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ABSTRACTABSTRACT

Physical activity and sedentary time are associated with multiple health outcomes, and benefits also extend to those living
with chronic conditions. These observations are primarily based on data from studies in which self-reported data assessed
physical activity. Recent data where physical activity and sedentary time are measured with devices suggest that the dose-
response association between device-measured physical activity and risk of incident diseases and mortality is greater and
observed at lower levels of physical activity than indicated by self-reported data.

KEY POINTSKEY POINTS

Device-measured total physical activity, including the number of daily steps, is associated with a lower risk of morbidity
and mortality in a dose-response fashion.

Higher amounts of device-measured daily physical activity at all intensities (light, moderate and vigorous) lower the
mortality risk.

The mortality risk is substantially greater and observed at lower levels of physical activity when measured by devices
than when derived from self-reported physical activity data.

Physical activity of at least moderate intensity appears to offset the detrimental association between sedentary time and
mortality.

Recent evidence based on self-report data suggest that approximately 30% of the global adult population is
physically inactive, with an even greater proportion of inactive individuals in Western societies [1]. Additionally,
physical inactivity may be responsible for 6-10% of major non-communicable diseases (NCDs) and up to 7% of
premature mortality globally [2]. The benefits of physical activity (PA) extend also to those living with chronic
conditions (i.e. secondary and tertiary prevention).

The contemporary understanding of the dose-response relationships between PA and risk for mortality suggests
that the risk is substantially lower in active than in inactive individuals, defined by the World Health
Organization (WHO) as less than 150 minutes of moderate-to-vigorous weekly PA (MVPA). Still, benefits are
observed at levels below the WHO recommended level [3]. Recently, sedentary behaviours such as prolonged
sitting have emerged as a risk factor for NCDs and premature mortality [3]. Consequently, the PA
recommendations from the WHO now include recommendations on both PA and sedentary time (Figure 1Figure 1).
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However, these recommendations are almost entirely based on observational studies assessing PA and sedentary
time based on self-reported data. Unfortunately, self-reports are prone to misclassification biases, such as recall
and social desirability biases, which may result in over-estimating PA and underestimating daily sedentary time
by almost two hours [5, 6].

Here, we review new evidence that has emerged in recent years on device-measured population levels of PA and
associations between PA, sedentary time and health outcomes. We discuss the evidence in terms of levels and
trends, magnitude of dose-response associations and optimal dosing of PA intensity. Furthermore, we discuss
whether PA can mitigate the detrimental associations between sedentary time and health outcomes.

DANISH MEDICAL JOURNALDANISH MEDICAL JOURNAL

Open Access under Creative Commons License CC BY-NC-ND 4.0 2/10



Population levels, patterns and trendsPopulation levels, patterns and trends

So far, relatively few countries (approximately ten high-income countries) have implemented device-based
measures of PA in the surveillance of nationally representative, population-based samples of the adult
population. Cross-country comparisons of PA or sedentary time are, unfortunately, comprised by different
monitor brands, data collection procedures, wear protocols and data processing protocols (algorithms) used
across studies. Further, analysing time trends for the proportion of adults meeting PA recommendations is
complicated by changes in international recommendations. Thus, the previous WHO recommendation from
2010 recommended a total of at least 150 minutes of MVPA weekly in bouts lasting a minimum of ten minutes. In
contrast, the new recommendation from 2020, while maintaining the recommendation of 150 minutes of MVPA
as the minimum, stipulates that time in MVPA does not need to be accumulated in bouts lasting a minimum of
ten minutes [3].

