z
https://doi.org/10.1186/s12966-023-01435-z
https://doi.org/10.1136/adc.73.1.25
https://doi.org/10.3390/children5120172
https://doi.org/10.1080/02640414.2020.1740469
https://doi.org/10.1080/02640414.2016.1255347
https://doi.org/10.1080/02640414.2016.1255347
https://doi.org/10.3390/children5060067
https://doi.org/10.3390/children5060067
https://doi.org/10.3390/ijerph15051011
https://doi.org/10.3390/ijerph15051011
https://doi.org/10.1186/s44167-022-00003-3
https://doi.org/10.1152/japplphysiol.00421.2014
https://doi.org/10.1152/japplphysiol.00421.2014
https://doi.org/10.1371/journal.pone.0061691
https://doi.org/10.1136/bjsports-2020-102293
https://doi.org/10.1038/s41366-018-0128-8
https://doi.org/10.1038/s41366-018-0128-8
https://doi.org/10.1186/s12966-017-0521-z
https://doi.org/10.1186/s12966-017-0521-z
https://doi.org/10.3390/ijerph19148778
https://doi.org/10.1038/s41598-024-64830-x
https://doi.org/10.1186/s12966-015-0274-5
https://doi.org/10.1186/s12966-015-0274-5
https://doi.org/10.1136/bjsports-2020-102955
https://doi.org/10.1136/bjsports-2020-102955
https://doi.org/10.1249/Mss.0000000000001430
https://doi.org/10.1249/Mss.0000000000001430

	Physical Activity Volume and Intensity for Healthy Body Mass Index and Cardiorespiratory Fitness: Enhancing the Translation of Children's and Adolescents' Accelerometer Physical Activity Reference Values
	ABSTRACT
	1   |   Introduction
	2   |   Materials and Methods
	2.1   |   Anthropometric Outcomes
	2.2   |   Cardiorespiratory Fitness
	2.3   |   Physical Activity
	2.4   |   Accelerometer Data Harmonization
	2.5   |   Accelerometer Outcomes: PA Volume and Intensity
	2.6   |   Analysis

	3   |   Results
	3.1   |   BMI
	3.2   |   BMI Classifications
	3.3   |   CRF
	3.4   |   CRF Classifications
	3.5   |   Translation

	4   |   Discussion
	4.1   |   BMI and Weight Status
	4.2   |   CRF and CRF Status

	5   |   Conclusion
	6   |   Perspective
	Author Contributions
	Acknowledgments
	Ethics Statement
	Consent
	Conflicts of Interest
	Data Availability Statement
	References


