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Are physical inactivity, sitting time and screen time 
associated with obstructive sleep apnea in adults? 
A cross-sectional study
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Hospital Israelita Albert Einsten (HIAE), São Paulo (SP), Brazil 

INTRODUCTION
Obstructive syndrome apnea (OSA) is characterized by repetitive collapse of the upper airways 
during sleep and is defined by an apnea-hypopnea index (AHI) ≥ 15 events / hour, with reduced 
airflow, oxygen desaturation and sleep interruption.1 OSA is associated with chronic diseases 
such as hypertension, metabolic comorbidities and increased all-cause mortality.2-5 

The potential serious adverse consequences of untreated OSA are a major reason for 
emphasizing early diagnosis and treatment.6,7 The main risk factors for OSA are obesity, age, 
cranial issues and gender (men).6,8,9 Moreover physical activity (PA) levels and sedentary 
behavior (SED, characterized as sitting time, screen time and low energy expenditure)10 have 
been identified as new risk factors for most chronic diseases, such as cardiovascular disease, 
diabetes and some cancers.11-13 There is evidence demonstrating associations between these 
risk factors and OSA.14 

Although previous studies have explored the association between OSA, PA and SED, no 
study has analyzed these associations using overnight polysomnography (PSG) as a method for 
diagnosing OSA. 

OBJECTIVE
The purpose of this study was to analyze associations between PA levels, SED and OSA among 
adults with suspected sleep disorders that were diagnosed at a neurophysiology laboratory 
for OSA. 
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ABSTRACT 
BACKGROUND: Sitting time, screen time and low physical activity (PA) levels have been associated with 
several diseases and all-cause mortality. PA is related to better sleep quality and absence of daytime sle-
epiness, along with lower risks of obstructive syndrome apnea (OSA). However, studies on the relationship 
between sitting time, screen time and OSA are scarce in the literature.
OBJECTIVE: To analyze associations between PA levels, sitting time, screen time and OSA among adults 
with suspected sleep disorder.
DESIGN AND SETTING: Cross-sectional study conducted at Hospital Israelita Albert Einstein. 
METHODS: Data were collected from 369 adults with suspected sleep disorders who visited the hospital’s 
neurophysiology clinic between August 2015 and January 2017. 
RESULTS: Correlations between hypopnea and PA indicators were demonstrated for total sitting time 
(0.123; P = 0.019) and total screen time (0.108; P = 0.038). There was also a correlation between latency for 
rapid-eye-movement sleep (REM_LAT) and total sitting time (0.103; P = 0.047) and a negative correlation 
between mean oxyhemoglobin saturation (SaO_Avg) and total PA time (-0.103; P = 0.048). There were no 
associations between PA parameters and apnea-hypopnea index. After adjusting for confounding factors 
(body mass index, age and gender), sitting time and screen time were not associated with OSA. 
CONCLUSION: After adjusting for anthropometric and clinical factors, excessive sitting time or screen time 
was not associated with OSA in adults suspected of sleep disorders. Age, gender, hypertension, body mass 
index and waist circumference were associated with OSA.
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METHODS
This study had a cross-sectional design. The ethics committee 
of Hospital Israelita Albert Einstein approved the study proto-
col (SGPP: 1.150.084/2015 and CAAE: 45354215.4.0000.0071; 
date: July 15, 2015). Subsequently, individuals who visited the 
neurophysiology clinic at this hospital between August 2015 and 
January 2017 were invited to participate and signed a written 
consent statement in order to participate. The following inclu-
sion criteria for participation were adopted: age over 18 years and 
indication for undergoing overnight laboratory PSG due to sus-
pected OSA. Patients were excluded if they were already receiv-
ing treatment for OSA, had a disease that would make it impos-
sible to complete the questionnaires or had technical problems 
during the overnight laboratory PSG. 

Overnight laboratory polysomnography
All individuals participated in an overnight laboratory PSG as 
previously described.15-17 Individuals were prepared between 
8:30 pm and 10:30 pm and were woken up between 6:00 am 
and 7:00 am, when the recording was ended. The following sig-
nals were recorded: electroencephalograms (C3M2, C4M1 and 
O2M1), bilateral electrooculograms, electromyograms of the 
chin muscles and right and left anterior tibialis, movement of 
the rib cage and abdomen (piezoelectric crystal), oxygen satura-
tion (SaO2) from pulse oximetry, electrocardiogram (lead 1) and 
body position. Airflow was assessed from nasal airway pressure 
and oronasal thermistry. Trained PSG technicians, blinded to the 
study, positioned the patients and monitored them throughout 
the night, as recommended in the American Academy of Sleep 
Medicine Manual.10 Apnea events were defined as ≥ 90% airflow 
reduction for ≥ 10 seconds. Hypopnea events were defined as 
≥ 30% airflow reduction in association with ≥ 3% drop in oxy-
gen desaturation or sleep fragmentation. To classify the presence 
and severity of OSA, the cutoff points for apnea were used: ≥ 15 
and < 30 events/hour (moderate apnea); and ≥ 30 events/hour 
(severe apnea).18,19

Physical activity and sedentary behavior
To analyze PA levels and SED, we used the International Physical 
Activity Questionnaire (IPAQ),20 which evaluates frequency, 
intensity and duration of physical activity, classifying individu-
als into four categories (very active, active, non-active and seden-
tary), as well as evaluating the total sitting time and screen time 
per week and at weekends.21-24 Cutoff scores were used for sit-
ting and screen time using different models (model 1: < 6 and 
≥ 6 hour/day; model 2: < 10 and ≥ 10 hour/day) and different PA 
levels, according to the criteria below: 

a- Active individuals, in line with the following recommen-
dations for PA: (1): a) vigorous: ≥ 5 days / week and ≥ 30 minutes 

per session and/or b) vigorous: ≥ 3 days/week and ≥ 20 minutes 
per session + moderate PA and/or c) walking: ≥ 5 days / week and 
≥ 30 minutes per session; or (2): a) vigorous: ≥ 3 days/week and 
≥ 20 minutes per session and/or b) moderate or walking: ≥ 5 days 
/ week and ≥ 30 minutes per session and/or any activity accumu-
lated: ≥ 5 days / week and ≥ 150 minutes/week (walking + mod-
erate +vigorous);

b- Inactive individuals, who did PA but insufficiently to be 
classified as active because they did not comply with the recom-
mendations regarding frequency or duration. In this classifica-
tion, we included the frequency and duration of different types of 
activities (vigorous + moderate + walking). Thus, individuals were 
considered inactive if they met at least one of the criteria of the 
recommendation regarding frequency or duration of the activity: 
a) frequency: 5 days/ week or b) duration: 149 minutes/week; or 
if they failed to perform continuous physical activity for at least 
10 minutes during the week.

Anthropometric and study covariates
The characteristics of interest included age, gender, body mass 
index (BMI), waist circumference and presence of hypertension 
(HTN). Anthropometric assessments of height, body weight and 
abdominal circumference were made in accordance with stan-
dard procedures.

Body weight was determined by using the InBody 270 scale 
(Ottoboni, Rio de Janeiro, Brazil). Individuals positioned them-
selves on this calibrated scale by placing their feet (without socks 
or shoes) on the metal region of the platform, with feet facing for-
ward. Height was determined using a stadiometer with an accuracy 
of 0.1 mm. Individuals were positioned with their heels, gluteal 
scapulas and occipital surfaces in contact with the wall. During the 
measurement, the individuals performed inspiratory apnea, look-
ing to the horizon, and at that point the evaluator placed the cur-
sor of the stadiometer on the apex of the head. The measurement 
was performed three times and the final result was the mean of 
the three measurements. 

From these measurements, the individuals’ BMI was calculated. 
The classification adopted for BMI followed the criteria outlined by 
the World Health Organization for adults: eutrophic (18.5-24.9 kg/
m²); overweight (25.0-29.9 kg/m²); and obese (≥ 30.0 kg/m²).