The Norwegian National Physical Activity Survey (NNPAS) is one of few surveillance systems globally that
collects data using devices (accelerometry). It has been conducted since 2008-2009, incorporating three waves of
data in adults aged 18-80 years [7]. In general, the results from the latest survey conducted in 2021-2022 suggest
that men spend somewhat more time in MVPA than women but also spend more time sedentary. On average,
men accumulate about 44 minutes and women about 39 minutes in MVPA daily. Time spent in MVPA appears
stable between 20 and 64 years of age but declines in those older than 65 years, especially time spent during
vigorous intensity PA. A clear socioeconomic gradient is observed for PA and sedentary time. The highest socio-
economic group spent 11 more minutes of MVPA daily than the lowest socio-economic group. Interestingly,
when data from 2008 and 2014 are analysed according to the new PA recommendations, the proportion of adults
meeting the 150 minutes of MVPA recommendation has increased by six percentage points from 67% in 2008 to
73% in 2022 [7].

In Denmark, a nationally representative survey of the adult population was conducted in 2007-2008 (n = 224) and
repeated in a larger sample in 2011-2012 (n = 1,515) [8]. The survey included men and women aged 18 years to 75
years and pedometers assessed PA during seven consecutive days. The number of steps declined by 446 steps per
day from 8,788 steps per day in 2007-2008 to 8,341 steps per day in 2011-2012 (p = 0.08). Fewer steps among
women primarily explained the decline. However, the number of daily steps was similar to that observed in the
NNPAS (8,223 steps per day) and higher than comparable estimated data from Sweden (7,451 steps per day) [9].

Dose-response associations with health outcomesDose-response associations with health outcomes

Data from systematic reviews [10] and large pooled cohort studies [11] assessing leisure-time PA by self-report
are consistent. First, the shape of the relationship between PA and mortality risk is non-linear and inverse.
Second, the greatest improvement in mortality risk is observed when comparing those reporting no leisure-time
PA with individuals being ʻsomewhat activeʼ or insufficiently active, i.e.. less active than stipulated in the PA
recommendations. Third, the maximal risk reduction for mortality, defined as the nadir of the dose-response
association curve, is observed at PA levels substantially higher than the current PA recommendations and
equates to an approximately 30% lower risk [10, 11].

Results from device-based measurements of PA associated with mortality risk extend the observations obtained
with self-report. A harmonised meta-analysis of eight prospective cohort studies examined associations between
total and intensity-specific PA with risk for all-cause mortality [12]. The harmonisation of PA data facilitated
direct comparison of PA data between studies, which was impossible before. Total PA, regardless of intensity,
was associated with a lower mortality risk. Furthermore, mortality risk was approximately 65% lower at the
nadir of the dose-response curve than in the reference group (least active quartile). To put this into context, this
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activity level was lower than that observed in Norwegian men and women [7]. Thus, these results suggest
substantially greater maximal risk reductions, which were observed at a lower level of PA than indicated by self-
report data. As the nadir was at or below the activity level measured in nationally representative samples, it
follows that these benefits are attainable for a very large population segment (Figure 2Figure 2).

Total PA can also be defined as the total number of steps accumulated throughout the day. The number of steps
is a simple measure and is easily understood by the general public. Furthermore, monitoring steps is feasible
owing to the widespread use of smartwatches and mobile phones. However, the WHO Expert Committee on PA
Recommendations concluded in 2020 that recommendations on the number of total steps and stepping rate were
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not feasible due to insufficient data [3].

On average, adults in Denmark and Norway accumulate more than 8,000 daily steps (see above); which is lower
than the commonly accepted recommendation of 10,000 steps per day. However, this recommendation is not
rooted in scientific evidence [14]. A harmonised meta-analysis of 15 cohort studies from Asia, Australia, Europe
and North America showed a non-linear, dose-response association between daily steps and risk for mortality.
The results suggested that the optimal number of steps for lowering mortality risk by approximately 40% to 50%
was 6,000-8,000 daily steps and 8,000-10,000 steps per day in those older and younger than 60 years [15]. The total
number of steps was also related to a lower risk of fatal and non-fatal cardiovascular events in those older than
60 years although not observed in other groups [16]. Another (non-harmonised) systematic review also observed
an inverse, non-linear dose-response association between total daily steps and risk for mortality [17]. The risk for
mortality was approximately 55% lower in those who accumulated 6,000 to 7,000 daily steps (Quartile 2 and 3)
than in the reference group (Quartile 1, 3,900 daily steps). In conjunction, the data seem to indicate that the
optimal number of daily steps for maximal mortality risk reduction is lower than 10,000 steps.

