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Abstract

Background: Sitting behaviours have been linked with increased risk of all-cause mortal-

ity independent of moderate to vigorous physical activity (MVPA). Previous studies have

tended to examine single indicators of sitting or all sitting behaviours combined. This

study aims to enhance the evidence base by examining the type-specific prospective

associations of four different sitting behaviours as well as total sitting with the risk of all-

cause mortality.

Methods: Participants (3720 men and 1412 women) from the Whitehall II cohort study

who were free from cardiovascular disease provided information on weekly sitting time

(at work, during leisure time, while watching TV, during leisure time excluding TV, and at

work and during leisure time combined) and covariates in 1997–99. Cox proportional

hazards models were used to investigate prospective associations between sitting time

(h/week) and mortality risk. Follow-up was from date of measurement until (the earliest

of) death, date of censor or July 31 2014.

Results: Over 81 373 person-years of follow-up (mean follow-up time 15.7 6 2.2 years) a

total of 450 deaths were recorded. No associations were observed between any of the

five sitting indicators and mortality risk, either in unadjusted models or models adjusted

for covariates including MVPA.

Conclusions: Sitting time was not associated with all-cause mortality risk. The results of

this study suggest that policy makers and clinicians should be cautious about placing

emphasis on sitting behaviour as a risk factor for mortality that is distinct from the effect

of physical activity.
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Introduction

The health benefits of moderate to vigorous intensity

physical activity (MVPA) are compelling,1 with inactiv-

ity estimated to cause 9% of premature mortality world-

wide.2 Despite this, modern lifestyles are characterized

by both low levels of MVPA and high levels of sedentary

behaviour,3 i.e. sitting activities, which involve energy

expenditure at resting levels (1–1.5 metabolic equiva-

lents [METs]).4 Separate sitting behaviours, as well as

total daily sitting time, have been linked with increased

risk of all-cause5–13 and cause-specific6,10,14–16 mortal-

ity, cardiovascular disease (CVD)17,18 and metabolic

conditions,19–22 independent of MVPA, indicating that

sedentary behaviour is not simply the absence of physical

activity but a distinct class of behaviour with its own

health risks.

Previous studies have tended to focus either on selected

single indicators of self-reported sitting, such as TV view-

ing,12,14,16,23,24 screen time17 or travelling in a car,9,12,16

or have only examined total sitting combined,7,9,13,15,25

and have observed differential associations with mortal-

ity.11,12,14,16 Therefore this study aims to enhance the evi-

dence base by examining the type-specific associations of

four different sitting behaviours as well as total sitting with

the risk of all-cause mortality in a large cohort of UK

adults with 16 years of follow-up and a wide range of

covariates.

Methods

The Whitehall II study is a longitudinal study of London-

based employees of the British Civil Service. At the study’s

inception in 1985, all civil servants (aged 35–55) from cler-

ical and office support, middle-ranking executive and

senior administrative grades were invited to participate

and 73% consented26 (original sample 10 308). Baseline

examination comprised a self-administered questionnaire

and a clinical examination, with subsequent measurement

phases alternating between a postal questionnaire alone

and a postal questionnaire accompanied by a clinical

examination. Approval for the study was given by the

University College London research ethics committee and

written consent was obtained from all participants. As

sitting behaviour measures were included for the first time

at Phase 5 (1997–99), this represents the baseline for the

present analysis.

Sitting time and mortality

The Phase 5 questionnaire included items on occupational

and leisure-time sitting behaviours. Participants reported

on average how many hours per week they spent: sitting

at work including driving or commuting, and sitting at

home, e.g., watching TV, sewing, working at a desk, by

selecting from eight response categories (none, 1 h, 2–5,

6–10, 11–20, 21–30, 31–40, � 40 h). For sitting at home,

participants were given an open-text response to specify

two sitting behaviours and then select a time category for

each. Using the midpoint of these time categories (‘more

than 40 h’ was represented as exactly 40 h), five different

sitting indicators were computed: (i) work sitting (includ-

ing commuting); (ii) TV viewing time; (iii) non-TV leisure

time sitting; (iv) total leisure time sitting (the sum of ii

and iii above); and (v) total sitting time (sum of i–iii

above). Although there is no objective criterion measure

of context-specific sitting, the questionnaire items used to

construct the sitting exposures have demonstrated con-

current validity with past-week recalls (Pearson’s

r¼0.44), activity diaries (Pearson’s r¼ 0.41)27 and have

also been used in a number of previous studies where as-

sociations between sitting time and health outcomes have

been observed.12,20,21,28

Mortality was established through the national mortal-

ity register kept by the National Health Service (NHS)

Central Registry.