For waist circumference (WC) measurements, individuals 
remained in the orthostatic position, with a relaxed abdomen. 
A tape measure was positioned in the horizontal plane at the mid-
point between the last costal arch and the iliac crest. Measurements 
were made three times and the final result was the mean of the 
three measurements. The cutoff point for waist circumference mea-
surements was in accordance with the World Health Organization 
guidelines for adults: men ≥ 94 cm and women ≥ 80 cm; and for 
elderly people: men ≥ 102 cm and women ≥ 88 cm. 
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Blood pressure was measured in accordance with international 
standards, using an aneroid sphygmomanometer with a Dormed 
pedestal (Dormed, Belo Horizonte, Minas Gerais, Brazil). In the 
supine position, the arms were kept alongside the body, one of them 
with a slightly abducted cuff; for patients with an extremely devel-
oped thorax, cushions were used to secure the arm at the level of 
the heart. HTN was considered present when the blood pressure 
was ≥ 140/90 mmHg. In addition, patients with a history of HTN 
and patients who were using antihypertensive medications were 
considered to have HTN.

Statistical analyses
Multinominal models were constructed for each explanatory 
variable and for each outcome. The odds ratio (OR) was calcu-
lated with the respective confidence interval and P-value. 

The first model compared moderate (15 ≥ AHI ≥ 30) with 
absent apnea (< 15 AHI), and the second model compared severe 
(≥ 30 AHI) with absent apnea. Pearson’s correlation coefficients 
were used to evaluate the relationships between weekly PA indica-
tors (total physical activity time, total sitting time and total screen 
time) and sleeping indicators monitored by means of PSG. In addi-
tion, groups formed by the combination of PA time (active or inac-
tive) with screen time (short or long time) were compared with 
sleep indicators obtained by means of PSG, using generalized lin-
ear models. Different probability and bond function distributions 

were tested, and the best-fit model was chosen in accordance with 
the AIC44 fit quality criterion. 

The results were presented as mean values ​​estimated through 
the models at 95% confidence intervals. In comparing the groups 
formed by the combination of PA time (active or inactive) with sit-
ting time (short or long time), the same procedure was used for the 
analysis as was used for groups investigating screen time. Multiple 
logistic regression models were built to investigate the relationship 
between PA level and SED, controlling for age, gender and BMI. 

All the analyses were done using the Statistical Package for 
the Social Sciences (SPSS) software, version 21 (IBM, SPSS Inc., 
Chicago, United States),25 and the significance level used was 5%.

RESULTS
Table 1 shows the demographic data of the sample, together with 
the ORs of the variables in relation to OSA severity. The sample 
was characterized as middle-aged (between 34 and 56 years old); 
66.94% were men; and there was high prevalence of overweight 
or obesity in OSA presence (between 25.88 and 34.58 kg/m2). 
The diagnosis of HTN was observed in  16.29% of participants 
without OSA, 26.44% of those with moderate OSA and 30.77% 
of those with severe OSA, respectively. Clinical characteristics 
such as male gender, obesity, elevated WC and HTN presence 
were associated with moderate and severe OSA among individu-
als with suspected sleep disorders. 

Table 1. Association between obstructive syndrome apnea severity obtained from polysomnography and anthropometric factors

Variable
Presence of obstructive syndrome apnea OR [95% CI 

(moderate to 
absent)]

P-value 
OR [95% CI 

(severe to absent)]
P-value

AHI < 15 15 ≥ AHI < 30 AHI ≥ 30

Age (years)
Mean (SD) 42.05 (11,95) 46.94 (11.18) 48.67 (12) 1.04 [1.01; 1.06] 0.002 1.05 [1.03; 1.07] < 0.001
Median [Q1; Q3] 42.00 [34.00; 49.75] 47.00 [39.50; 54.00] 48.00 [39.00; 56.25]
N 178 87 104

Gender
Women 84 (47.19%) 19 (21.84%) 19 (18.27%) 1 (Reference) 1 (Reference)
Men 94 (52.81%) 68 (78.16%) 85 (81.73%) 3.20 [1.78; 5.76] < 0.001 3.99 [2.24; 7.12] < 0.001
N 178 87 104

BMI (kg/m²)
Mean (SD) 26.72 (4.41) 28.95 (4.66) 31.25 (5.22) 1.12 [1.05; 1.19] < 0.001 1.22 [1.15; 1.29] < 0.001
Median [Q1; Q3] 26.45 [23.38; 29.12] 28.40 [25.88; 30.79] 30.70 [27.67; 34.58]
N 178 87 104

WC
0 48 (30.97%) 13 (19.4%) 8 (9.76%) 1 (Reference) 1 (Reference)
1 107 (69.03%) 54 (80.6%) 74 (90.24%) 1.86 [0.93; 3.73] 0.08 4.15 [1.85; 9.28] 0.001
N 155 67 82

Hypertension
Absence 149 (83.71%) 64 (73.56%) 72 (69.23%) 1 (Reference) 1 (Reference)
Presence 29 (16.29%) 23 (26.44%) 32 (30.77%) 1.85 [0.99; 3.43] 0.05 2.28 [1.28; 4.06] 0.005
N 178 87 104

AHI = apnea-hypopnea index (events per hour); BMI = body mass index; WC = waist circumference; CI = confidence interval; OR: odds ratio. Waist circumference 
category 0: men < 94 cm and women < 80 cm; elderly men: < 102 cm and elderly women: < 88 cm.  Waist circumference category 1: men ≥ 94 cm and women 
≥ 80 cm; elderly men: ≥ 102 cm and elderly women: ≥ 88 cm.  Data are presented as mean, median and standard deviation. 
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The correlation between PA and SED indicators (total phys-
ical activity time, sitting time and screen time) and sleep indica-
tors from PSG are shown in Table 2. The correlation coefficients 
obtained indicated that there was a low correlation between REM_
LAT and total sitting time (r = 0.103; P = 0.047) and a low nega-
tive correlation between SaO_Avg and total PA time (r = -0.103; 
P = 0.048). In addition, no correlations were found between AHI 
and total physical activity time (r = 0.084, P = 0.107), total sitting 
time (r = 0.067, P = 0.202) or total screen time (r = 0.036, P = 0.485).

Screen time and physical activity
Comparisons of sleep indicators obtained from PSG in relation 
to PA level and screen time are shown in Table 3. For this evalua-
tion, four groups were created, combining the levels of PA: active 
(≥ 150  minutes) or inactive (< 150  minutes) with short screen 
time (< 6 hours and < 10 hours) or long screen time (≥ 6 hours 
and ≥ 10 hours). We observed differences between the groups in 
terms of percentage REM sleep (%REM; P = 0.030) and awak-
ening from sleep (SLEEP_WAKE, P = 0.028). In relation to 
%REM, the average for the inactive group with short screen time 
was lower than the averages for the inactive group with long 
screen time (P = 0.019) and the active group with long screen 

time (P = 0.032). In relation to SLEEP_WAKE, the average for 
the inactive group with short screen time was higher than the 
average for the active group with short screen time (P = 0.044). 
Moreover, we did not see any evidence of differences between PA 
indicators in PSG measurements (P > 0.05 in all comparisons).

Sitting time and physical activity
Table 4 shows the comparisons between sleep indicators obtained 
from PSG in relation to the levels of PA and sitting time using the 
same combinations of screen time. Using the 6-hour cut-off time 
it was not possible to adjust the models to compare these groups. 
In the adjusted models for comparing the PA and sitting time 
group, considering the 10-hour cutoff, no evidence of differences 
in PSG measurements (P > 0.05 in all comparisons) were found 
between the groups.

Logistic regression analysis: sitting time and screen time.
Multiple-approach logistic regression models were built in 
order to explain physical inactivity and sitting time (Table 5) or 
screen time (Table 6), with adjustments for age, gender and BMI. 
We found no evidence of association between physical inactivity 
and sleep quality (P > 0.05 in all analyses).