In research, steps are measured using research-grade accelerometers or pedometers with a defined wear
location (e.g. wrist or waist). This differs from the public use of step-counters usually assessed by a smartwatch
(which uses a proprietary algorithm) on the wrist or a mobile phone, which may not be worn all day or be worn
differently by various population groups. Thus, a difference may exist between steps measured in a research
setting and those measured by the public. This translational gap needs to be taken into account when new
recommendations based on daily steps are formulated. The gap may also pose challenges for health
professionals when recommending PA for preventive purposes. Rather than recommending a specific number
of daily steps, it may be appropriate to recommend 500-step increases up to a minimum threshold of 8,000 daily
steps.

Optimal dosing – light, moderate and vigorous intensityOptimal dosing – light, moderate and vigorous intensity

Is light-intensity physical activity sufficient?Is light-intensity physical activity sufficient?

The optimal combination of light, moderate and vigorous-intensity PA for optimal health remains unclear. From
a public health perspective, it is unlikely that all individuals can or are willing to increase their PA levels to
comply with the WHO recommendations of at least 150 minutes of moderate-intensity activity per week [3].
Indeed, this intensity may be too hard for older or unfit people. Thus, increasing total PA by incorporating light-
intensity activity into everyday life may be a feasible option. Light-intensity activity includes activities performed
at an intensity below 3 METs (Figure 3Figure 3) and includes activities such as light gardening, slow walking (< 3.6 km/h)
and general household activities. Results from a harmonised meta-analysis of more than 36,000 middle-aged and
older men and women (mean age 62.6 years) suggested a 40% lower risk for all-cause mortality when comparing
the second quartile, who accumulated about 260 minutes per day in light-intensity activity with the first quartile
(reference), accumulating about 200 minutes at this intensity level [12]. This suggests that a substantial amount
of light-intensity activity is needed to lower the risk.
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Moderate-to-vigorous intensity physical activity – the cornerstone of recommendationsModerate-to-vigorous intensity physical activity – the cornerstone of recommendations

Participating in MVPA is the cornerstone of the PA recommendations and is consistently associated with health
benefits. Moderate-intensity PA refers to activity that requires an energy expenditure of 3-6 METs (Figure 3).
Meta-analysis of the association between device-measured time spent in MVPA and risk for mortality suggests
that the risk is reduced by approximately 50% for those accumulating a median of about 38 minutes per day
(most active 25%) compared with the least active (median = 1.5 minutes MVPA per day) [12]. The second quarter
(median = 6 minutes of MVPA per day) reduced the risk by 30-35% compared with the least active reference
group. Maximal risk reductions for light intensity and MVPA are equivalent to almost twice the magnitude of risk
reduction compared with that observed when PA is self-reported. Furthermore, risk reduction is also observed at
substantially lower MVPA levels than were self-reported (Figure 2).

The UK Biobank study includes about 100,000 participants with device-measured PA with continuous follow-ups
for clinical endpoints. The study has been instrumental to our understanding of the associations between
different intensities of PA and risk for incident disease and mortality. The risk of incident cardiovascular disease
(CVD) and CVD mortality was almost linear and similar in magnitude for total, MVPA and vigorous-intensity PA
(VPA), and approximately 50% lower in the top quartile than in the least active quartile (reference) [18]. The
linear dose-response association observed is opposite to the findings from other studies examining the dose-