Key Messages

• Five different indicators of sitting time were not associated with mortality risk over 16 years of follow-up.

• This may be due in part to a protective effect of higher than average daily activity in this cohort.

• Previously reported relationships between sitting time and health outcomes may be due in part to low total daily

energy expenditure.

• Policy makers should be cautious about recommending reductions in sitting time as a stand-alone public health

intervention.

• Future studies should examine the links between sitting and mortality risk using objective methods that quantify

postural allocation.

2 International Journal of Epidemiology, 2015, Vol. 0, No. 0

 by guest on M
ay 19, 2016

http://ije.oxfordjournals.org/
D

ow
nloaded from

 

http://ije.oxfordjournals.org/


Covariates

Sociodemographic covariates were age, gender, ethnicity

and employment grade at phase 5. Employment grade

(three levels: clerical and support, professional and execu-

tive, senior administrative grades) in the Whitehall II Study

is a comprehensive marker of socioeconomic circumstance

relating to social status, salary and level of responsibility.29

For retired participants, their last reported employment

grade was considered. Health-related covariates included

self-rated health (reported as excellent, very good, good,

fair or poor), smoking status (current, previous, never a

smoker), alcohol consumption, diet quality, body mass

index (BMI) and physical functioning. Participants re-

ported the number of ‘measures’ of spirits, ‘glasses’ of wine

and ‘pints’ of beer consumed in the previous 7 days, and

this was then converted to units (1 unit¼ 8 g) of alcohol.

Diet quality was represented by frequency of fruit and

vegetable consumption and was assessed using an eight-

point scale from ‘seldom or never’ to ‘�2 portions per

day’. Height (m) and weight (kg) were recorded during

clinical examination and BMI calculated using a standard

formula. To assess perceptions of physical functioning, the

SF-36 questionnaire was used and scored with the Medical

Outcomes Study scoring system.30 The SF-36 assesses the

extent to which participants’ health limits their ability to

perform physical activities, ranging in intensity from vigor-

ous (sporting and volitional exercise activities) to light

(day-to-day tasks) using the responses ‘a lot’, ‘a little’ and

‘not at all’. Responses were scored, summed and trans-

formed to scale from 0 (limited a lot in performing all types

of physical activities) to 100 (able to perform all types of

physical activity without limitation). This scale has been

demonstrated to have high internal consistency.31

Physical activity covariates included daily walking time

(min/day) and weekly MVPA (h/week). Physical activity

was assessed using a modified version of the Minnesota

leisure-time physical activity questionnaire which assesses

both occupational and leisure-time activities, and which

has been validated previously.32 Twenty items (including

five open-text responses) assessed time spent engaged in

walking, sports and games, gardening, housework and

do-it-yourself building/maintenance projects, in hours over

the previous 4-week period. Each activity was subse-

quently assigned an energy expenditure value in METs

(where 1 MET is equal to energy expenditure at rest) using

a compendium of activity energy expenditures.33 Moderate

intensity activities were those eliciting an energy expenditure

of 3–5.9 METs and vigorous intensity activities � 6 METs.

The energy expenditure of walking is dependent on walking

pace and could not be determined from the Phase 5 question-

naire. Therefore, although some walking may have met the

required energy expenditure, for the purposes of the present

analyses walking did not contribute to MVPA, but daily

walking time was included as a separate covariate.

Statistical methods

Due to low numbers in the original eight response

categories for sitting time, these were collapsed into four

categories of as near equal numbers as the data would

allow. Exact quartiles were not possible due to the non-

normal distribution of the data.

To examine mortality risk from all causes across catego-

ries of the five sitting indicators, Cox proportional hazards

models were fitted.34 Survival time was measured from the

date of measurement at Phase 5 to death or censor (the ear-

liest of the dates of withdrawal from the study or 31st July

2014). Hazard ratios and 95% confidence intervals were

estimated for each sitting category with the shortest duration

as the reference category. Proportional hazards assumptions

were checked using Schoenfeld residuals and Nelson-Aelen

cumulative hazards plots for analyses of associations be-

tween five sitting indicators and mortality. Schoenfeld re-

siduals did not suggest evidence for any deviations from

proportionality in any of the Cox models and this was con-

sistent with observations from the Nelson-Aelen plots.