Table 2. Correlation between coefficients of measurements of physical activity indicators (total physical activity time, total sitting time 
and total screen time) and sleep quality indicators obtained from polysomnography, among patients who underwent the examination
Polysomnography TAFT P TST p TTT P
TTR -0.062 0.237 0.003 0.960 0.038 0.473
SLEEP_LAT -0.049 0.350 -0.043 0.409 0.035 0.498
REM_LAT -0.057 0.278 0.103 0.047* 0.013 0.810
TTS -0.013 0.805 0.035 0.504 0.036 0.488
%NI -0.054 0.302 0.046 0.378 0.033 0.522
%NII 0.018 0.736 0.026 0.613 0.058 0.268
%NIII 0.005 0.931 -0.033 0.529 -0.064 0.223
%REM 0.037 0.478 -0.042 0.421 -0.035 0.504
SLEEP_WAKE -0.028 0.593 0.001 0.987 -0.057 0.272
NARO -0.094 0.073 0.072 0.169 0.034 0.521
IND_NARO -0.097 0.063 0.047 0.369 0.049 0.351
RESP_BREAKS -0.079 0.130 0.089 0.088 0.045 0.386
APNEA -0.069 0.185 0.032 0.544 -0.022 0.667
OBS_APNEA -0.080 0.126 0.048 0.361 -0.007 0.896
CENT_APNEA -0.006 0.904 -0.063 0.227 -0.051 0.330
MIX_APNEA -0.001 0.978 -0.010 0.855 -0.016 0.766
HYPOPNEA -0.075 0.151 0.123 0.019* 0.108 0.038*

SaO_Avg -0.103 0.048* 0.021 0.689 0.063 0.227
SaO_Min 0.066 0.208 -0.074 0.155 0.039 0.459
%SAO -0.042 0.418 -0.016 0.755 -0.042 0.420
AHI -0.084 0.107 0.067 0.202 0.036 0.485

Data are shown as Pearson correlation coefficients. TAFT = total physical activity time; TST = total sitting time; TTT = total screen time; TTR = total recording 
time; SLEEP_LAT = sleep latency; REM_LAT = REM sleep latency; TTS = total sleep time; %NI = percentage sleep stage 1; %NII = percentage sleep stage 2; %NIII 
= percentage sleep stage III; %REM = percentage REM sleep; SLEEP_WAKE = awakening from sleep; NARO = nightly arousals; IND_NARO = nightly arousals 
index; RESP_BREAKS = respiratory breaks; OBS_APNEA = obstructive apnea; CENT_APNEA = central apnea; MIX_APNEA = mixed apnea; HYPOPNEA = hypopnea; 
SaO_Avg = average oxygen saturation; SaO_Min = minimum oxygen saturation; %SAO = percentage oxygen apnea; AHI = apnea-hypopnea index (events per 
hour). *P < 0.05.
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Table 3. Estimated average values and 95% confidence intervals for sleep quality indicators obtained from polysomnography, among 
patients undergoing the examination according to physical activity and screen time

PSG

Physical activity time and screen time (< 6 h or ≥ 6 h) Physical activity time and screen time (< 10 h or ≥ 10 h)

Inactive with 
short screen 
time (n = 31)

Inactive with 
long screen 

time 
(n = 135)

Active with 
short screen 
time (n = 32)

Active with 
long screen 

time 
(n = 171)

P-value
Inactive with 
short screen 
time (n = 65)

Inactive with 
long screen 

time 
(n = 101)

Active with 
short screen 
time (n = 91)

Active with 
long screen 

time 
(n = 112)

P-value

TTR
449.4 

(433.7; 
464.3)

442.2 
(434.6; 
449.6)

437.4 
(421.4; 
452.6)

439.5 
(432.7; 
446.2)

0.654
448.8 

(438.0; 
459.1)

440.2 
(431.4; 
448.8)

439.3 
(429.9; 
448.3)

439.1 
(430.7; 
447.3)

0.497

SLEEP_LAT
22.8 

(14.0; 37.2)
23.6 

(18.7; 29.8)
16.3

 (10.1; 26.3)
17.6 

(14.3; 21.7)
0.230

20.5
 (14.7; 28.8)

25.5 
(19.4; 33.3)

17.2 
(12.9; 22.9)

17.6
 (13.6; 22.8)

0.165

REM_LAT
111.5

 (77.0; 161.3)
99.6 

(83.5; 119.0)
118.6 

(82.4; 170.7)
106.3 

(90.8; 124.4)
0.828

104.3 
(80.8; 134.6)

100.2 
(81.6; 123.0)

116.2 
(93.7; 144.2)

101.8
 (83.8; 123.7)

0.765

TTS
350.3 

(327.7; 
371.3)

367.2 
(357.2; 
376.9)

376.0 
(355.7; 
394.7)

371.6 
(362.9; 
380.0)

0.265
365.7

(351.1; 
379.6)

363.1 
(351.3; 
374.4)

369.4 
(357.2; 
381.0)

374.6 
(363.9; 
384.9)

0.513

%NI
10.1 

(8.0; 12.8)
9.6 

(8.6; 10.7)
8.6 

(6.8; 10.7)
9.5 

(8.6; 10.5)
0.774

9.3
 (7.9; 10.9)

9.9 
(8.7; 11.3)

9.3 
(8.1; 10.7)

9.4 
(8.3; 10.6)

0.897

%NII
56.8 

(53.4; 60.3)
53.9

 (52.3; 55.5)
57.5 

(54.2; 61.1)
53.8 

(52.4; 55.2)
0.095

54.0 
(51.7; 56.2)

54.7 
(52.9; 56.5)

53.9 
(52.0; 55.8)

54.7 
(53.0; 56.5)

0.881

%NIII
16.9 

(13.9; 19.9)
16.5 

(15.1; 18.0)
15.2 

(12.2; 18.1)
17.4 

(16.1; 18.7)
0.540

17.9 
(15.8; 20.0)

15.8
 (14.1; 17.4)

17.3 
(15.6; 19.1)

16.8 
(15.3; 18.4)

0.403

%REM
14.7 

(12.3; 17.1)
18.7 

(17.5; 19.8)
18.2

 (15.9; 20.6)
18.3 

(17.3; 19.3)
0.030*

17.7 
(16.0; 19.4)

18.1 
(16.7; 19.4)

18.7 
(17.3; 20.1)

17.9 
(16.7; 19.2)

0.810

SLEEP_
WAKE

62.4 
(47.8; 81.5)

41.4 
(36.5; 47.1)

37.1 
(28.6; 48.3)

44.2 
(39.5; 49.5)

0.028*
50.0 

(41.5; 60.2)
42.0 

(36.2; 48.7)
44.9 

(38.3; 52.5)
41.6 

(36.1; 47.9)
0.412

NARO
118.9 

(92.9; 152.2)

113.3 
(100.6; 
127.5)

100.0 
(78.4; 127.5)

113.3 
(102.0; 
125.9)

0.770
113.5 

(95.7; 134.6)

114.8
 (100.1; 
131.7)

105.4
 (91.3; 121.7)

115.9 
(101.8; 
132.0)

0.780

IND_NARO
21.2 

(16.3; 26.7)
20.3 

(18.0; 22.9)
17.0

(12.7; 21.9)
18.8 

(16.8; 21.0)
0.513

19.3 
(16.0; 22.9)

21.3 
(18.5; 24.3)

17.8 
(15.1; 20.7)

19.1 
(16.6; 21.8)

0.397

RESP_
BREAKS

130.1
 (85.4; 198.2)

113.5 
(92.8; 138.9)

76.0 
(50.2; 115.0)

105.8 
(88.4; 126.6)

0.285
121.0 

(90.5; 161.9)
113.7 

(90.0; 143.6)
88.1 

(68.9; 112.6)
111.7 

(89.5; 139.4)
0.321

APNEA
3.8 

(2.0; 6.5)
2.4 

(1.7; 3.2)
3.0 

(1.5; 5.2)
2.5 

(1.9; 3.3)
0.566

3.0 
(1.9; 4.4)

2.4 
(1.6; 3.3)

2.5 
(1.7; 3.6)

2.7 
(1.9; 3.7)

0.882

OBS_
APNEA

2.1 
(1.0; 3.9)

1.2
 (0.8; 1.7)

1.3 
(0.5; 2.6)

1.3 
(0.9; 1.8)

0.584
1.8 

(1.2; 2.9)
1.1 

(0.8; 1.5)
1.4 

(1.0; 2.0)
1.3 

(0.9; 1.7)
0.349

CENT_
APNEA

0.67 
(0.25; 1.23)

0.51 
(0.31; 0.73)

0.70 
(0.28; 1.26)

0.59 
(0.40; 0.80)

0.838
0.56 

(0.27; 0.90)
0.52 

(0.29; 0.78)
0.52

 (0.28; 0.80)
0.68 

(0.44; 0.96)
0.786

MIX_
APNEA

0.34 
(0.05; 0.72)

0.23 
(0.09; 0.39)

0.29 
(0.01; 0.65)

0.28 
(0.15; 0.42)