DANISH MEDICAL JOURNALDANISH MEDICAL JOURNAL

Open Access under Creative Commons License CC BY-NC-ND 4.0 6/10



response association between device-measured PA and the risk of major clinical outcomes [12, 19]. The
differences between studies may be explained by different placements of the activity monitor. The UK Biobank
(UKBB) employed a dominant wrist placement, whereas others have opted for a waist placement [12, 19]. Placing
the monitor on the wrist may have advantages in terms of compliance, whereas this placement may also pick up
activities due to rapid arm movements that might not be of an intensity defined as at least moderate. Thus, some
noise may be more present when data from wrist-worn accelerometers are associated with outcomes. Indeed,
wrist accelerometry appears to record almost twice as many steps as waist accelerometry when the monitors are
worn simultaneously [20].

How little vigorous-intensity physical activity is enough?How little vigorous-intensity physical activity is enough?

Vigorous intensity activity (> 6 METs), defined as activities that increase breathing and heart rate substantially
(Figure 3), is considered to have twice the benefits of MVPA. This is exemplified in the 2020 WHO physical
recommendations, where the minimum of 150 minutes of MVPA may be substituted for 75 minutes of vigorous-
intensity activity or an equivalent combination of the two. This 2:1 relationship has been challenged by recent
studies where time spent in vigorous-intensity activity was measured by accelerometry. For example, a non-
linear dose-response association between VPA and risk of mortality suggested an ʻoptimal doseʼ (defined as the
nadir of the dose-response curve) of approximately 55 minutes of VPA weekly, equivalent to 30% lower risk [21].
Similarly, non-linear dose-response associations were observed for cancer mortality, CVD and cancer incidence,
whereas the association between VPA and CVD mortality were more linear without a clear threshold [21].
Interestingly, most VPA was performed in short bouts lasting less than three minutes.

Another UKBB study examined a specific concept of VPA in individuals who categorised themselves as ʻnon-
exercisersʼ. The concept was labelled vigorous-intensity lifestyle PA (VILPA) and assumed to capture VPA outside
regular exercise. A near-linear dose-response association between VILPA and risk of mortality was observed
[22]. A median VILPA of 4.4 minutes per day was associated with an approximate 30% lower risk for all-cause,
cancer and CVD mortality. So far, the current evidence on the health benefits obtained by participating in VPA is
derived from the UKBB. Replication in additional studies, preferably using different wear locations, consensus-
based activity classification algorithms, and more diverse and representative samples, will advance our
knowledge about potential additional health benefits from participating in higher-intensity PA. This knowledge
is important to inform future PA recommendations as to whether a smaller amount of VPA is required for health
benefits compared with the current recommended level of at least 75 minutes per week.

Too much sedentary time – is it harmful?Too much sedentary time – is it harmful?

Earlier systematic reviews concluded that prolonged sitting is associated with a higher risk for all-cause CVD and
cancer mortality, and incident CVD, cancer and type 2 diabetes, independently of MVPA [23]. For example, the
hazard was 24% higher for all-cause mortality when comparing the high to the low sedentary time groups. This
observation was challenged by a harmonised meta-analysis of more than one million participants, which
concluded that high levels of self-reported PA eliminated the association between sitting time and risk for all-
cause, CVD and cancer mortality [24]. The top quartile of PA (i.e. ~ 250,000 participants) reported 60-70 minutes
of MVPA per day. This group had no increased risk for mortality despite more than eight hours of sitting. This
observation was confirmed in more recent cohort studies using device-measured PA.

For example, in joint association analyses combining device-measured MVPA and sedentary time, high MVPA
(35 daily minutes of MVPA) was not associated with risk for mortality in any of the sedentary groups. In contrast,
among those with low MVPA time (the lowest third) who accumulated 2-3 daily minutes of MVPA, sedentary time
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was associated with a 65% to 263% higher risk of death [24]. A similar study adopting an individual participant
data approach observed that individuals whose activity level was in line with the recommendations had no
increased risk regardless of the time spent sedentary. In contrast, more than 12 hours of sedentary time was
associated with higher mortality risks among those who did not meet current PA recommendations [25].