Cox models were adjusted for age, gender, employment

grade and ethnicity (model 1) and subsequently for smok-

ing status, alcohol consumption, fruit and vegetable con-

sumption, BMI, physical functioning, walking time and

MVPA (model 2). Wald chi-square tests were used to test

for linear relationships in individual parameters and likeli-

hood-ratio chi-square tests for non-linear relationships.

Analyses were limited to those free from CVD at Phase 5.

To examine whether the associations between sitting

and mortality differed between a priori defined subgroups,

interaction terms were fitted for each sitting indicator with

gender, age (in 10-year age groups), BMI (in categories

according to World Health Organization [WHO] classifi-

cations of underweight, normal weight, overweight and

obese)35 and physical activity (according to adherence to

the Department of Health guidelines for MVPA).36

Likelihood-ratio tests were used to determine whether each

interaction term improved the model fit.

To minimize potential confounding effects of occult

disease at baseline, analyses were repeated after exclud-

ing those who died before Phase 6 (2001: 15 278 per-

son-years of follow-up excluded), and then Phase 7

(2003–04: 27 808 person-years of follow-up excluded).

In order to examine the possibility of bias due to differ-

ential loss from the original 1985 cohort, baseline age,

gender, employment grade, alcohol consumption and
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the likelihood of being obese and of being a current smoker

were compared between those who did and those who did

not respond to questionnaire items relating to occupational

and leisure-time sitting behaviour. Analyses were conducted

in 2014 using STATA version 13.2.

Results

The final sample consisted of 5132 participants who had

complete data for sitting time and covariates. Sample char-

acteristics are described in Table 1. Compared with those in

the sample, those lost to follow-up between the study’s in-

ception in 1985 and Phase 5 were slightly older at date of

screening (0.42 years; 95% confidence interval [CI] 0.17,

0.67: P¼ 0.001), consumed slightly less alcohol (�1.19

units/week; 95% CI �0.64, �1.73: P< 0.001) and were

more likely to be male (odds ratio [OR] 0.11; 95% CI 0.09,

0.13), obese (OR 0.04; 95% CI 0.03, 0.05) and in a higher

employment grade (OR 0.05; 95% CI 0.03, 0.07) in 1985.

Inclusion in the current analysis was not associated with

smoking behaviour in 1985. A total of 450 deaths from all

causes were recorded over 81 373 person-years of follow-up

(mean follow-up time 15.7 6 2.2 years).

Hazard ratios and 95% confidence intervals for mortality

risk and unadjusted mortality rates (per 1000 person-years)

are presented in Table 2. There were no associations between

any of the five sitting indicators at Phase 5 and all-cause mor-

tality risk over the follow-up period in either model 1 or 2. In

addition, no interaction effects were observed between the

five sitting indicators and gender, age, adherence to public

health guidelines for MVPA or BMI classification.

Discussion

The present study tested the hypothesis that sitting time

would predict mortality risk independently of MVPA and

associations would vary by type of sitting. Across almost

16 years of follow-up, no prospective associations were

observed between five different indicators of sitting time

and mortality from all causes.

The results of the current analysis are inconsistent with

previous studies which have shown positive associations

between all-cause mortality risk and TV view-

ing,14,16,17,23,24 sitting at work37 and total sitting time.

One possible explanation for this is that the association be-

tween sitting and mortality is only evident for high

volumes of sitting, and exposure in the current sample is

insufficient. However there is no evidence for this, as the

proportion of the sample who sit for long periods (> 8 h

per day) is comparable to9 or higher than5,13,14 in previous

studies where associations between sitting and mortality

have been observed. Another possible explanation is that

the absence of any associations between sitting and mortal-

ity is attributable to a protective effect of the high volumes

of daily walking reported in the Whitehall II cohort. The

public transport infrastructure in London is such that

Table 1. Subject characteristics at baseline (Phase 5; 1997–99). Data are mean 6 SD unless otherwise specified

Sitting Group (total from work and leisure time)

1 (n¼1273) 2 (n¼1384) 3 (n¼1239) 4 (n¼1236)

Age (years) 46.60 (5.83) 45.25 (6.02) 42.18 (5.31) 41.47 (4.99)

Male (%) 21.96 27.10 25.40 25.54

Female (%) 32.29 26.63 20.82 20.25

Ethnicity White (%) 23.56 27.14 24.64 24.66

Non-White (%) 45.52 24.14 15.86 14.48

BMI 25.63 (3.70) 25.64 (3.69) 25.56 (3.82) 26.02 (4.00)

Waist circumference (cm) 88.14 (11.46) 89.12 (11.31) 88.85 (11.06) 90.45 (11.69)