0.924
0.32 

(0.11; 0.56)
0.21 

(0.06; 0.39)
0.30 

(0.12; 0.50)
0.27 

(0.11; 0.45)
0.883

HYPOPNEA
88.1

 (61.1; 126.9)
90.4

 (75.9; 107.6)
56.9 

(39.6; 81.6)
82.3

 (70.4; 96.1)
0.155

86.1
 (66.8; 110.8)

92.5 
(75.5; 113.2)

69.6
 (56.2; 86.2)

85.1 
(70.2; 103.1)

0.278

SaO_Avg
93.4

 (92.5; 94.1)
93.4

 (93.0; 93.8)
93.7

 (93.0; 94.5)
93.5 

(93.2; 93.9)
0.837

93.2 
(92.6; 93.7)

93.5 
(93.1; 94.0)

93.5
 (93.0; 93.9)

93.6 
(93.2; 94.0)

0.589

SaO_Min
83.0 

(80.3; 85.4)
83.9 

(82.7; 85.1)
84.7 

(82.2; 87.0)
84.4

 (83.3; 85.4)
0.708

83.0 
(81.2; 84.7)

84.2 
(82.8; 85.5)

84.7
 (83.3; 86.1)

84.2 
(82.9; 85.4)

0.489

%SAO
1.6 

(0.8; 2.6)
0.8 

(0.5; 1.1)
0.5 

(0.1; 1.1)
0.8 

(0.6; 1.1)
0.131

1.2 
(0.7; 1.7)

0.8 
(0.5; 1.2)

0.7 
(0.4; 1.1)

0.8 
(0.5; 1.2)

0.494

AHI
23.0 

(16.0; 31.1)
20.5 

(17.2; 24.1)
14.2 

(8.8; 20.7)
17.9 

(15.1; 20.8)
0.195

20.8
 (16.1; 26.1)

21.1 
(17.2; 25.3)

15.6 
(12.1; 19.5)

18.7
 (15.2; 22.5)

0.199

Data are presented as estimated averages (95% CI); active (≥ 150 minutes) or inactive (<150 minutes); short time (<6 hours and < 10 hours) or long time 
(≥ 6 hours and ≥ 10 hours). TAFT = total physical activity time; TST = total sitting time; TTT = total screen time; TTR = total recording time; SLEEP_LAT = sleep 
latency; REM_LAT = REM sleep latency; TTS = total sleep time; %NI = percentage sleep stage 1; %NII = percentage sleep stage 2; %NIII = percentage sleep 
stage III; %REM = percentage REM sleep; SLEEP_WAKE = awakening from sleep; NARO = nightly arousals; IND_NARO = nightly arousals index; RESP_BREAKS = 
respiratory breaks; OBS_APNEA = obstructive apnea; CENT_APNEA = central apnea; MIX_APNEA = mixed apnea; HYPOPNEA = hypopnea; SaO_Avg = average 
oxygen saturation; SaO_Min = minimum oxygen saturation; %SAO = percentage oxygen apnea, AHI: apnea-hypopnea index. *P < 0.05.
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Table 4. Estimated average values ​​and 95% confidence intervals for sleep quality indicators obtained from polysomnography, among 
patients who underwent the examination, according to physical activity (active or inactive) and sitting time (< 10 hours or ≥ 10 hours).

Polysomnography

Physical activity group and sitting time

P-valueInactive with short 
sitting time (n = 41)

Inactive with long 
sitting time (n = 125)

Active with short 
sitting time (n = 40)

Active with long sitting 
time (n = 163)

TTR 451.7 (438.2; 464.6) 440.9 (433.0; 448.6) 438.2 (423.9; 451.8) 439.4 (432.5; 446.2) 0.421
SLEEP_LAT 25.0 (16.4; 38.2) 23.0 (18.0; 29.3) 20.4 (13.3; 31.4) 16.7 (13.5; 20.7) 0.170
REM_LAT 100.6 (72.9; 138.8) 102.2 (85.0; 122.9) 103.9 (75.0; 143.9) 109.3 (93.0; 128.4) 0.943
TTS 356.8 (337.7; 374.8) 366.5 (356.1; 376.6) 364.6 (345.8; 382.2) 374.1 (365.3; 382.7) 0.323
%NI 9.3 (7.6; 11.3) 9.8 (8.7; 11.0) 8.1 (6.6; 10.0) 9.7 (8.7; 10.7) 0.442
%NII 54.1 (51.3; 57.1) 54.5 (52.9; 56.2) 56.4 (53.5; 59.6) 53.9 (52.4; 55.3) 0.498
%NIII 17.7 (15.1; 20.3) 16.3 (14.8; 17.7) 16.3 (13.7; 19.0) 17.2 (15.9; 18.5) 0.690
%REM 17.6 (15.5; 19.7) 18.0 (16.8; 19.2) 18.4 (16.3; 20.5) 18.2 (17.2; 19.3) 0.946
SLEEP_WAKE 47.6 (37.7; 60.2) 44.2 (38.6; 50.5) 42.0 (33.1; 53.2) 43.3 (38.5; 48.7) 0.881
NARO 99.7 (80.5; 123.5) 119.3 (105.5; 134.9) 106.1 (85.4; 131.8) 112.4 (100.9; 125.2) 0.497
IND_NARO 19.4 (15.3; 24.0) 20.9 (18.4; 23.5) 17.7 (13.7; 22.2) 18.7 (16.7; 21.0) 0.527
RESP_BREAKS 104.4 (72.4; 150.7) 120.7 (97.8; 148.9) 89.5 (61.7; 129.7) 103.6 (86.2; 124.6) 0.517
APNEA 3.0 (1.7; 4.9) 2.5 (1.8; 3.3) 2.4 (1.3; 4.1) 2.7 (2.0; 3.5) 0.939
OBS_APNEA 1.7 (0.8; 3.0) 1.2 (0.8; 1.8) 1.2 (0.5; 2.3) 1.3 (0.9; 1.9) 0.852
CENT_APNEA 0.34 (0.04; 0.72) 0.61 (0.40; 0.86) 0.61 (0.25; 1.08) 0.60 (0.41; 0.82) 0.607
MIX_APNEA 0.23 (-0.01; 0.53) 0.26 (0.11; 0.43) 0.29 (0.03; 0.60) 0.28 (0.15; 0.43) 0.987
HYPOPNEA 74.2 (53.9; 101.9) 95.5 (79.6; 114.5) 71.4 (51.7; 98.5) 79.6 (67.9; 93.4) 0.279
SaO_Avg 93.3 (92.6; 94.0) 93.4 (93.0; 93.8) 93.4 (92.7; 94.1) 93.6 (93.3; 93.9) 0.790
SaO_Min 84.0 (81.7; 86.0) 83.6 (82.4; 84.9) 84.7 (82.5; 86.7) 84.4 (83.3; 85.4) 0.791
%SAO 1.2 (0.6; 1.9) 0.9 (0.6; 1.2) 0.6 (0.2; 1.1) 0.8 (0.6; 1.1) 0.516
AHI 20.3 (14.6; 27.0) 21.2 (17.7; 25.0) 16.8 (11.5; 23.1) 17.4 (14.6; 20.4) 0.344

Data are expressed as estimated averages (95% confidence interval); active (≥ 150 minutes) or inactive (< 150 minutes); short time (< 10 hours) or long time 
(≥ 10 hours). TTR = total recording time; SLEEP_LAT = sleep latency; REM_LAT = REM sleep latency; TTS = total sleep time, %NI = percentage sleep stage 1; %NII 
= percentage sleep stage 2; %NIII = percentage sleep stage III; %REM = percentage REM sleep; SLEEP_WAKE = awakening from sleep; NARO = nightly arousals; 
IND_NARO = nightly arousals index; RESP_BREAKS = respiratory breaks; OBS_APNEA = obstructive apnea; CENT_APNEA = central apnea; MIX_APNEA = mixed 
apnea; HYPOPNEA = hypopnea; SaO_Avg = average oxygen saturation; SaO_Min = minimum oxygen saturation; %SAO = percentage oxygen apnea; AHI = 
apnea-hypopnea index (events per hour).