Thus, the notion that sedentary time and sitting time are associated with a higher risk for mortality
independently of MVPA was refuted when PA and sedentary time were modelled into combined analyses. In
fact, the most recent data [25] indicate that participating in PA levels that align with the current PA
recommendations appears to offset the detrimental association between sedentary time and risk of mortality. If
replicated, these observations may have implications for future recommendations.

Concluding remarksConcluding remarks

The availability of device-measured PA has produced advances in epidemiological evidence. There are, however,
reasons to believe that the association between PA and mortality may still be underestimated by most
observational studies because PA is usually measured only at baseline. Evidence suggests that the association
may be stronger based on repeated PA measures [26]. Additionally, as this narrative review suggests,
improvements in device-measured PA further strengthened the association between PA and health outcomes
owing to reduced measurement error of the exposure variable (i.e. PA), which tends to bias the association
towards the null.

In summary, emerging studies suggest that a more robust association may exist between PA and risk of
morbidity and mortality, as well as a lower risk reduction threshold than for self-reported PA. Furthermore, the
number of daily steps an indicator of overall PA is strongly associated with a lower risk of morbidity and
mortality. High-intensity PA performed a few minutes daily may be associated with substantial risk reductions.
However, the shape of the dose-response curve between different intensities of PA and risk for mortality
remains unclear. Furthermore, the shape and magnitude of associations between device-measured PA and
sedentary time with other important health outcomes, including type 2 diabetes, certain cancers and mental
health, are lacking.

Correspondence Correspondence Ulf Ekelund. E-mail: ulfek@nih.no

Accepted Accepted 27 September 2024

Published Published 17 October 2024

Conflicts of interest Conflicts of interest none. Disclosure forms provided by the authors are available with the article at ugeskriftet.dk/dmj

References References can be found with the article at ugeskriftet.dk/dmj

Cite this as Cite this as Dan Med J 2024;71(11):A06240433

doi doi 10.61409/A06240433

Open Access Open Access under Creative Commons License CC BY-NC-ND 4.0

REFERENCES

1. Guthold R, Stevens GA, Riley LM et al. Worldwide trends in insufficient physical activity from 2001 to 2016: pooled analysis

of 358 population-based surveys with 1.9 million participants. Lancet Publ Health. 2018;6:E1077-E1086.

https://doi.org/10.1016/s2214-109x(18)30357-7

DANISH MEDICAL JOURNALDANISH MEDICAL JOURNAL

Open Access under Creative Commons License CC BY-NC-ND 4.0 8/10

https://creativecommons.org/licenses/by-nc-nd/4.0/
https://doi.org/10.1016/s2214-109x(18)30357-7


2. Katzmarzyk P, Friedenreich C, Shiroma EJ et al. Physical inactivity and non-communicable disease burden in low-, middle-

and high-income countries. Br J Sports Med. 2022;56:101-6. https://doi.org/10.1136/bjsports-2020-103640

3. Bull FC, Al-Ansari S, Biddle S et al. World Health Organisation 2020 guidelines of physical activity and sedentary behaviour. Br

J Sports Med. 2020;54:1451-62. https://doi.org/10.1136/bjsports-2020-102955

4. WHO guidelines on physical activity and sedentary behaviour. Guideline. WHO, 2020.

www.who.int/publications/i/item/9789240015128 (26 Sep 2024)

5. Prince SA, Adamo KB, Hamel ME et al. Comparison of direct versus self-report measures for assessing physical activity in

adults: a systematic review. Int J Behav Nutr Phys Act. 2008;5:56. https://doi.org/10.1186/1479-5868-5-56

6. Prince SA, Cardilli L, Reed JL et al. A comparison of self-reported and device-measured sedentary behaviour in adults: a

systematic review and meta-analysis. Int J Behav Nutr Phys Act. 2020;17:31. https://doi.org/10.1186/s12966-020-00938-3

