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Physical activity and sedentary behavior as multimorbidity 
discriminators among elderly Brazilians: a cross-sectional study
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INTRODUCTION
Multimorbidity is the existence of two or more diseases simultaneously. Its presence may lead 
to a 5.5-fold higher public healthcare cost per patient.1 Involvement of multimorbidity, such as 
cardiovascular disease and concomitant diabetes, has higher prevalence among the elderly, and 
is the main cause of hospitalizations in Brazil.2,3 Diabetes combined with hypertension increases 
the chances of having coronary heart disease and/or cerebrovascular disease threefold, com-
pared with presence of diabetes alone.4 This reflects mortality rates for all causes, given that the 
prevalence of hypertension grows at population levels.5 Among the consequences of multimor-
bidities in the elderly are the risk of falls, depression and declines in physical function perfor-
mance and in daily activities.6

Hence, reduction of the prevalence of these diseases is included in the agendas of interna-
tional governmental bodies, such as the Global Strategy on Healthy Eating, Physical Activity and 
Health7 and, in Brazil, the Strategic Action Plan for the Fight against Chronic Noncommunicable 
Diseases (NCDs).8 Actions are planned to meet the goal of increasing the prevalence of physical 
activity in the population.8 However, sedentary behavior is disregarded as an important outcome 
in health conditions.9 Sedentary behavior and physical activity form patterns that may be reflected 
in health in different ways.10 Objective measurements of physical activity and sedentary time may 
be useful for ascertaining cutoff points within these behaviors as risk factors for occurrence of 
cardiometabolic multimorbidity. This has a significant impact on guidance for healthy behaviors 
at the population level, as a form of prevention and for health promotion.11,12
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ABSTRACT
BACKGROUND: Associations between behaviors and individual chronic diseases have been demonstrat-
ed. However, the relationship between time spent on sedentary behavior and multimorbidity remains 
less clear. 
OBJECTIVE: To identify the predictive power of various intensities of physical activity versus sedentary 
behavior, as discriminatory factors for cardiometabolic multimorbidity (cardiovascular diseases and dia-
betes) in the elderly. 
DESIGN AND SETTING: Cross-sectional study in different residential census tracts and residential house-
holds in Florianópolis (SC). 
METHODS: The participants were 425 elderly people (65% women) from the EpiFloripa Aging study in 
2014. Sociodemographic variables and self-reported incidence of cardiovascular diseases and diabetes 
were obtained via a questionnaire. Light physical activity (LPA), moderate-to-vigorous physical activity 
(MVPA) and sedentary behavior (SB) were measured using accelerometers. The analyses were stratified 
according to sex and included a diagnosis for interpretation. Behaviors were taken into consideration if 
their predictive power in terms of area under the receiver operating characteristic (ROC) curve was greater 
than 0.50. The time cutoff point was defined from sensitivity and specificity. 
RESULTS: For older adult men with diabetes, the predictive value of MVPA for absence of multi-
morbidity was an area of ​​0.75 (95% confidence interval, CI: 0.538-0.962), and a cutoff of 17 minutes 
per day. Older adult women with diabetes had an area of ​​0.71 (95% CI: 0.524-0.866) and a cutoff of 
10 minutes per day. LPA and SB did not present predictive values. 
CONCLUSION: The time spent on MVPA is a predictor of absence of multimorbidity in elderly people with 
diabetes, for both sexes.
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Physical activity recommendations (150 to 300 minutes per 
week at moderate intensity) for prevention of cardiovascular dis-
ease in the elderly and in people with chronic conditions are well 
established.13 Likewise, the amount of time spent on sedentary 
behavior has been shown to be a harmful factor proportional to 
the presence of the disease.14 It has been recommended that sed-
entary time should be replaced by physical activities of any inten-
sity.13 Although the importance of achieving the physical activity 
recommendations is clear, some evidence of precisely how much 
time should be spent on PA and SB would guide proposals for 
attenuating the risk of having more than one chronic condition, 
seen in clinical practice. 

Receiver operating characteristic (ROC) curve analysis is an 
important resource for ascertaining the presence or absence of 
cardiometabolic risks.15,16 In previous studies, some cutoff points 
for physical activity and sedentary behavior for disease predic-
tion were proposed, and questionnaires were used to measure 
these behaviors.17 Subjective measurements may underestimate 
the accumulated time spent on sedentary behavior and overesti-
mate the time spent on physical activity among older people, even 
though such measurements are easy to apply and have low cost. 
However, objective tools such as accelerometers provide reliable 
and valid physical activity measurements that make it possible to 
more faithfully capture different intensities of movement (seden-
tary, light, moderate and vigorous).18

OBJECTIVE
Therefore, the aim of the present study was to identify the predic-
tive power of different intensities of physical activity and seden-
tary behavior in relation to non-simultaneous occurrence of car-
diovascular disease and diabetes in elderly men and women with 
one of the diagnosed diseases.