Variable

6 hours

Variable

10 hours
Physical activity

OR (95% CI) P-value
Physical activity

OR (95% CI) P-valueActive 
(n = 203)

Inactive 
(n = 166)

Active 
(n = 203)

Inactive 
(n = 166)

Sleep quality (AHI) Sleep Quality (AHI)

< 15 (n = 178) 107 (60.1%) 71 (39.9%)
0.892 

(0.511; 1.558)
0.687 < 15 (n = 178) 107 (60.1%) 71 (39.9%)

0.919 
(0.524; 1.609)

0.767

15-29.9 (n = 87) 40 (46.0%) 47 (54.0%)
1.468 

(0.816; 2.641)
0.200 15-29.9 (n = 87) 40 (46.0%) 47 (54.0%)

1.477 
(0.820; 2.662)

0.194

≥ 30 (n = 104) 56 (53.8%) 48 (46.2%) reference --- ≥ 30 (n = 104) 56 (53.8%) 48 (46.2%) reference ---
Age (years) Age (years)

Average (SD) 45.4 (12.5) 44.7 (11.7)
0.991 

(0.973; 1.009)
0.331 Average (SD) 45.4 (12.5) 44.7 (11.7)

0.990 
(0.972; 1.008)

0.276

Gender Gender

Female (n = 122) 73 (59.8%) 49 (40.2%)
0.849 

(0.529; 1.362)
0.497 Female (n = 122) 73 (59.8%) 49 (40.2%)

0.802 
(0.495; 1.300)

0.371

Male (n = 247) 130 (52.6%) 117 (47.4%) reference --- Male (n = 247) 130 (52.6%) 117 (47.4%) reference ---
BMI (kg/m²) BMI (kg/m²)

Average (SD) 28.1 (4.9) 29.1 (5.3)
1.035 

(0.989; 1.083)
0.140 Average (SD) 28.1 (4.9) 29.1 (5.3)

1.038 
(0.992; 1.087)

0.106

Sitting time Sitting time

< 6 h (n = 18) 8 (44.4%) 10 (55.6%)
1.822 

(0.684; 4.855)
0.230 < 10 h (n = 81) 40 (49.4%) 41 (50.6%)

1.582 
(0.933; 2.684)

0.089

≥ 6 h (n = 351) 195 (55.6%) 156 (44.4%) reference --- ≥ 10 h (n = 288) 163 (56.6%) 125 (43.4%) reference ---

Table 5. Logistic regression model, evaluating the association between physical activity practice and sleep quality, controlled for age, 
gender, body mass index (BMI) and sitting time (6-hour and 10-hour cutoffs)

OR = odds ratio; CI = confidence interval; SD = standard deviation; n = number; AHI = apnea-hypopnea index (events per hour).
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6 hours 10 hours

Variable
Physical activity

OR 
(95% CI)

P-value Variable
Physical Activity

OR 
(95% CI)

P-valueActive 
(n = 203)

Inactive 
(n = 166)

Active 
(n = 203)

Inactive 
(n = 166)

Sleep quality (AHI) Sleep quality (AHI)

< 15 (n = 178) 107 (60.1%) 71 (39.9%)
0.902 

(0.516; 1.578)
0.718 < 15 (n = 178) 107 (60.1%) 71 (39.9%)

0.881
 (0.505; 1.538)

0.656

15 - 29.9 (n = 87) 40 (46.0%) 47 (54.0%)
1.473 

(0.819; 2.651)
0.196 15 - 29.9 (n = 87) 40 (46.0%) 47 (54.0%)

1.469 
(0.818; 2.640)

0.198

≥ 30 (n = 104) 56 (53.8%) 48 (46.2%) reference --- ≥ 30 (n = 104) 56 (53.8%) 48 (46.2%) Reference ---
Age (years) Age (years)

Average (SD) 45.4 (12.5) 44.7 (11.7)
0.990 

(0.972; 1.008)
0.273 Average (SD) 45.4 (12.5) 44.7 (11.7)

0.994 
(0.975; 1.012)

0.498

Gender Gender

Female (n = 122) 73 (59.8%) 49 (40.2%)
0.817 

(0.505; 1.322)
0.410 Female (n = 122) 73 (59.8%) 49 (40.2%)

0.891 
(0.554; 1.431)

0.632

Male (n = 247) 130 (52.6%) 117 (47.4%) reference --- Male (n = 247) 130 (52.6%) 117 (47.4%) Reference ---
BMI (kg/m²) BMI (kg/m²)

Average (SD) 28.1 (4.9) 29.1 (5.3)
1.038 

(0.991; 1.086)
0.115 Average (SD) 28.1 (4.9) 29.1 (5.3)

1.031
(0.985; 1.079)

0.194

Screen time Screen time

< 6 hours (n = 63) 32 (50.8%) 31 (49.2%)
1.506 

(0.838; 2.705)
0.171

< 10 hours (n = 
156)

91 (58.3%) 65 (41.7%)
0.899 

(0.571; 1.414)
0.644

≥ 6 hours (n = 
306)

171 (55.9%) 135 (44.1%) reference ---
≥ 10 hours (n = 
213)

112 (52.6%) 101 (47.4%) reference ---

Table 6. Logistic regression model. evaluating the association between physical activity practice and sleep quality, controlled for age, 
gender, body mass index (BMI) and screen time (6-hour and 10-hour cutoffs).

OR = odds ratio; CI = confidence interval; SD = standard deviation; n = number; AHI = apnea-hypopnea index (events per hour).

DISCUSSION
Our study showed a correlation between sleep quality and SED 
and was concordant with the findings from a previous study.14 
In  this study, we used PSG indicators to outline the results. 
We  identified correlations between sitting time and hypop-
nea and between screen time and hypopnea. In addition, we 
observed a negative correlation between average oxygen satura-
tion and total physical activity time.

Further to this, we identified that individuals with suspected 
sleep disorders who were inactive and had short screen time 
(< 6 hours) had a lower percentage of REM sleep than did indi-
viduals with suspected sleep disorders who were inactive and 
had long screen time (≥ 6). We also showed that awakening from 
sleep occurred more among individuals with suspected sleep dis-
orders who were inactive and had short screen time (< 6 hours) 
than among individuals with suspected sleep disorders who were 
active and had long screen time (≥ 6 hours). This had also been 
demonstrated in a previous study.14 Therefore, screen time may be 
associated with a decrease in sleep quality. 

The main finding of our study was that after adjusting for 
anthropometric and clinical factors, SED analyzed in terms of sit-
ting time and screen time was not associated with sleep quality. 

Previous studies also suggested that OSA was affected by age, 
because the prevalence of OSA increased up to the age of 65 years, 
at which point, for unclear reasons, the prevalence reached a thresh-
old. Previous data also suggested the interaction between body 
weight, BMI and OSA in elderly people may be different to that 
of young adults. Therefore, obesity predisposes and potentiates 
OSA.26 In this regard, the prevalence among obese or severely obese 
patients is almost twice that of normal obese adults. In addition, 
patients with moderate OSA who gain 10% of their baseline weight 
present a sixfold increased risk of OSA progression. However, indi-
viduals who reduce the same percentage of weight can present an 
improvement of 20% in the severity of OSA.26

It is possible that obesity may worsen OSA due to fat deposi-
tion at specific sites. Deposition of fat in the tissues surrounding 
the upper airways seems to result in a lower lumen and greater 
collapsibility of the upper airways, thus predisposing to apnea.27,28 
In addition, fat deposits around the thorax (truncal obesity) reduce 
thoracic complacency and functional residual capacity and may 
increase the demand for oxygen.29

In this sense, visceral obesity is also considered to be a risk fac-
tor for OSA. However, the relationship between OSA and visceral 
obesity is complex. Although there is evidence showing obesity, 
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as well as visceral obesity, may predispose to OSA and that weight 
loss results in OSA improvement, previous studies have suggested 
that OSA may itself cause weight gain.30,31 Some anthropometric 
indices, including waist circumference, are widely used as markers 
for obesity or central obesity.32 In a recent study, a 1 cm increase 
in waist circumference gave rise to an 11% increase in the risk of 
development of OSA.33

The prevalence of OSA varies according to gender: it is approx-
imately 30% in men and 15% in women. Mechanisms that poten-
tially explain gender differences in the prevalence and severity of 
OSA include significant variation in body fat distribution, upper 
airway collapsibility, hormonal status and ventilatory control.34-36