Weight (kg) 75.43 (12.95) 76.98 (12.75) 77.79 (12.92) 79.40 (13.70)

Walking (min/day) 44.45 (24.77) 44.17 (22.53) 41.21 (21.23) 40.65 (21.31)

MVPA (h/week) 15.09 (12.73) 15.70 (13.00) 12.97 (10.36) 12.61 (10.59)

Employment grade (%) Administrative 18.81 26.58 27.22 27.39

Prof/executive 26.72 27.39 22.77 23.13

Clerical/support 43.23 26.90 16.33 13.54

Alcohol consumption (units/week) 12.49 (15.18) 13.45 (14.13) 13.91 (13.93) 15.94 (15.99)

Smoking status (%) Never 24.36 26.28 25.60 23.76

Ex 24.59 28.62 23.32 23.47

Current 27.95 24.12 19.69 28.15

Self-rated health (%) Very good 25.63 27.80 24.12 22.46

Good 23.42 25.37 24.68 26.53

Fair or poor 25.58 28.46 22.31 23.65
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London-based employees are far likelier to stand (on buses

and trains) or walk during their commute to work than

those residing in other areas of the country.39 This is re-

flected in the mean reported daily walking time for the cur-

rent sample (42.68 6 22.60 min) which is over double the

reported UK average (measured in the latter using an activ-

ity diary rather than a self-report questionnaire).40 A num-

ber of prospective cohort studies have demonstrated that

both habitual active transport41 and daily walking are in-

versely associated with risk for mortality.42,44

Reported MVPA in the present sample is also very high,

which is consistent with previous evidence that London-

based civil servants on average are more active than the age-

matched wider population.45 Importantly, analyses of data

from the Whitehall II study has demonstrated reductions in

mortality risk across categories of both moderate and vigor-

ous physical activity.26 Previous prospective studies have

reported that when analyses of associations between sitting

and mortality are stratified by physical activity level, associ-

ations in the most active participants are attenuated.5,6,11,25

Kim et al.11 observed that TV viewing was associated with

mortality risk only in those whose reported MVPA and

light-intensity physical activity were below the sample me-

dian. Another study observed that in participants who were

free from disease at baseline, sitting was only associated

with mortality risk in those who reported zero minutes of

weekly walking or moderate to vigorous physical activity.9

Total daily energy expenditure (TDEE) has been in-

versely associated with mortality risk,41,46 with one study

reporting a 32% reduction in risk with a 1 standard devi-

ation (SD) (equal to only 287 kcal/day) of increase in

TDEE.46 Recent experimental evidence has also suggested

that energy balance may be an important factor in the

association between sitting and metabolic health.47 It is

Table 2. All-cause mortality risk according to categories of sitting behaviours between Phase 5 (1997–99) and 31 July 31 2014

Person yrs (x 1000) n/Deaths Rate/1000 person-years Model 1 HR (95% CI) Model 2 HR (95% CI)

Work sitting (h/week)

�0 & <8 20.90 1338/175 8.37 1 1

�8 & <25 17.69 1121/110 6.21 0.93 (0.73, 1.19) 0.93 (0.73, 1.19)

�25 & <40 23.05 1438/80 3.47 0.80 (0.59, 1.07) 0.0.82(0.66, 1.25)

�40 16.73 1039/52 3.10 0.81 (0.57, 1.14) 0.81 (0.57, 1.14)

Ptrend 0.43 0.52

TV sitting (h/week)

�0 & <8 7.85 491/34 4.33 1 1

�8 & <15 13.24 833/71 5.36 1.12 (0.75, 1.69) 1.00 (0.66, 1.51)

�15 & <16 20.25 1276/106 5.24 1.08 (0.73, 1.59) 1.01 (0.68, 1.49)

�16 15.81 1009/113 7.15 1.30 (0.88, 1.13) 1.13 (0.77, 1.68)

Ptrend 0.44 0.80

Non-TV leisure-time sitting (h/week)

�0 & <4 11.64 803/61 5.24 1 1

�4 & <9 13.36 917/66 4.94 0.90 (0.65, 1.25) 0.96 (0.69, 1.33)

�9 & <1 6 12.43 840/75 6.03 1.09 (0.79, 1.50) 1.12 (0.81, 1.54)

�16 12.02 835/65 5.41 0.92 (0.66, 1.28) 0.89 (0.64, 1.24)

Ptrend 0.60 0.53

Leisure-time sitting (h/week)

�0 & <15 22.38 1400/103 4.60 1 1

�15 & <18 18.35 1154/88 4.80 1.06 (0.79, 1.41) 1.06 (0.79, 1.41)