METHODS
This was a population-based longitudinal study, carried out in 
the urban area of ​​Florianópolis (SC), that used data from a study 
named EpiFloripa Idoso.19 That study was based on home inter-
views and had the aim of investigating “the relationships between 
cognitive and functional status, and violence and general condi-
tions of health in the elderly aged 60 years and over”.19 EpiFloripa 
Idoso was approved by the Ethics Committee for Research 
on Human Beings (CEPSH) of the Federal University of Santa 
Catarina (Universidade Federal de Santa Catarina, UFSC) under 
registration number 352/2008, dated July 8, 2013. 

The first wave of data (baseline) was collected between 
September 2009 and June 2010. The sample size was estimated 
based on a prevalence calculation according to the size of the pop-
ulation size over 60 years of age (4,460). From this calculation, 
the minimum number of elderly people to be interviewed was 

determined to be 1,599. For this, we used a 95% confidence level, 
sampling error of four percentage points, unknown prevalence 
of the phenomenon (50%) and a cluster design effect estimate of 
two. A further 20% were added for possible estimated losses and 
15% for the purpose of testing associations. Through these design 
effects, while taking into account the availability of funding, the 
final sample was expanded to 1,911 elderly people.19

The sampling method used consisted of two-stage conglom-
erates, in which the first step was to select census tracts and the 
second, residential households. We identified 420 urban and resi-
dential census tracts, among which 80 were systematically drawn, 
considering the average monthly family income. Each census tract 
consisted of 61 to 725 households. Tracts with fewer than 150 house-
holds were grouped and those with more than 500 households were 
divided according to their location and income in order to reduce 
the coefficient of variation (52.7% for 80 sectors, to 35.2% for 83 
sectors). For the second stage, it was considered that the average 
number of residents per household was 3.1 and that the individ-
uals in the study age group corresponded to 11% of the popula-
tion.20 Thus, it was estimated that it would be necessary to visit 60 
households per sector from the list of addresses in order to find 20 
seniors. All the elderly residents in the households selected were 
considered eligible, except for institutionalized elderly people who 
were housed in nursing homes, hospitals or prisons.20

The second wave sample (2013-2014) was composed of the 
elderly people (over 60 years) who had participated in the first 
wave. To form the second wave sample, home visits and calls were 
made and posters were put up, with the purpose of inviting the par-
ticipants of the first wave of the study (1,705) to participate in this 
second stage. The elderly people who were not found after three 
visits on different days and at different times, or who refused to 
participate, had relocated, had become hospitalized or had died 
were excluded. Consequently, a final sample of 1,197 participants 
remained in the study.19 For the present study, data from this stage 
of EpiFloripa were used.

After potential participants had received explanations about 
the research and had agreed to participate through signing an 
informed consent statement, face-to-face interviews were con-
ducted and a questionnaire was filled out. The participants were 
then invited to attend the Health Sciences Center facilities for the 
clinical examination and accelerometry stage. Six hundred and 
four elderly people participated in this stage and, among these, 
484 agreed to use an accelerometer. Seventy-one individuals with 
reduced mobility or with any disability (intellectual, physical and/
or sensory) that impeded them from using accelerometers were 
excluded. The remaining 49 people, who would have been eligible 
to use an accelerometer, were excluded due to a technical error. 

Accelerometer data were collected using the GT3X or GT3X+ 
models (Actigraph, Pensacola, Florida, United States) and were 
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analyzed using the Actilife software (Actigraph, Pensacola, Florida, 
United States). The participants were instructed to use the acceler-
ometer for seven consecutive days and could remove it for sleep and 
in situations where the monitor would come into contact with water 
(e.g. bath, pool or beach). The device was attached to an elastic belt 
and fixed to the right hip above the iliac crest. On the second and 
fifth day of use of the accelerometer, telephone calls were made as 
a form of quality control. The accelerometers were programmed 
for a data sampling frequency of 30 Hz and these data were ana-
lyzed in 60-second windows. For data to be considered valid, the 
accelerometer needed to be used for four days a week (10 hours/
day; or for weekend days, 8 hours/day). Consecutive zero periods 
of 60 minutes or more (with 2 minutes of tolerance) were consid-
ered to be non-use time and were excluded from the analysis.21 
The cutoff points for the intensities of physical activity were taken 
from the model of Freedson et al.,22 as follows: light physical activity 
(LPA) (100-1951 counts/minute), moderate-to-vigorous physical 
activity (MVPA) (≥ 1952 counts/minute) and sedentary behavior 
(SB) (0-99 counts/minute). The minutes/week data of the vari-
ables were adjusted for the number of days of use. Valid data from 
accelerometer use were obtained from 425 elderly people (87.8%).