In addition, OSA is a recognized cause of secondary hyperten-
sion.37 Episodes of OSA impose multiple injury; however, intermit-
tent hypoxia (rather than hypercapnia, sleep disruptions or intra-
thoracic pressure oscillations) is thought to be the most important 
prohypertensive.37 Although the mechanisms underlying OSA-
related hypertension are not fully understood, the current concept 
suggests that the sympathetic nervous system and the renin-an-
giotensin system alter vascular function and structure, resulting 
in blood pressure elevation. Sympathetic nervous system activity 
during sleep and wakefulness is heightened in patients with OSA. 
The mechanisms that sustain sympathetic activation after with-
drawal of chemical stimuli are not known; however, it appears 
that this chronic sympathetic excitation has both reflex and cen-
tral nervous system origins.37	

Sitting time and screen time have been associated with less 
favorable serum biomarkers, besides being considered to be new 
risk factors for chronic diseases, including cardiovascular diseases, 
diabetes and cancers, and new risk factors for a higher mortality 
rate, regardless of PA levels. In contrast to a previous study14 that 
showed that SED presented a high risk of severe OSA, in our study 
it was not associated with moderate or severe OSA after adjusting 
for clinical factors (BMI, gender and age). One possible explana-
tion for our findings relates to the sample composition and the 
diagnostic method used for OSA.

Previous studies did not investigate the association between PA 
levels and OSA in populations.14,38 One study only used a female 
sample.38 Our study was composed of individuals of both genders 
who visited the neurophysiology clinic, with a referral to undergo 
overnight laboratory polysomnography due to suspected sleep dis-
orders. The data presented in our study and previous studies14,38 
enable us to hypothesize that populations with suspected sleep dis-
orders can influence the results demonstrated, if anthropometric 
data such as BMI are different. Polysomnography is considered to 
be the gold-standard method for evaluating OSA, and the diagnoses 
thus obtained reinforce our findings. A recent study14 that investi-
gated the association between screen time and the risk of OSA used 
a questionnaire to diagnose the risk of developing this condition.

Screen time (predominantly seated leisure time) has been con-
sistently correlated with adverse health outcomes. A recent study 
demonstrated the association between screen time and OSA14 and 
indicated that screen time may be an important risk factor for 
sleep disorders and the risk of apnea. In our study, associations 
between screen time per week or weekend and OSA were observed 
only through correlations. We failed to find any clear explanation 
for these results. One possibility would be to consider that there 
may have been errors in completing questionnaires, which was 
also suggested in another recent study,38 because of individuals’ 
altered perceptions of screen time. In a study that identified an 
association between screen times and OSA risk, it was speculated 
that the main factor could be the proximity of television viewing 
to going to sleep,14 thus assuming that screen time would hap-
pen at night, close to bedtime. We emphasize that the sleep mea-
surements in this study were not evaluated using questionnaires, 
especially when checking the risk of OSA. Questionnaires cannot 
diagnose OSA and can introduce errors into the results obtained. 
Our study used the gold standard method to assess OSA, which 
therefore strengthens the findings obtained.

In relation to PA levels, experimental and intervention stud-
ies support the notion that there is a bi-directional relationship 
between sleep and PA.38 However, these studies do not necessarily 
provide insight into sleep and PA patterns. From a clinical stand-
point there is growing evidence that aerobic exercise training could 
be beneficial for adults with a diagnosed sleep disorder.39 

Results from previous studies have indicated that men and 
women with low PA levels have the highest odds of OSA.40 
Furthermore, there seems to be an inverse relationship between 
PA level and OSA severity.41 Reduced PA is associated with increased 
OSA severity, independent of gender, age and BMI.41,42 These find-
ings also indicate that efforts to prevent OSA should include encour-
aging patients to engage in at least some form of moderate-to-vig-
orous PA.43 In addition, findings regarding PA may be different 
among patients with a wide distribution of OSA severity. The rea-
sons for limiting exercise among patients with OSA are unclear. 
Some potential contributing factors comprise dyspnea, muscle 
weakness in the lower limbs, cardiac dysfunction, respiratory mus-
cle dysfunction, arterial hypoxemia, demotivation and peripheral 
vascular diseases.39,44 

 The strengths of the current study included, first, its use of 
PSG for diagnosing OSA. Second, it used total sitting time and 
total screen time per week and on weekends. Third, it incorpo-
rated information on BMI, age, gender, waist circumference, AH 
presence and PA level, which allowed us to limit the effects of con-
founding variables. It is possible, however, that additional con-
founding effects may have been present. 

The limitations of the current study included, first, the cross-sec-
tional nature of this study, which limited the effects of causal 
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inferences. A second limitation related to the sample size, which 
meant that only a specific population could be analyzed. Lastly, other 
limitations related to the administration of self-reported mea-
surements of PA and SED levels, and lack of investigation of the 
specific periods during which individuals remained in front of 
screens. In a general manner, the present study may serve to gen-
erate hypotheses for future research. Future studies should longi-
tudinally investigate the associations between sitting time, screen 
time, PA and sleep.

CONCLUSIONS
We did not identify any relationship between screen time and sit-
ting time and OSA among adults with suspected sleep disorders, 
after adjusting for anthropometric and clinical factors.

REFERENCES
1.	 Sateia MJ. International classification of sleep disorders-third edition: 

highlights and modifications. Chest. 2014;146(5):1387-94. PMID: 

25367475; https://doi.org/10.1378/chest.14-0970. 

2.	 Dempsey JA, Veasey SC, Morgan BJ, O’Donnell CP. Pathophysiology of 

sleep apnea. Physiol Rev. 2010;90(1):47-112. PMID: 20086074; https://

doi.org/10.1152/physrev.00043.2008. 

3.	 Ye L, Pien GW, Ratcliffe SJ, et al. The different clinical faces of obstructive 

sleep apnoea: a cluster analysis. Eur Respir J. 2014;44(6):1600-7. PMID: 

25186268; https://doi.org/10.1183/09031936.00032314. 

4.	 Zinchuk AV, Gentry MJ, Concato J, Yaggi HK. Phenotypes in obstructive 

sleep apnea: A definition, examples and evolution of approaches. 

Sleep Med Rev. 2017;35:113-23. PMID: 27815038; https://doi: 10.1016/j.

smrv.2016.10.002

5.	 Peppard PE, Young T, Barnet JH, et al. Increased prevalence of sleep-

disordered breathing in adults. Am J Epidemiol. 2013;177(9):1006-14. 

PMID: 23589584; https://doi.org/10.1093/aje/kws342. 

6.	 Lévy P, Kohler M, McNicholas WT, et al. Obstructive sleep apnoea 

syndrome. Nat Rev Dis Prim. 2015;1:15015. PMID: 27188535; https://

doi.org/10.1038/nrdp.2015.15. 

7.	 Jordan AS, McSharry DG, Malhotra A. Adult obstructive sleep 

apnea. Lancet. 2014;383(9918):736-47. PMID: 23910433; https://doi.

org/10.1016/S0140-6736(13)60734-5. 

8.	 Jordan AS, McEvoy RD. Gender differences in sleep apnea: Epidemiology, 

clinical presentation and pathogenic mechanisms. Sleep Med 

Rev. 2003;7(5):377-89. PMID: 14573374; https://doi.org/10.1053/

smrv.2002.0260. 

9.	 Resta O, Caratozzolo G, Pannacciulli N, et al. Gender, age and menopause 

effects on the prevalence and the characteristics of obstructive sleep 

apnea in obesity. Eur J Clin Invest. 2003;33(12):1084-9. PMID: 14636291; 

https://doi.org/10.1111/j.1365-2362.2003.01278.x. 

10.	 Tremblay MS, Colley RC, Saunders TJ, Healy GN, Owen N. Physiological 

and health implications of a sedentary lifestyle. Appl Physiol Nutr Metab. 

2010;35(6):725-40. PMID: 21164543; https://doi.org/10.1139/H10-079.

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

mortality from all causes, cardiovascular disease, and cancer. Med 

Sci Sports Exerc. 2009;41(5):998-1005. PMID: 19346988; https://doi.

org/10.1249/MSS.0b013e3181930355. 

12.	 Warren TY, Barry V, Hooker SP, et al. Sedentary behaviors increase 

risk of cardiovascular disease mortality in men. Med Sci Sports 

Exerc. 2010;42(5):879-85. PMID: 19996993; https://doi.org/10.1249/

MSS.0b013e3181c3aa7e. 