7. Hansen BH, Steene-Johannessen J, Kolle E et al. Nasjonalt kartleggingssystem for fysisk aktivitet og fysisk form. Kartlegging

av fysisk aktivitet blant voksne og eldre 2020-22 (Kan3).

www.fhi.no/contentassets/9f69ed9faee94ae8bbe67d55d7ddc9a2/rapport-kan3_final_25.04.23.pdf (9 Jun 2024)

8. Matthiessen J, Wreford Andersen E et al. Reduction in pedometer-determined physical activity in the adult Danish

population from 2007 to 2012. Scand J Publ Health. 2015;43(5):525-33. https://doi.org/10.1177/1403494815578321

9. Dohrn IM, Tarp J, Steene-Johannessen J et al. Device-measured physical activity and sedentary time in the Nordic countries:

a scoping review of population-based studies. J Sport Health Sci. 2024; 13(5):650-60

10. Garcia L, Pierce M, Abbas A et al. Non-occupational physical activity and risk of cardiovascular disease, cancer and mortality

outcomes: a dose–response meta-analysis of large prospective studies. Br J Sports Med. 2023;57:979-89.

https://doi.org/10.1136/bjsports-2022-105669

11. Arem H, Moore SC, Patel A et al. Leisure time physical activity and mortality. A detailed pooled analysis of the dose-response

relationship. JAMA Int Med. 2015;175(6):959-67. https://doi.org/10.1001/jamainternmed.2015.0533

12. Ekelund U, Tarp J, Steene-Johannessen J et al. Dose-response associations between accelerometry measured physical

activity and sedentary time and all-cause mortality: systematic review and harmonised meta-analysis. BMJ. 2019;366:I4570.

https://doi.org/10.1136/bmj.l4570

13. Ekelund U, Sanchez-Lastra MA, Dalene KE, Tarp J. Dose-response associations, physical activity intensity and mortality risk: a

narrative review. J Sport Health Sci. 2024;13(1):24-9. https://doi.org/10.1016/j.jshs.2023.09.006

14. Lee IM, Shiroma E, Kamada M et al. Association of step volume and intensity with all-cause mortality in older women. JAMA

Int Med. 2019;179(8):1105-12. https://doi.org/10.1001/jamainternmed.2019.0899

15. Paluch A, Bajpai S, Bassett DR et al. Daily steps and all-cause mortality: a meta-analysis of 15 international cohorts. Lancet

Publ Health. 2022;7(3):e219-e228. https://doi.org/10.1016/S2468-2667(21)00302-9

16. Paluch AE, Bajpai S, Ballin M et al. Prospective association of daily steps with cardiovascular disease: a harmonized meta-

analysis. Circulation. 2023;147(2):122-31. https://doi.org/10.1161/circulationaha.122.061288

17. Banach M, Lewek J, Surma S et al. The association between daily step count and all-cause and cardiovascular mortality: a

meta-analysis. Eur J Prev Cardiol. 2023;30(18):1975-85. https://doi.org/10.1093/eurjpc/zwad229

18. Ramakrishnan R, Doherty A, Smith-Bryne K et al. Accelerometer measured physical activity and the incidence of

cardiovascular disease: evidence from the UK Biobank cohort study. PLoS Med. 2021;18(9):e1003809.

https://doi.org/10.1371/journal.pmed.1003809

19. Lee IM, Shiroma EJ, Evenson KR et al. Accelerometer-measured physical activity and sedentary behavior in relation to all-

cause mortality: The Women's Health Study. Circulation. 2018;137(2):203-5.

https://doi.org/10.1161/CIRCULATIONAHA.117.031300

20. Kamada M, Shiroma EJ, Harris TB et al. Comparison of physical activity assessed using hip- and wrist-worn accelerometers.