Sociodemographic variables (gender, age in years, marital sta-
tus and education) came from a questionnaire. Information on 
the outcome of the present study, i.e. the multimorbidity variable 
for cardiometabolic diseases, was collected from the participants 
by means of a self-reported questionnaire, based on the following 
questions: “Has any doctor or healthcare professional ever said 
that you have or have had heart or cardiovascular disease?” and 
“Has any doctor or healthcare professional ever said that you have 
or have had hypertension (high blood pressure)?”; and for diabetes: 
“Has any doctor or healthcare professional ever said that you have 
or have had diabetes?” The answer options were yes or no, thus 
indicating the presence or absence of morbidities. People were con-
sidered to have cardiovascular diseases if they self-reported having 
a diagnosis of heart or cardiovascular disease and/or hypertension. 
The exposure variables, i.e. LPA, MVPA and SB, were defined in 
minutes/week and minutes/day through objective measurement 
using accelerometers.

Statistical analysis was performed using descriptive analysis 
with absolute and relative frequencies, 95% confidence intervals 
(95% CI), means and standard deviations, and medians and inter-
quartile ranges (IQR). For the inferential analysis, receiver oper-
ating characteristic (ROC) curves were applied. ROC curves are 
a data attribute that is used to determine cutoff points in diagnos-
tic or screening tests.23 The area under the ROC curve provides 
an assessment of the discriminatory power of PA intensities for 
determining absence of cardiometabolic multimorbidity and the 
power of SB for determining its occurrence. Multimorbidity was 
considered to be the occurrence of cardiovascular disease in the 

presence of diabetes, or the occurrence of diabetes in the presence 
of cardiovascular disease. The construction of the ROC curve was 
given by the positioning of the sensitivity on the y axis as a function 
of [1 - specificity] on the x axis.23 Sensitivity reports the percent-
age of affirmative outcomes that were correctly diagnosed using 
the indicator (true positives), while specificity describes the per-
centage of individuals who did not present the outcome and were 
correctly diagnosed using the indicator (true negatives). Thus, the 
values ​​below the ROC curve represented the balance of the speci-
ficity and sensitivity pairs with all possible combinations. In deter-
mining a cutoff point, expressed as a bisector variable, the value of 
0.5 was considered to be undetectable and 1.0, perfect detection.24 
Thus, for the times spent on LPA, MVPA and SB to be considered 
to be significant predictors of cardiometabolic multimorbidity, the 
lower limit of the confidence interval was taken to be greater than 
or equal to 0.50.24 The 95% CI also determined predictive values. 
The analyses were stratified according to sex and whether or not 
diabetes and cardiovascular disease were present. The data were 
analyzed using the Stata software, version 13.0 (Stata Corporation, 
College Station, United States).

RESULTS
The study included 425 elderly people, and 65.0% of them were 
women. The average age of the men was 73 years (standard devi-
ation ± 7.41). Most of them reported having a partner (83.1%) 
and their mean schooling level was 9 years (standard deviation 
± 6.7). The women’s mean age was 74 years (standard deviation 
± 7.4). A majority of them were living without a partner (60.2%) 
and their mean schooling level was 7 years (standard deviation ± 
5.2). The median LPA was 1,851 minutes/week (IQR: 1,358-2,283) 
among men and 1,887 minutes/week (IQR: 1435-2362) among 
women. The median MVPA was 121 minutes/week (IQR: 50-221) 
among men and 66 minutes/week (IQR: 18-133) among women. 
The median SB was 3,930 minutes/week (IQR: 3121-4746) among 
men and 3,688 minutes/week (IQR: 2971-4490) among women.

The values for the area under the ROC curve for the times 
spent on the PA and SB that had discriminatory power regarding 
cardiometabolic multimorbidity are presented in Table 1. The area 
under the ROC curve among men with diabetes that had predic-
tive value was found within MVPA, with a value of 0.75 (95% CI: 
0.538-0.962). Among women with diabetes, the area under ​​the ROC 
curve with predictive value was found within MVPA with a value 
of 0.71 (95% CI: 0.524-0.886). Neither men nor women with car-
diovascular disease presented areas under the ROC curve with 
predictive value or discriminatory power.

Among men and women with diabetes, the time spent on MVPA 
discriminated with regard to presence or absence of cardiovascular 
disease (Figure 1). Among elderly people of both sexes with cardio-
vascular diseases, there was no predictive length of time for physical 
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activity (Figure 1). Lastly, SB did not have predictive value for either 
men or women regarding the risk of cardiometabolic multimorbid-
ity among those with diabetes and cardiovascular disease (Figure 2).

The values that were found to discriminate cutoff points for time 
spent on MVPA time, between presence and absence of multimor-
bidity, are highlighted in Table 2. Among the elderly participants 

Table 1. ROC curve referring to weekly times spent doing different intensities of physical activity and sedentary behavior, for predict the 
presence or absence of cardiometabolic multimorbidity among elderly people, 2014 (n = 425)

*Lower limit of confidence interval ≥ 0.50). LPA = light physical activity; MVPA = moderate-to-vigorous physical activity; SB = sedentary behavior; 95% CI = 95% 
confidence interval; ROC = receiver operating characteristic.