13.	 Thorp AA, Owen N, Neuhaus M, Dunstan DW. Sedentary behaviors 

and subsequent health outcomes in adults a systematic review of 

longitudinal studies, 1996-2011. Am J Prev Med. 2011;41(2):207-15. 

PMID: 21767729; https://doi.org/10.1016/j.amepre.2011.05.004. 

14.	 Buman MP, Kline CE, Youngstedt SD, et al. Sitting and Television 

Viewing. Novel Risk Factors for Sleep Disturbance and Apnea Risk? 

Results from the 2013 National Sleep Foundation Sleep in America Poll. 

CHEST. 2015;147(3):728-34. PMID: 25633255; https://doi.org/10.1378/

chest.14-1187. 

15.	 Berry RB, Budhiraja R, Gottlieb DJ, et al. American Academy of Sleep 

Medicine. Rules for scoring respiratory events in sleep: update of the 

2007 AASM Manual for the Scoring of Sleep and Associated Events. 

Deliberations of the Sleep Apnea Definitions Task Force of the American 

Academy of Sleep Medicine. J Clin Sleep Med. 2012;8(5):597-619. PMID: 

23066376; https://doi.org10.5664/jcsm.2172. 

16.	 Epstein LJ, Kristo D, Strollo PJ Jr, et al. Adult Obstructive Sleep Apnea Task 

Force of the American Academy of Sleep Medicine. Clinical guideline for 

the evaluation, management and long-term care of obstructive sleep 

apnea in adults. J Clin Sleep Med. 2009;5(3):263-76. PMID: 19960649.

17.	 Bittencourt LR, Caixeta EC. Critérios diagnósticos e tratamento dos 

distúrbios respiratórios do sono: SAOS [Diagnostic criteria and treatment 

for sleep disordered breathing: obstructive sleep apnea syndrome]. 

J Bras Pneumol. 2010;36 Suppl 2:23-7. PMID: 20944977; https://doi.

org/10.1590/S1806-37132010001400008.

18.	 Sleep-related breathing disorders in adults: recommendations for 

syndrome definition and measurement techniques in clinical research. 

The report of an American academy of sleep medicine task force. 

Sleep. 1999;22(5):667-89. PMID: 10450601; https://doi.org/10.1093/

sleep/22.5.667.

19.	 Sateia MJ. International classification of sleep disorders-third edition: 

highlights and modifications. Chest. 2014;146(5):1387-94. PMID: 

25367475; https://doi.org/10.1378/chest.14-0970. 

20.	 Hagströmer M, Oja P, Sjöström M. The International Physical Activity 

Questionnaire (IPAQ): a study of concurrent and construct validity. 

Public Health Nutr. 2006;9(6):755-62. PMID: 16925881; https://doi.

org/10.1079/phn2005898. 

21.	 Lia V, Raele R, Conceição R, Augusto CF, et al. The Finnish Diabetes 

Risc Score (FINDRISC) – Avaliação do risco de desenvolvimento de 

diabetes mellitus tipo 2, em dez anos, em uma população submetida 

a uma revisão continuada de saúde – check up. Apresentação 

https://doi.org/10.1378/chest.14-0970
https://doi.org/10.1152/physrev.00043.2008
https://doi.org/10.1152/physrev.00043.2008
https://doi.org/10.1183/09031936.00032314
https://doi.org/10.1093/aje/kws342
https://doi.org/10.1038/nrdp.2015.15
https://doi.org/10.1038/nrdp.2015.15
https://doi.org/10.1016/S0140-6736(13)60734-5
https://doi.org/10.1016/S0140-6736(13)60734-5
https://doi.org/10.1053/smrv.2002.0260
https://doi.org/10.1053/smrv.2002.0260
https://doi.org/10.1111/j.1365-2362.2003.01278.x
https://doi.org/10.1139/H10-079
https://doi.org/10.1249/MSS.0b013e3181930355
https://doi.org/10.1249/MSS.0b013e3181930355
https://doi.org/10.1249/MSS.0b013e3181c3aa7e
https://doi.org/10.1249/MSS.0b013e3181c3aa7e
https://doi.org/10.1016/j.amepre.2011.05.004
https://doi.org/10.1378/chest.14-1187
https://doi.org/10.1378/chest.14-1187
https://doi.org10.5664/jcsm.2172
https://doi.org/10.1590/S1806-37132010001400008
https://doi.org/10.1590/S1806-37132010001400008
https://doi.org/10.1093/sleep/22.5.667
https://doi.org/10.1093/sleep/22.5.667
https://doi.org/10.1378/chest.14-0970
https://doi.org/10.1079/phn2005898
https://doi.org/10.1079/phn2005898


ORIGINAL ARTICLE | Pitta RM, Cerazi BG, Queiroga L, Ritti-Dias RM, Mello MT, Cesana FHY, Rica RL, Baker JS, Sommer M, Cucato GG, Bocalini DS, Kauffman O

180     Sao Paulo Med J. 2022; 140(2):171-81

Oral. XXX Congresso da Sociedade de Cardiologia do Estado de 

São Paulo.

22.	 Craig CL, Marshall AL, Sjostrom M, et al. International physical activity 

questionnaire: 12-country reliability and validity. Med Sci Sports Exerc. 

2003;35(8):1381-95. PMID: 12900694; https://doi.org/10.1249/01.

MSS.0000078924.61453.FB. 

23.	 Pardini R, Matsudo SM, Araújo T, et al. Validação do questionário 

internacional de nível de atividade física (IPAQ – versão 6): estudo 

piloto em adultos jovens brasileiros. Rev Bras Ciênc Mov. 2001;9(3):45-51; 

Available from: https://portalrevistas.ucb.br/index.php/RBCM/article/

view/393/446. Accessed in 2021 (Mar 18). 

24.	 Hallal PC, Victora CG, Wells JCK, et al. Comparison between short and 

full-length International Physical Activity Questionnaires. Journal of 

Physical Activity & Health. 2004;1(3):227-34; https://doi.org/10.1123/

jpah.1.3.227. 

25.	 Faraway J. Extending the linear model with R: generalized linear, mixed 

effects and nonparametric regression models. Boca Raton: Chapman 

& Hall/CRC; 2016. 

26.	 Romero-Corral A, Caples SM, Lopez-Gimenez F, Somers VK, Interactions 

between obesity and obstructive sleep apnea implications for 

treatment. 2010;137(3):711-9. PMID: 20202954; https://doi.org/10.1378/

chest.09-0360. 

27.	 Shelton KE, Woodson H, Gay S, Suratt PM. Pharyngeal fat in obstructive 

sleep apnea. Am Rev Respir Dis. 1993;148(2):462-6. PMID: 8342912; 

https://doi.org/10.1164/ajrccm/148.2.462.

28.	 Schwab RJ, Pasirstein M, Pierson R, et al. Identification of upper 

airway anatomic risk factors for obstructive sleep apnea with 

volumetric magnetic resonance imaging. Am J Respir Crit Care 

Med. 2003;168(5):522-30. PMID: 12746251; https://doi.org/10.1164/

rccm.200208-866OC.

29.	 Naimark A, Cherniack RM. Compliance of the respiratory system and 

its components in health and obesity. J Appl Physiol. 1960;15:377-82. 

PMID: 14425845; https://doi.org/10.1152/jappl.1960.15.3.377. 

30.	 Phillips BG, Hisel TM, Kato M, et  al. Recent weight gain in 

patients with newly diagnosed obstructive sleep apnea. J 

Hypertens. 1999;17(9):1297-1300. PMID: 10489107; https://doi.

org/10.1097/00004872-199917090-00009.

31.	 Phillips BG, Kato M, Narkiewicz K, Choe I, Somers VK. Increases in leptin 

levels, sympathetic drive, and weight gain in obstructive sleep apnea. 

Am J Physiol Heart Circ Physiol. 2000;279(1):H234-7. PMID: 10899061; 

https://doi.org/10.1152/ajpheart.2000.279.1.H234. 

32.	 Schwartz AR, Patil SP, Laffan AM, et al. Obesity and obstructive sleep 

apnea: pathogenic mechanisms and therapeutic approaches. Proc Am 

Thorac Soc. 2008;5(2):185-92. PMID: 18250211; https://doi.org/10.1513/

pats.200708-137MG.