�18 & <26 20.35 1282/104 5.11 1.03 (0.79, 1.36) 1.03 (0.78, 1.36)

�26 18.95 1211/148 7.81 1.36 (1.05, 1.75) 1.29 (0.94, 1.67)

Ptrend 0.07 0.18

Total sitting (h/week)

�0 & <26 19.99 1273/152 7.60 1 1

�26 & <41 21.78 1384/147 6.75 0.99 (0.79, 1.25) 1.05 (0.83, 1.33)

�41 & <55 19.91 1239/68 3.41 0.70 (0.52, 0.94) 0.72 (0.54, 0.98)

�55 19.70 1236/83 4.21 0.95 (0.72, 1.27) 0.92 (0.69, 1.22)

Ptrend 0.09 0.09

Model 1: adjusted for age, gender, employment grade and ethnicity. Model 2: further adjusted for smoking status, alcohol consumption, fruit and vegetable

consumption, BMI, physical functioning, daily walking time and MVPA.

HR, hazard ratio.
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therefore possible that the higher than average energy ex-

penditure in the current study may offer a degree of protec-

tion from any deleterious effects of high volumes of sitting.

Previously reported differential relationships between

sitting in different contexts and mortality risk11,12,48 would

logically reflect either a difference in the pattern of sitting

(i.e. the duration of individual bouts and the number of

interruptions when some activity was undertaken) or dif-

ferences in behaviour-specific residual confounding (e.g.

snacking while watching TV, or work-related stress). If the

pattern of sitting rather than the overall duration is the im-

portant factor, it again follows that variation in energy ex-

penditure rather than the posture of sitting may determine

the relationship between sitting and mortality.

Strengths of the current study include the examination

of mortality in a large sample who were regularly assessed

over a substantial follow-up period, and statistical adjust-

ment for a broad range of potential confounding factors.

Detailed information on habitual physical activity was es-

sential in examining the central hypothesis that sitting

time represents a risk factor which acts independently of

MVPA. Physical activity was assessed using 20 question-

naire items allowing the quantification of a broad range

of activities. These activities were classified by intensity

using reference MET values rather than perceived exer-

tion. Only one previous study has attempted to adjust for

the potentially confounding effect of limitations in phys-

ical functioning.9 Such limitations due to chronic pain, in-

jury or ill health may alter an individual’s choice of

leisure-time activity or even job role, which may therefore

increase their reported sitting time in a variety of

contexts.

A number of limitations must also be acknowledged.

The Whitehall II study is an occupational cohort of white-

collar workers. As such, all participants were healthy

enough to be in active employment at the study’s inception.

The use of a single industry sector, albeit one that includes

a broad socioeconomic range,29 also limits the ability to

generalize the findings to the general population.

However, present findings remain relevant given the

increasing proportion of workers in affluent societies em-

ployed in white-collar occupations.49

A degree of residual confounding must also be acknowl-

edged. The sitting at work-mortality relationship may be

affected not only by duration of sitting but also by work-

related stress and the working environment,50 whereas the

association with TV viewing may be influenced by

increased snacking behaviour.51,52 Experimental evidence

also suggests that a proportion of the unfavourable meta-

bolic effects of prolonged sitting might be attributable to

differences in energy balance.47 Such factors could not be

accounted for in the present analysis.

The results of this study suggest that policy makers

should be cautious about recommending sitting reduc-

tions without also recommending increases in physical ac-

tivity.36 It is possible that previously reported

relationships between sitting time and health outcomes

are due to low daily energy expenditure, the best solution

to which is to increase daily physical activity even at light

intensities. At a general population level, habitual phys-

ical activity is only undertaken by a minority despite the

well-established health benefits. Until more robust epi-

demiological and mechanistic evidence exists about the

risks of prolonged sitting, the promotion of a physically

active lifestyle should still be a priority. Nevertheless it is

important to acknowledge that we were unable to com-

ment on associations with disease incidence. With im-

proving survival rates, high volumes of sitting could affect

disease incidence without necessarily translating into

increased mortality.

Although the examination of total sitting time remains

important, future research should continue to separately

consider the individual effects, determinants and con-

founding factors associated with sitting in different con-

texts. At present this will rely on self-report, as objective

measures (which rely on the assumption that movement

below a predetermined threshold represents sitting) are

unable to determine posture. Even newer monitors such

as the ActivPal (PAL Technologies, Glasgow, UK), which

incorporate a thigh-worn inclinometer to determine pos-

tural changes, cannot differentiate between domains of

sitting. The use of self-report provides this contextual in-

formation, although issues arising from misclassification

of self-reported sitting remain. Inaccuracy and subsequent

misclassification of sitting, if non-differential, may at-

tenuate any true associations towards null, so it is pos-

sible that this contributed to the null findings in the

current analyses. The items used in the current analyses

also do not permit separate examination of weekday and

weekend sitting, which may mask important differential

associations.