Groups
Men (n = 160) Women (n = 265)

Area under 
the ROC curve

95% CI of area Sensitivity (%) Specificity (%)
Area under 

the ROC curve
95% CI of area Sensitivity (%) Specificity (%)

With diabetes 
LPA 0.724 (0.326-1.000) 75.0 75.9 0.547 (0.310-0.784) 55.6 56.3
MVPA 0.750* (0.538-0.962) 75.0 62.1 0.705* (0.524-0.886) 66.7 65.6
SB 0.681 (0.284-1.000) 55.2 50.0 0.519 (0.273-0.766) 56.3 55.6

With cardiovascular 
diseases

LPA 0.692 (0.277-1.000) 75.0 74.4 0.474 (0.228-0.721) 44.4 44.6
MVPA 0.587 (0.274-0.900) 50.0 51.2 0.454 (0.239-0.670) 44.4 42.9
SB 0.591 (0.482-0.699) 58.6 58.3 0.450 (0.187-0.714) 44.4 44.6
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ROC = Area under the receiver operating characteristic; MVPA = moderate-to-vigorous physical activity.

Figure 1. ROC curve describing weekly time spent engaging in different levels of physical activity as a preventive discriminator 
for cardiovascular disease occurrence in men (A) and women (B) with diabetes; and for diabetes in men (C) and women (D) with 
cardiovascular disease, 2014 (n = 425). 
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with diabetes, it was seen that approximately 17 minutes of MVPA 
per day for men and 10 min per day for women were required for 
absence of multimorbidity.

DISCUSSION
The results from this study showed that only time spent on 
MVPA showed discriminatory power for presence or absence of 
cardiometabolic multimorbidity among elderly people with dia-
betes, of both sexes. The cutoffs for absence were minimums of 
approximately 17 minutes/day for men and 10 minutes/day for 

women. LPA and SB did not present predictive value ​​for cardio-
metabolic multimorbidities in the elderly.

The daily MVPA cutoff point for absence of multimorbidity 
among elderly people with diabetes of both sexes was lower than 
the PA recommendations (150 to 300 minutes/week for moder-
ate activities and 75 to 150 minutes/week for vigorous activities), 
based on subjective measurements for PA.13 The differences in these 
findings may be due to the type of measurement for PA evaluation. 
The data of the present study were based on accelerometer measure-
ments, which are considered to be the gold standard for analyses.9 

Figure 2. Area under the receiver operating characteristic (ROC) curve describing weekly time spent engaging in sedentary behavior as a 
risk discriminator for cardiovascular disease occurrence in men (A) and women (B) with diabetes; and for diabetes in men (C) and women 
(D) with cardiovascular disease, 2014 (n = 425).
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Table 2. Time values and cutoff points for the estimated weekly and daily times spent engaging in moderate-to-vigorous physical 
activity, for predicting occurrence of cardiometabolic multimorbidity among elderly people in southern Brazil, 2014 (n = 425) 

*Per week; **Minutes per day. MVPA = moderate-to-vigorous physical activity; MD = median.

Groups
Men (n = 160) Women (n = 265)

MD Minutes* Cutoff point** MD Minutes* Cutoff point**

With diabetes
MVPA 179 122 17.4 91 67 9.6
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Thus, the present study suggests that women with diabetes who 
accumulate at least 9.6 minutes/day or 67 minutes/week of MVPA 
are at lower risk of cardiometabolic multimorbidity; and that men 
will achieve this with at least 17.4 minutes/day or 122 minutes/week. 
These findings are concordant with the recommendation that any dura-
tion of physical activity is reflected in healthy outcomes.13 For elderly 
people with diabetes, there is evidence showing that MVPA can reduce 
microvascular complications,25 such as retinopathy, nephropathy and 
neuropathies, which are inherent to the disease.26 Hence, the cutoff 
points identified in the present study may act as a facilitator for engag-
ing elderly people in MVPA and, thus, minimizing the incidence of 
diseases affected by occurrence of multimorbidities.27

Our findings did not identify predictive values ​​for time spent on 
LPA and SB for absence of multimorbidity for either sex, diagnosed 
either with diabetes or with cardiovascular disease. However, there 
is evidence showing the preventive effect of LPA on multimorbid-
ities, as well as on improvement of functional capacities,28 and its 
significant clinical effects on blood pressure, body weight and glu-
cose among the elderly.29 