33.	 Kang HH, Kang JY, Ha JH et al. The Associations between Anthropometric 

Indices and Obstructive Sleep Apnea in a Korean Population. PLoS One. 

2014;9(12):e114463. PMID: 25474257; https://doi.org/10.1371/journal.

pone.0114463.

34.	 Dancey DR, Hanly PJ, Soong C, et al. Gender differences in sleep apnea: 

the role of neck circumference. Chest. 2003;123(5):1544-50. PMID: 

12740272; https://doi.org/10.1378/chest.123.5.1544.

35.	 Millman RP, Carlisle CC, McGarvey ST, Eveloff SE, Levinson PD. Distribution 

of body fat and severity of sleep apnea in women. Chest. 1995;107(2):362-

6. PMID: 7842762; https://doi.org/10.1378/chest.107.2.362.

36.	 Sharma SK, Kumpawat S, Banga A, Goel A. Prevalence and risk factors 

of obstructive sleep apnea syndrome in a population of Delhi, India. 

Chest. 2006;130(1):149-56. PMID: 16840395; https://doi.org/10.1378/

chest.130.1.149.

37.	 Dopp JM, Reichmuth KJ, Morgan BJ. Obstructive sleep apnea and 

hypertension: mechanisms, evaluation, and management. Curr 

Hypertens Rep. 2007;9(6):529-34. PMID: 18367017; https://doi.

org/10.1007/s11906-007-0095-2.

38.	 Mitchell JA, Godbole S, Moran K, et al. No Evidence of Reciprocal 

Associations between Daily Sleep and Physical Activity. Med Sci Sports 

Exerc. 2016;48(10):19506. PMID: 27285490; https://doi.org/10.1249/

MSS.0000000000001000.

39.	 Przybyłowski T, Bielicki P, Kumor M, et al. Exercise capacity in patients 

with obstructive sleep apnea syndrome. J Physiol Pharmacol. 2007;58 

Suppl 5(Pt 2):563-74. PMID: 18204170. 

40.	 Simpson L, McArdle N, Eastwood PR, et al. Physical inactivity is associated 

with moderate-severe obstructive sleep apnea. J Clin Sleep Med. 

2015;11(10):1091-9. PMID: 26285117; https://doi.org/10.5664/jcsm.5078.

41.	 Verwimp J, Ameye L, Bruyneel M. Correlation between sleep parameters, 

physical activity and quality of life in somnolent moderate to severe 

obstructive sleep apnea adult patients. Sleep Breath. 2013;17(3):1039-

46. PMID: 23354507; https://doi.org/10.1007/s11325-012-0796-x. 

42.	 Peppard PE, Young T. Exercise and sleep-disordered breathing: an 

association independent of body habitus. Sleep. 2004;27(3):480-4. 

PMID: 15164902; https://doi.org/10.1093/sleep/27.3.480.

43.	 Murillo R, Reid KJ, Arredondo EM, et al. Association of self-reported 

physical activity with obstructive sleep apnea: results from the 

Hispanic community health study/study of Latinos (HCHS/SOL). 

Prev Med. 2016;93:183-8. PMID: 27746338; https://doi.org/10.1016/j.

ypmed.2016.10.009.

44.	 Ucok K, Aycicek A, Sezer M, et al. Aerobic and anaerobic exercise capacities 

in obstructive sleep apnea and associations with subcutaneous fat 

distributions. Lung. 2009;187(1):29-36. PMID: 19023624; https://doi.

org/10.1007/s00408-008-9128-0.

Authors’ contributions: Pitta RM: conceptualization (equal), data 

curation (equal), formal analysis (equal), methodology (equal), validation 

(equal), visualization (equal), writing-original draft (equal) and writing-

review and editing (equal); Cerazi BG: conceptualization (equal), data 

curation (equal), formal analysis (equal) and visualization (equal); 

Queiroga L: conceptualization (equal), data curation (equal), visualization 

(equal) and formal analysis (equal); Ritti-Dias R: conceptualization 

(equal), data curation (equal), visualization (equal) and formal analysis 

https://doi.org/10.1249/01.MSS.0000078924.61453.FB
https://doi.org/10.1249/01.MSS.0000078924.61453.FB
https://doi.org/10.18511/rbcm.v9i3.393
https://portalrevistas.ucb.br/index.php/RBCM/article/view/393/446
https://portalrevistas.ucb.br/index.php/RBCM/article/view/393/446
https://doi.org/10.1123/jpah.1.3.227
https://doi.org/10.1123/jpah.1.3.227
https://doi.org/10.1378/chest.09-0360
https://doi.org/10.1378/chest.09-0360
https://doi.org/10.1164/ajrccm/148.2.462
https://doi.org/10.1164/rccm.200208-866OC
https://doi.org/10.1164/rccm.200208-866OC
https://doi.org/10.1152/jappl.1960.15.3.377
https://doi.org/10.1097/00004872-199917090-00009
https://doi.org/10.1097/00004872-199917090-00009
https://doi.org/10.1097/00004872-199917090-00009
https://doi.org/10.1152/ajpheart.2000.279.1.H234
https://doi.org/10.1513/pats.200708-137MG
https://doi.org/10.1513/pats.200708-137MG
https://doi.org/10.1371/journal.pone.0114463
https://doi.org/10.1371/journal.pone.0114463
https://doi.org/10.1378/chest.123.5.1544
https://doi.org/10.1378/chest.107.2.362
https://doi.org/10.1378/chest.130.1.149
https://doi.org/10.1378/chest.130.1.149
https://doi.org/10.1007/s11906-007-0095-2
https://doi.org/10.1007/s11906-007-0095-2
https://doi.org/10.1249/MSS.0000000000001000
https://doi.org/10.1249/MSS.0000000000001000
https://doi.org/10.5664/jcsm.5078
https://doi.org/10.1007/s11325-012-0796-x
https://doi.org/10.1093/sleep/27.3.480
https://doi.org/10.1016/j.ypmed.2016.10.009
https://doi.org/10.1016/j.ypmed.2016.10.009
https://doi.org/10.1007/s00408-008-9128-0
https://doi.org/10.1007/s00408-008-9128-0


Are physical inactivity, sitting time and screen time associated with obstructive sleep apnea in adults? A cross-sectional study | ORIGINAL ARTICLE

     Sao Paulo Med J. 2022; 140(2):171-81     181

(equal); de Mello MT: validation (equal), visualization (equal), writing-

original draft (equal) and writing-review and editing (equal); Cesena 

FHY: validation (equal), visualization (equal), writing-original draft (equal) 

and writing-review and editing (equal); Rica RL: validation (equal), 

visualization (equal), visualization (equal) and writing-original draft 

(equal); Bittencourt M: validation (equal), visualization (equal), writing-

original draft (equal) and writing-review and editing (equal); Cucato 

G: validation (equal), visualization (equal), writing-original draft (equal) 

and writing-review and editing (equal); Baker, JS: formal analysis (equal), 

writing-original draft (equal), visualization (equal) and writing-review 

and editing (equal); Bocalini DS: conceptualization (equal), data curation 

(equal), formal analysis (equal), methodology (equal), validation (equal), 

visualization (equal), writing-original draft (equal) and writing-review 

and editing (equal); and Kauffman O: conceptualization (equal), data 

curation (equal), formal analysis (equal), methodology (equal), project 

administration (equal), supervision (equal), visualization (equal), writing-

original draft (equal) and writing-review and editing (equal). All authors 

reviewed and approved the final version of the manuscript

Sources of funding: This work was supported by grants from the 

Fundação de Amparo à Pesquisa e Inovação do Espírito Santo (no. 

84417625/2018). The funders had no role in study design, data collection 

and analysis, decision to publish or preparation of the manuscript

Conflict of interest: None

Date of first submission: October 29, 2020

Last received: March 17, 2021

Accepted: June 8, 2021

Address for correspondence: 

Rafael Mathias Pitta 

Av. Brasil, 953 

Jardins — São Paulo (SP) — Brasil 

Tel. (+55 11) 98919-3674 

E-mail: prof.rafaelpitta@gmail.com

© 2022 by Associação Paulista de Medicina  
This is an open access article distributed under the terms of the Creative Commons license.

mailto:prof.rafaelpitta@gmail.com