Improvement in the technology of sedentary behaviour

measurement will greatly aid the advancement of this field.

Machine-learning and pattern-recognition approaches will

allow objective determination of postural, type and inten-

sity components of sitting from raw acceleration data.53,54

Further experimental evidence is also required to isolate

the specific biological underpinnings of the previously

observed negative effects of sitting, and to clarify which

features of sitting (postural topography or energy expend-

iture) are important. Better definition and measurement of

sitting as an exposure will allow a greater understanding of

the associations with mortality risk and other health

outcomes.
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Conclusions

The current study examined the associations between all-

cause mortality and five separate sitting-time indicators. The

results suggest that mortality risk is not associated with sit-

ting time in this cohort. The findings may be due in part to a

protective effect of a higher than average energy expenditure

due to the habitual active transport associated with London-

based employees. Further research is needed to address the

uncertainties regarding the true nature of the exposure and

the biological mechanisms that underpin previously observed

associations between sitting time and health outcomes.

Funding

The Whitehall II study is supported by grants from the Medical

Research Council (G0902037), British Heart Foundation (RG/07/

008/23674), Stroke Association, National Heart Lung and Blood

Institute (5RO1 HL036310) and National Institute on Aging

(5RO1AG13196 and 5RO1AG034454). This report is independent

research arising partly from a Career Development Fellowship sup-

ported by the National Institute for Health Research between 2011

and 2014 (to E.S.). The views expressed in this publication are those

of the authors and not necessarily those of the NHS, the National

Institute for Health Research or the Department of Health. Open

Access publication was funded by grants from the BHF and MRC.

Conflict of interest: None declared.

References

1. Lollgen H, Bockenhoff A, Knapp G. Physical activity and all-

cause mortality: an updated meta-analysis with different inten-

sity categories. Int J Sports Med 2009;30:213–24.

2. Lee IM, Shiroma EJ, Lobelo F, Puska P, Blair SN, Katzmarzyk

PT. Effect of physical inactivity on major non-communicable dis-

eases worldwide: an analysis of burden of disease and life expect-

ancy. Lancet 2012;380:219–29.

3. Bauman A, Ainsworth BE, Sallis JF et al. The descriptive epi-

demiology of sitting. A 20-country comparison using the

International Physical Activity Questionnaire (IPAQ). Am J Prev

Med 2011;41:228–35.

4. Pate RR, O’Neill JR, Lobelo F. The evolving definition of ‘seden-

tary’. Exerc Sport Sci Rev 2008;36:173–78.

5. Pavey TG, Peeters GG, Brown WJ. Sitting-time and 9-year all-

cause mortality in older women. Br J Sports Med 2015;49:95–99.

6. Katzmarzyk PT, Church TS, Craig CL, Bouchard C. Sitting time

and mortality from all causes, cardiovascular disease, and can-

cer. Med Sci Sports Exerc 2009;41:998–1005.

7. Manns P. In people aged over 45, increased time spent sitting

daily is associated with increased risk of all-cause mortality inde-

pendent of physical activity level. Evid Based Nurs

2012;15:120–21.

8. Peterson MD, Sarma AV, Gordon PM. Sitting time and all-cause

mortality risk. Arch Intern Med 2012;172:1270–72; author

reply 173.

9. van der Ploeg HP, Chey T, Korda RJ, Banks E, Bauman A.

Sitting time and all-cause mortality risk in 222 497 Australian

adults. Arch Intern Med 2012;172:494–500.

10. Chau JY, Grunseit A, Midthjell K et al. Sedentary behaviour and

risk of mortality from all-causes and cardiometabolic diseases in

adults: evidence from the HUNT3 population cohort. Br J Sports

Me. 2015;49:737–42.

11. Kim Y, Wilkens LR, Park SY, Goodman MT, Monroe KR,

Kolonel LN. Association between various sedentary behaviours

and all-cause, cardiovascular disease and cancer mortality: the

Multiethnic Cohort Study. Int J Epidemiol 2013;42:1040–56.