Regarding SB, it has been recognized in the literature that 
long times spent on SB pose risks of multimorbidity,30 regardless 
of PA engagement.14 Although there are no cutoff points for SB, 
recommendations for replacing it with any level of physical activ-
ity have been shown to result in health benefits.13 A study among 
elderly women showed that a transfer of 30 minutes from SB to 
MVPA reduced body mass index by 1.5 kg/m2.31 In the case of 
elderly people diagnosed with cardiometabolic disease, this effect 
may contribute to lifestyle improvements9,27 and mental health,11 
as well as circumventing the effects of biological and genetic risks 
in this population.27 It is possible that in this group, LPA and SB 
were not predictive because of the diseases considered, which are 
more responsive to high-intensity actions, such as MVPA. It is 
known that among elderly people who reach light levels of physi-
cal activity in at least one weekly practice, the prevalence of mul-
timorbidity is lower; however, this reduction is proportional to the 
increase in activity intensity.32

The strength of the present study is that makes a contribution 
to the small amount of evidence among elderly people in which 
objective measurement of PA were used.9 Its practical application 
is that the cutoffs presented can assist healthcare professionals, 
researchers and managers in planning and implementing inter-
ventions to reduce evidence-based disorders with multimorbid-
ity. Moreover, these data contribute to both population-based and 
clinical contexts and may guide prescription of PA as a means for 
complementing treatment of these diseases.

However, some caveats are necessary in reading these data. 
They refer to a population-based sample residing in a region of Brazil 
with a high human development index (0.847), compared with the 
national average (0.727).33 The self-reporting of diseases may have 

been biased, given that this was dependent on recalling a doctor’s 
diagnosis. However, we excluded elderly people from our sample if 
they had a diagnosis of dementia or cognitive problems and would 
be unable to use an accelerometer. Lastly, multimorbidity was consid-
ered only in terms of cardiovascular disease (combined with hyper-
tension) and diabetes, which limits comparability with other studies 
in which additional diseases were considered in the investigation.

CONCLUSION
The accumulated time that elderly people with diabetes spent 
on MVPA was a predictor of cardiometabolic multimorbidity. 
Therefore, as a practical application in the future, it is recom-
mended that elderly men with diabetes should perform mod-
erate-to-vigorous physical activity for at least 17 minutes/day, 
and elderly women with diabetes for 9.6 minutes/day, to pre-
dict absence of multimorbidity. LPA and SB were not predictors 
for the absence of multimorbidity in either sex for diagnoses of 
either diabetes or cardiovascular diseases.

REFERENCES
1.	 Bähler C, Huber CA, Brüngger B, Reich O. Multimorbidity, health care 

utilization and costs in an elderly community-dwelling population: a 

claims data based observational study. BMC Health Serv Res. 15:23. 

PMID: 25609174; https://doi.org/10.1186/s12913-015-0698-2.

2.	 Violan C, Foguet-Boreu Q, Flores-Mateo G, et al. Prevalence, determinants 

and patterns of multimorbidity in primary care: a systematic review of 

observational studies. PLoS One. 2014;9(7):e102149. PMID: 25048354; 

https://doi.org/10.1371/journal.pone.0102149. 

3.	 Melo-Silva AM, Mambrini JVM, Souza Junior PRB, Andrade FB, Lima-Costa 

MF. Hospitalizations among older adults: results from ELSI-Brazil. Rev 

Saude Publica. 2018;52Suppl 2(Suppl 2):3s. PMID: 30379289; https://

doi.org/10.11606/s1518-8787.2018052000639.

4.	 Qiu M, Shen W, Song X, et al. Effects of prediabetes mellitus alone 

or plus hypertension on subsequent occurrence of cardiovascular 

disease and diabetes mellitus: longitudinal study. Hypertension. 

2015;65(3):525-30. PMID: 25624343; https://doi.org/10.1161/

HYPERTENSIONAHA.114.04632.

5.	 Sepanlou SG, Sharafkhah M, Poustchi H, et al. Hypertension and mortality 

in the Golestan Cohort Study: A prospective study of 50 000 adults in 

Iran. J Hum Hypertens. 2016;30(4):260-7. PMID: 26063561; https://doi.

org/10.1038/jhh.2015.57.  

6.	 Moreira B de S, Sampaio RF, Furtado SB, Dias RC, Kirkwood RN. The Relationship 

Between Diabetes Mellitus, Geriatric Syndromes, Physical Function, and Gait: 

A Review of the Literature. Curr Diabetes Rev. 2016;12(3):240-51. https://

doi.org/10.2174/1573399811666150615142746. 

7.	 World Health Organization. Global strategy on diet, physical activity 

and health. Geneva: WHO; 2004. Available from: https://www.who.

int/dietphysicalactivity/strategy/eb11344/strategy_english_web.pdf. 