Gait Posture. 2016;44:23-8 https://doi.org/10.1016/j.gaitpost.2015.11.005

21. Ahmadi MN, Clare PJ, Katzmarzyk PT et al. Vigorous physical activity, incident heart disease, and cancer: how little is

enough? Euro Heart J. 2022;43:4801-14. https://doi.org/10.1093/eurheartj/ehac572

22. Stamatakis E, Ahmadi MN, Gill JMR et al. Association of wearable device-measured vigorous intermittent lifestyle physical

activity with mortality. Nature Med. 2022;28:2521-9. https://doi.org/10.1038/s41591-022-02100-x

23. Biswas A, Oh PI, Faulkner GE et al. Sedentary time and its association with risk for disease incidence, mortality, and

DANISH MEDICAL JOURNALDANISH MEDICAL JOURNAL

Open Access under Creative Commons License CC BY-NC-ND 4.0 9/10

https://doi.org/10.1136/bjsports-2020-103640
https://doi.org/10.1136/bjsports-2020-102955
http://www.who.int/publications/i/item/9789240015128
https://doi.org/10.1186/1479-5868-5-56
https://doi.org/10.1186/s12966-020-00938-3
https://doi.org/10.1177/1403494815578321
https://doi.org/10.1136/bjsports-2022-105669
https://doi.org/10.1001/jamainternmed.2015.0533
https://doi.org/10.1136/bmj.l4570
https://doi.org/10.1016/j.jshs.2023.09.006
https://doi.org/10.1001/jamainternmed.2019.0899
https://doi.org/10.1016/S2468-2667(21)00302-9
https://doi.org/10.1161/circulationaha.122.061288
https://doi.org/10.1093/eurjpc/zwad229
https://doi.org/10.1371/journal.pmed.1003809
https://doi.org/10.1161/CIRCULATIONAHA.117.031300
https://doi.org/10.1016/j.gaitpost.2015.11.005
https://doi.org/10.1093/eurheartj/ehac572
https://doi.org/10.1038/s41591-022-02100-x


hospitalization in adults: a systematic review and meta-analysis. Ann Int Med. 2015;162:123-32.

https://doi.org/10.7326/m14-1651

24. Ekelund U, Steene-Johannessen J, Brown WJ et al. Does physical activity attenuate, or even eliminate, the detrimental

association of sitting time with mortality? A harmonised meta-analysis of data from more than 1 million men and women.

Lancet. 2016;388:P1302-1310. https://doi.org/10.1016/s0140-6736(16)30370-1

25. Sagelv E, Hopstock L, Morseth L et al. Device-measured physical activity, sedentary time, and risk of all-cause mortality: an

individual participant data analysis of four prospective cohort studies. Br J Sports Med. 2023;57:1457-63.

https://doi.org/10.1136/bjsports-2022-106568

26. Martinez-Gomez D, Cabanas-Sanchez V, Yu T et al. Long-term leisure-time physical activity and risk of all-cause and

cardiovascular mortality: dose–response associations in a prospective cohort study of 210 327 Taiwanese adults. Br J Sports

Med. 56:919-26. https://doi.org/10.1136/bjsports-2021-104961

DANISH MEDICAL JOURNALDANISH MEDICAL JOURNAL

Open Access under Creative Commons License CC BY-NC-ND 4.0 10/10

https://doi.org/10.7326/m14-1651
https://doi.org/10.1016/s0140-6736(16)30370-1
https://doi.org/10.1136/bjsports-2022-106568
https://doi.org/10.1136/bjsports-2021-104961

	Physical activity, sedentary time and health – a narrative review with new insights
	ABSTRACT
	KEY POINTS
	Population levels, patterns and trends
	Dose-response associations with health outcomes
	Optimal dosing – light, moderate and vigorous intensity
	Moderate-to-vigorous intensity physical activity – the cornerstone of recommendations
	How little vigorous-intensity physical activity is enough?
	Too much sedentary time – is it harmful?
	Concluding remarks
	REFERENCES