12. Basterra-Gortari FJ, Bes-Rastrollo M, Gea A, Nunez-Cordoba

JM, Toledo E, Martinez-Gonzalez MA. Television viewing, com-

puter use, time driving and all-cause mortality: the SUN cohort.

J Am Heart Assoc 2014;3:e000864.

13. Inoue M, Iso H, Yamamoto S et al. Daily total physical activity

level and premature death in men and women: results from a

large-scale population-based cohort study in Japan (JPHC

study). Ann Epidemiol 2008;18:522–30.

14. Matthews CE, George SM, Moore SC et al. Amount of time

spent in sedentary behaviors and cause-specific mortality in US

adults. Am J Clin Nutr 2012;95:437–45.

15. Patel AV, Bernstein L, Deka A et al. Leisure time spent sitting in

relation to total mortality in a prospective cohort of US adults.

Am J Epidemiol 2010;172:419–29.

16. Warren TY, Barry V, Hooker SP, Sui XM, Church TS, Blair SN.

Sedentary behaviors increase risk of cardiovascular disease mor-

tality in men. Med Sci Sports Exerc 2010;42:879–85.

17. Stamatakis E, Hamer M, Dunstan DW. Screen-based entertain-

ment time, all-cause mortality, and cardiovascular events:

population-based study with ongoing mortality and hospital

events follow-up. J Am Coll Cardiol 2011;57:292–99.

18. Wijndaele K, Brage S, Besson H et al. Television viewing and in-

cident cardiovascular disease: prospective associations and medi-

ation analysis in the EPIC Norfolk Study. PLoS One

2011;6:e20058.

19. Ford ES, Schulze MB, Kroger J, Pischon T, Bergmann MM,

Boeing H. Television watching and incident diabetes: Findings

from the European Prospective Investigation into Cancer and

Nutrition-Potsdam Study. J Diabetes 2010;2:23–27.

20. Hu FB, Leitzmann MF, Stampfer MJ, Colditz GA, Willett WC,

Rimm EB. Physical activity and television watching in relation to

risk for type 2 diabetes mellitus in men. Arch Intern Med

2001;161:1542–48.

21. Hu FB, Li TY, Colditz GA, Willett WC, Manson JE. Television

watching and other sedentary behaviors in relation to risk of

obesity and type 2 diabetes mellitus in women. JAMA

2003;289:1785–91.

22. Krishnan S, Rosenberg L, Palmer JR. Physical activity and televi-

sion watching in relation to risk of type 2 diabetes: the Black

Women’s Health Study. Am J Epidemiol 2009;169:428–34.

23. Dunstan DW, Barr EL, Healy GN et al. Television viewing time

and mortality: the Australian Diabetes, Obesity and Lifestyle

Study (AusDiab). Circulation 2010;121:384–91.

24. Wijndaele K, Brage S, Besson H et al. Television viewing time in-

dependently predicts all-cause and cardiovascular mortality: the

EPIC Norfolk study. Int J Epidemiol 2011;40:150–59.

25. Petersen CB, Bauman A, Gronbaek M, Helge JW, Thygesen LC,

Tolstrup JS. Total sitting time and risk of myocardial

infarction, coronary heart disease and all-cause mortality in a

prospective cohort of Danish adults. Int J Behav Nutr Phys Act

2014;11:13.

International Journal of Epidemiology, 2015, Vol. 0, No. 0 7

 by guest on M
ay 19, 2016

http://ije.oxfordjournals.org/
D

ow
nloaded from

 

http://ije.oxfordjournals.org/


26. Sabia S, Dugravot A, Kivimaki M, Brunner E, Shipley MJ, Singh-

Manoux A. Effect of intensity and type of physical activity on

mortality: results from the Whitehall II cohort study. Am J

Public Health 2011;102:698–704.

27. Wolf AM, Hunter DJ, Colditz GA et al. Reproducibility and val-

idity of a self-administered physical activity questionnaire. Int J

Epidemiol 1994;23:991–99.

28. Pulsford RM, Stamatakis E, Britton AR, Brunner EJ, Hillsdon

MM. Sitting behavior and obesity: evidence from the Whitehall

II Study. Am J Prev Med 2013;44:132–38.

29. Marmot MG, Davey Smith G, Stansfeld S et al. Health inequal-

ities among British civil servants: the Whitehall II study. Lancet

1991;337:1387–93.

30. Ware JE Jr, Snow KK, Kosinski M. SF-36 Health Survey Manual

and Interpretation Guide. Boston, MA: New England Medical

Center, 1993.