Accessed in 2020 (Nov 25).

https://doi.org/10.1186/s12913-015-0698-2
https://doi.org/10.1371/journal.pone.0102149
https://doi.org/10.11606/s1518-8787.2018052000639
https://doi.org/10.11606/s1518-8787.2018052000639
https://doi.org/10.1161/HYPERTENSIONAHA.114.04632
https://doi.org/10.1161/HYPERTENSIONAHA.114.04632
https://doi.org/10.1038/jhh.2015.57
https://doi.org/10.1038/jhh.2015.57
https://doi.org/10.2174/1573399811666150615142746
https://doi.org/10.2174/1573399811666150615142746
https://www.who.int/dietphysicalactivity/strategy/eb11344/strategy_english_web.pdf
https://www.who.int/dietphysicalactivity/strategy/eb11344/strategy_english_web.pdf


ORIGINAL ARTICLE | Christofoletti M, Sandreschi PF, Quadros EN, D’Orsi E, Rech CR, Manta SW, Benedetti TRB

378     Sao Paulo Med J. 2021; 139(4):372-9

8.	 Brasil. Ministério da Saúde. Secretaria de Vigilância em Saúde. Departamento 

de Análise de Situação de Saúde. Plano de ações estratégicas para o 

enfrentamento das doenças crônicas não transmissíveis (DCNT) no Brasil: 

2011-2022. Brasília, DF: Ministério da Saúde; 2011. Available from: https://

portaldeboaspraticas.iff.fiocruz.br/biblioteca/plano-de-acoes-estrategicas-

para-o-enfrentamento-das-doencas-cronicas/. Accessed in 2020 (Nov 25).

9.	 Bann D, Hire D, Manini T, et al. Light intensity physical activity and 

sedentary behavior in relation to body mass index and grip strength in 

older adults: cross-sectional findings from the lifestyle interventions and 

independence for elders (LIFE) study. PLoS One. 2015;10(4):e0126063. 

PMID: 25647685; https://doi.org/10.1371/journal.pone.0116058.

10.	 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(10051):1302-10. PMID: 

27475271; https://doi.org/10.1016/S0140-6736(16)30370-1. 

11.	 Silva PAS, Rocha SV, Vasconcelos LRC, Santos CA. Comportamento 

sedentário como discriminador dos transtornos mentais comuns em 

idosos. J Bras Psiquiatr. 2017;66(4):183-8. doi: 10.1590/0047-2085000000169 

12.	 da Silva VD, Tribess S, Meneguci J, et al. Time Spent in Sedentary Behaviour as 

Discriminant Criterion for Frailty in Older Adults. Int J Environ Res Public Health 

2018;15(7):1336. PMID: 29949848; https://doi.org/10.3390/ijerph15071336.

13.	 World Health Organization. WHO guidelines on physical activity and 

sedentary behaviour: at a glance. 2020. Available from: https://apps.

who.int/iris/handle/10665/337001. Accessed in 2020 (Dec 16).

14.	 Leiva AM, Martínez MA, Cristi-Montero C, et al. El sedentarismo se asocia 

a un incremento de factores de riesgo cardiovascular y metabólicos 

independiente de los niveles de actividad física [Sedentary lifestyle is 

associated with metabolic and cardiovascular risk factors independent 

of physical activity]. Rev Med Chil. 2017;145(4):458-67. PMID: 28748993; 

https://doi.org/10.4067/S0034-98872017000400006. 

15.	 Ramírez-Vélez R, Pérez-Sousa MÁ, Izquierdo M, et al. Validation of 

Surrogate Anthropometric Indices in Older Adults: What Is the Best 

Indicator of High Cardiometabolic Risk Factor Clustering? Nutrients. 

2019;11(8):1701. PMID: 31344803; https://doi.org/10.3390/nu11081701. 

Erratum in: Nutrients. 2019 Oct 10;11(10).

16.	 Pasdar Y, Moradi S, Moludi J, et al. Waist-to-height ratio is a better 

discriminator of cardiovascular disease than other anthropometric 

indicators in Kurdish adults. Sci Rep. 2020;10(1):16228. PMID: 33004896; 

https://doi.org/10.1038/s41598-020-73224-8. 

17.	 Queiroz CO, Pitanga F, Lotufo PA, et al. Amount of physical activity necessary 

for a normal level of high-sensitivity C-reactive protein in ELSA-Brasil: a 

cross-sectional study. Sao Paulo Med J. 2020;138(1):19-26. PMID: 32321101; 

http://dx.doi.org/10.1590/1516-3180.2019.0301.r2.20102019.

18.	 Ferrari GLDM, Kovalskys I, Fisberg M, et al. Comparison of self-report 

versus accelerometer – measured physical activity and sedentary 

behaviors and their association with body composition in Latin 

American countries. PLoS ONE. 2020 15(4): e0232420. PMID: 32343753; 

https://doi.org/10.1371/journal.pone.0232420.

19.	 Confortin SB, Schneider IJC, Antes DL, et al. Life and health conditions 

among elderly: results of the EpiFloripa Idoso cohort study. Epidemiol 

Serv Saude. 2017;26(2):305-17. PMID: 28492772; https://doi.org10.5123/

S1679-49742017000200008. 

20.	 Schneider IJC, Confortin SC, Bernardo CO, et al. EpiFloripa Aging cohort 

study: methods, operational aspects, and follow-up strategies. Rev 

Saude Publica. 2017;51:104. PMID: 29166443; https://doi.org/10.11606/

S1518-8787.2017051006776.   

21.	 Choi L, Liu Z, Matthews CE, Buchowski MS. Validation of accelerometer 

wear and nonwear time classification algorithm. Med Sci Sports 

Exerc. 2011;43(2):357-64. PMID: 20581716; https://doi.org/10.1249/

MSS.0b013e3181ed61a3. 

22.	 Freedson PS, Melanson E, Sirard J. Calibration of the Computer 

Science and Applications, Inc. accelerometer. Med Sci Sports Exerc. 

1998;30(5):777-81. PMID: 9588623; https://doi.org/10.1097/00005768-

199805000-00021.

23.	 Erdreich LS, Lee ET. Use of relative operating characteristic analysis in 

epidemiology. A method for dealing with subjective judgement. Am J 

Epidemiol. 1981;114(5):649-62. PMID: 7304595; https://doi.org/10.1093/

oxfordjournals.aje.a113236. 

24.	 Schisterman EF, Faraggi D, Reiser B, Trevisan M. Statistical inference for the 

area under the receiver operating characteristic curve in the presence 

of random measurement error. Am J Epidemiol. 2001;154(2):174-9. 

https://doi.org/10.1093/aje/154.2.174. 

25.	 Moore GE, Durstine JL, Painter P. ACSM’s exercise management for 

persons with chronic diseases and disabilities - 4th edition. Champaign, 

IL: Human Kinetics; 2016.

26.	 Santos A de L, Cecílio HP, Teston EF, et al. Microvascular complications 

in type 2 diabetes and associated factors: a telephone survey of 

self-reported morbidity. Cien Saude Colet. 2015;20(3):761-70. PMID: 

25760116; https://doi.org/10.1590/1413-81232015203.12182014. 

27.	 Dhalwani NN, Zaccardi F, O’Donovan G, et al. Association Between 

Lifestyle Factors and the Incidence of Multimorbidity in an Older 

English Population. J Gerontol A Biol Sci Med Sci. 2017;72(4):528-34. 

PMID: 27470302; https://doi.org/10.1093/gerona/glw146. 

28.	 Williams JS, Egede LE. The Association Between Multimorbidity and 

Quality of Life, Health Status and Functional Disability. Am J Med 

Sci. 2016;352(1):45-52. PMID: 27432034; https://doi.org/10.1016/j.

amjms.2016.03.004. 

29.	 Oja P, Kelly P, Murtagh EM, et al. Effects of frequency, intensity, duration 

and volume of walking interventions on CVD risk factors: a systematic 

review and meta-regression analysis of randomised controlled trials 

among inactive healthy adults. Br J Sports Med. 2018;52(12):769-75. 

PMID: 29858464; https://doi.org/10.1136/bjsports-2017-098558. 

30.	 Marques A, Santos DA, Peralta M, Sardinha LB, González Valeiro M. 

Regular physical activity eliminates the harmful association of television 

watching with multimorbidity. A cross-sectional study from the 

European Social Survey. Prev Med. 2018;109:28-33. PMID: 29360480; 

https://doi.org/10.1016/j.ypmed.2018.01.015. 