31. McHorney CA, Ware JE Jr, Raczek AE. The MOS 36-Item

Short-Form Health Survey (SF-36): II. Psychometric and clinical

tests of validity in measuring physical and mental health con-

structs. Med Care 1993;31:247–63.

32. Taylor HL, Jacobs DR Jr, Schucker B, Knudsen J, Leon AS,

Debacker G. A questionnaire for the assessment of leisure time

physical activities. J Chronic Dis 1978;31:741–55.

33. Ainsworth BE, Haskell WL, Herrmann SD et al. 2011

Compendium of Physical Activities: a second update of codes

and MET values. Med Sci Sports Exerc 2011;43:1575–81.

34. Cox DR. Regression models and life tables. J R Stat Soc B

1972;34:187–220.

35. World Health Organization. Obesity - Preventing and Managing

the Global Epidemic. Geneva: World Health Organization, 2000.

36. Department of Health. Physical Activity Guidelines in the UK:

Review and Recommendations. London: Department of Health,

2010.

37. van Uffelen JG, Wong J, Chau JY et al. Occupational sitting and

health risks: a systematic review. Am J Prev Med 2010;39:379–88.

38. Chau JY, Grunseit AC, Chey T et al. Daily sitting time and all-

cause mortality: a meta-analysis. PLoS One 2013;8:e80000.

39. Department for Transport. National Travel Survey 2010.

London: Department for Transport, 2011.

40. Office for National Statistics. The Time Use Survey, 2005.

London: Office for National Statistics, 2006.

41. Matthews CE, Jurj AL, Shu XO et al. Influence of exercise, walk-

ing, cycling, and overall nonexercise physical activity on mortal-

ity in Chinese women. Am J Epidemiol 2007;165:1343–50.

42. Hakim AA, Petrovitch H, Burchfiel CM et al. Effects of walking

on mortality among nonsmoking retired men. N Engl J Med

1998;338:94–99.

43. Fujita K, Takahashi H, Miura C et al. Walking and mortality in

Japan: the Miyagi Cohort Study. J Epidemiol

2004;14(Suppl 1):S26–32.

44. Smith TC, Wingard DL, Smith B, Kritz-Silverstein D, Barrett-

Connor E. Walking decreased risk of cardiovascular disease

mortality in older adults with diabetes. J Clin Epidemiol

2007;60:309–17.

45. Morris JN, Clayton DG, Everitt MG, Semmence AM, Burgess

EH. Exercise in leisure time: coronary attack and death rates. Br

Heart J 1990;63:325–34.

46. Manini TM, Everhart JE, Patel KV et al. Daily activity energy ex-

penditure and mortality among older adults. JAMA

2006;296:171–79.

47. Stephens BR, Granados K, Zderic TW, Hamilton MT, Braun B.

Effects of 1 day of inactivity on insulin action in healthy men and

women: interaction with energy intake. Metabolism

2011;60:941–49.

48. Matthews CE, Chen KY, Freedson PS et al. Amount of time

spent in sedentary behaviors in the United States, 2003–2004.

Am J Epidemiol 2008;167:875–81.

49. Elovainio M, Ferrie JE, Singh-Manoux A et al. Socioeconomic

differences in cardiometabolic factors: social causation or

health-related selection? Evidence from the Whitehall II Cohort

Study, 1991–2004. Am J Epidemiol 2011;174:779–89.

50. Piligian GJ. It is also what you do when sitting. Arch Intern Med

2012;172:1272; author reply 1273.

51. Cleland VJ, Schmidt MD, Dwyer T, Venn AJ. Television viewing

and abdominal obesity in young adults: is the association medi-

ated by food and beverage consumption during viewing time or

reduced leisure-time physical activity? Am J Clin Nutr

2008;87:1148–55.

52. Crawford DA, Jeffery RW, French SA. Television viewing, phys-

ical inactivity and obesity. Int J Obes Relat Metab Disord

1999;23:437–40.

53. Staudenmayer J, Pober D, Crouter S, Bassett D, Freedson P. An

artificial neural network to estimate physical activity energy ex-

penditure and identify physical activity type from an accelerom-

eter. J Appl Physiol 2009;107:1300–07.

54. Mannini A, Sabatini AM. Machine learning methods for classify-

ing human physical activity from on-body accelerometers.

Sensors (Basel) 2010;10:1154–75.

8 International Journal of Epidemiology, 2015, Vol. 0, No. 0

 by guest on M
ay 19, 2016

http://ije.oxfordjournals.org/
D

ow
nloaded from

 

http://ije.oxfordjournals.org/

	dyv191-TF1
	dyv191-TF2