https://portaldeboaspraticas.iff.fiocruz.br/biblioteca/plano-de-acoes-estrategicas-para-o-enfrentamento-das-doencas-cronicas/
https://portaldeboaspraticas.iff.fiocruz.br/biblioteca/plano-de-acoes-estrategicas-para-o-enfrentamento-das-doencas-cronicas/
https://portaldeboaspraticas.iff.fiocruz.br/biblioteca/plano-de-acoes-estrategicas-para-o-enfrentamento-das-doencas-cronicas/
https://doi.org/10.1371/journal.pone.0116058
https://doi.org/10.1371/journal.pone.0116058
https://doi.org/10.1016/S0140-6736(16)30370-1
https://doi.org/10.3390/ijerph15071336
https://apps.who.int/iris/handle/10665/337001
https://apps.who.int/iris/handle/10665/337001
https://doi.org/10.4067/S0034-98872017000400006
https://doi.org/10.3390/nu11081701
https://doi.org/10.1038/s41598-020-73224-8. 
http://dx.doi.org/10.1590/1516-3180.2019.0301.r2.20102019
https://doi.org/10.1371/journal.pone.0232420
http://portal.revistas.bvs.br/transf.php?xsl=xsl/titles.xsl&xml=http://catserver.bireme.br/cgi-bin/wxis1660.exe/?IsisScript=../cgi-bin/catrevistas/catrevistas.xis%7Cdatabase_name=TITLES%7Clist_type=title%7Ccat_name=ALL%7Cfrom=1%7Ccount=50&lang=pt&comefrom=home&home=false&task=show_magazines&request_made_adv_search=false&lang=pt&show_adv_search=false&help_file=/help_pt.htm&connector=ET&search_exp=Epidemiol. serv. sa%C3%BAde
http://portal.revistas.bvs.br/transf.php?xsl=xsl/titles.xsl&xml=http://catserver.bireme.br/cgi-bin/wxis1660.exe/?IsisScript=../cgi-bin/catrevistas/catrevistas.xis%7Cdatabase_name=TITLES%7Clist_type=title%7Ccat_name=ALL%7Cfrom=1%7Ccount=50&lang=pt&comefrom=home&home=false&task=show_magazines&request_made_adv_search=false&lang=pt&show_adv_search=false&help_file=/help_pt.htm&connector=ET&search_exp=Epidemiol. serv. sa%C3%BAde
https://doi.org10
https://doi.org/10.11606/S1518-8787.2017051006776
https://doi.org/10.11606/S1518-8787.2017051006776
https://doi.org/10.1249/MSS.0b013e3181ed61a3
https://doi.org/10.1249/MSS.0b013e3181ed61a3
https://doi.org/10.1097/00005768-199805000-00021
https://doi.org/10.1097/00005768-199805000-00021
https://doi.org/10.1093/oxfordjournals.aje.a113236
https://doi.org/10.1093/oxfordjournals.aje.a113236
https://doi.org/10.1093/aje/154.2.174
https://doi.org/10.1590/1413-81232015203.12182014
https://doi.org/10.1093/gerona/glw146
https://doi.org/10.1016/j.amjms.2016.03.004
https://doi.org/10.1016/j.amjms.2016.03.004
https://doi.org/10.1136/bjsports-2017-098558
https://doi.org/10.1016/j.ypmed.2018.01.015


Physical activity and sedentary behavior as multimorbidity discriminators among elderly Brazilians: a cross-sectional study | ORIGINAL ARTICLE

Sao Paulo Med J. 2021; 139(4):372-9     379

31.	 Pelclová J, Štefelová N, Hodonská J, et al. Reallocating Time from 

Sedentary Behavior to Light and Moderate-to-Vigorous Physical Activity: 

What Has a Stronger Association with Adiposity in Older Adult Women? 

Int J Environ Res Public Health. 2018;15(7):1444. PMID: 29987233; https://

doi.org/10.3390/ijerph15071444. 

32.	 Dhalwani NN, O’Donovan G, Zaccardi F, et al. Long terms trends of 

multimorbidity and association with physical activity in older English 

population. Int J Behav Nutr Phys Act. 2016;13:8. PMID: 26785753; 

https://doi.org./10.1186/s12966-016-0330-9. 

33.	 United Nations Development Programme. Human Development 

Report 2015: Work for Human Development. New York: United Nations 

Development Programme; 2015. Available from: http://hdr.undp.org/

sites/default/files/2015_human_development_report.pdf. Accessed in 

2020 (Nov 25).

Authors’ contributions: Christofoletti M: conceptualization (equal), 

formal analysis (equal) and writing-original draft (equal); Sandreschi PF: 

conceptualization (equal) and writing-original draft (equal); Quadros 

EM: writing-original draft (equal); D’Orsi E: funding acquisition (equal), 

methodology (equal), project administration (equal) and writing-review 

(equal); Rech CR: writing-review (equal); Manta SW: conceptualization 

(equal) and writing-original draft (equal); and Benedetti TRB: supervision 

(equal) and writing-review (equal). All authors approved the final version 

to be published

Sources of funding: This work was supported by the Conselho Nacional 

de Desenvolvimento Científico e Tecnológico (CNPq) [Notice 06/2008, 

Faixa B, Project 569834/2008-2]

Conflict interest: We have no competing interest to declare

Date of first submission: August 30, 2020

Last received: January 5, 2021

Accepted:  February 18, 2021

Address for correspondence:

Marina Christofoletti 

Campus Reitor João David Ferreira Lima, s/no

Trindade — Florianópolis (SC) — Brasil

CEP 88040-900

Tel. (+55 48) 3721-8519

Fax. (+55 48) 3721-6240

E-mail: marinachriss@outlook.com.br

© 2021 by Associação Paulista de Medicina  
This is an open access article distributed under the terms of the Creative Commons license.

https://doi.org/10.3390/ijerph15071444
https://doi.org/10.3390/ijerph15071444
https://doi.org./10.1186/s12966-016-0330-9
http://hdr.undp.org/sites/default/files/2015_human_development_report.pdf
http://hdr.undp.org/sites/default/files/2015_human_development_report.pdf
mailto:marinachriss@outlook.com.br

