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Abstract
Background—Obesity occurs more commonly among African-American women than among
other racial/ethnic groups, and most weight gain occurs before middle age.

Purpose—The study prospectively investigated the relationship of vigorous exercise and brisk
walking to the incidence of obesity (BMI ≥30) among African-American women aged <40 years.

Methods—During 1995–2009 in the Black Women’s Health Study, the current authors followed
20,259 African-American women who were aged <40 years and not obese at baseline. BMI,
exercise, and walking were assessed at baseline and on biennial follow-up questionnaires. Data for
BMI were collected through 2009. Data for exercise and walking were collected through 2007.
Validation and reproducibility data indicated that reporting was more accurate for vigorous
exercise than for brisk walking. Cox proportional hazards models estimated incidence rate ratios
(IRRs) and 95% CIs of incident obesity for hours/week of vigorous exercise and walking relative
to “little or no exercise” (<1 hour/week of vigorous exercise and <1 hour/week of brisk walking).
The analyses were conducted in 2012.

Results—The incidence of obesity decreased with increasing vigorous exercise; the IRR was
0.77 (95% CI=0.69, 0.85) for ≥7 hours/week relative to little or no exercise; the IRRs were
reduced both among women with a healthy weight (BMI <25) at baseline and among women who
were overweight (BMI 25–<30) at baseline. The IRRs for brisk walking for exercise and walking
for transport were <1.0 for most levels of walking, but without clear trends of decreasing risk with
increasing time spent walking.

Conclusions—The results suggest that vigorous exercise may reduce the incidence of obesity
among young African-American women. Results for brisk walking were inconclusive.

Introduction
Background

The prevalence of obesity (BMI ≥30) has increased greatly in recent decades in the U.S.1,2

Of the two main strategies to reduce obesity—prevention of weight gain and maintenance of
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weight loss—the second strategy has had limited success.3 Thus, behavioral modifications
that could successfully reduce the incidence of obesity are needed.4

Participants who exercise in weight reduction trials generally lose weight,3,5 but even the
longest trials last less than 1 year, and most lost weight is regained within a relatively short
time.6 At least 35 prospective observational studies have assessed physical activity in
relation to longer-term weight gain or obesity, mostly in white adults who are middle-aged
or older.3,5,7 Various types of activity (e.g., total recreational activity, walking) have been
assessed. The more-recent studies have tended to be larger than earlier ones and to have
repeated measures of physical activity and weight; they suggest that higher levels of
physical activity are associated with less weight gain or obesity, and that the size of the
activity-related reduction is small relative to the overall increase in weight.3,5,7

Approximately half of African-American women are obese, and the prevalence is higher
than in other ethnic groups at all ages.1,2 In view of the fact that most adult weight gain
occurs before middle age,1,8–10 it is important to determine whether physical activity is
associated with reduced incidence of obesity in younger African-American women.11 The
Coronary Artery Risk Development in Young Adults (CARDIA) study, a follow-up study of
approximately 5000 black and white men and women aged 18–30 years at entry, of whom
one fourth were black women, is the only study with an appreciable number of younger
black women that has reported on exercise in relation to weight. The study found that race
did not modify an association of higher levels of leisure-time walking with reduced weight
gain during 15 years of follow-up12; race also did not modify an association of higher levels
of physical activity from exercise, home maintenance, and the job with lower BMI gain
during 20 years of follow-up.13

To test the hypothesis that vigorous exercise and brisk walking reduce the incidence of
obesity in younger African-American women, an assessment was made of data collected in a
large follow-up study of African-American women, the Black Women’s Health Study
(BWHS). The analyses were based on repeated measures of both activity and weight
collected during 14 years of follow-up of women who were aged <40 years at the start of
follow-up.

Methods
The Study Population

The BWHS is an ongoing follow-up study begun in 1995 when 59,000 African-American
women aged 21–69 years from the mainland U.S. enrolled through mailed health
questionnaires. The questionnaire collected information on demographic characteristics,
weight, height, recreational exercise, medical history, usual diet, and other factors. The
cohort is followed every 2 years through health questionnaires that update exposure
information and incident medical conditions. Follow-up over seven completed cycles has
been 80%. The Boston University Medical Campus IRB approved the study.

Women who at baseline were aged <40 years and had a healthy weight (BMI ≥18.5–<25), or
were overweight but not obese (BMI 25– <30) were eligible for inclusion (n=22,874). After
exclusion of women who reported cancer or cardiovascular disease (myocardial infarction or
stroke); who were pregnant at baseline; did not report weight on any follow-up
questionnaire; reported gastric surgery; or had a missing value for vigorous exercise at
baseline, 20,259 women remained for the analysis. The follow-up period was 1995 through
2009, and analyses were conducted in 2012.
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Obesity
Participants reported current weight and height at baseline and updated their weight on every
follow-up questionnaire. BMI was calculated for each questionnaire cycle through 2009,
with obesity defined as BMI ≥30. In a BWHS validation study, self-reported height and
weight were highly correlated with measured values (r=0.93 and r=0.97, respectively).14

Physical Activity and Covariates
At baseline, participants reported average number of hours per week (none, <1, 1, 2, 3–4, 5–
6, 7–9, ≥10) spent in vigorous exercise (e.g., basketball, swimming, running, aerobics);
walking for exercise; and walking to and from work (hereafter called walking for transport)
in the previous year. The questions on vigorous exercise and walking for exercise were
included again in the 1997, 1999, 2001, and 2007 questionnaires. Walking for transport was
asked about again in the 1997, 1999, and 2001 questionnaires, with the wording “walking to
and from church, store, school, work.” The 2003 questionnaire ascertained pace of walking:
casual (<2 mph); average or normal (2–3 miles per hour [mph]); fairly brisk (3–4 mph); and
brisk or striding (≥4 mph). Fairly brisk and brisk or striding were combined into a single
category, brisk.

In a validation study in which BWHS participants wore actigraphs during their waking hours
for 1 week,14 actigraph counts were significantly correlated (p<0.05) with reported
questionnaire data on vigorous activity (r =0.40) and walking for exercise (r =0.26). During
the 1997 follow-up cycle, in response to multiple waves of mailings of the questionnaire to
nonrepondents, duplicate questionnaires were completed by 1172 women. The weighted
kappa for the agreement between the responses to the two questionnaires was 0.70 (p<0.01)
for the question on vigorous exercise; 0.57 (p<0.01) for the question on walking for
exercise; and 0.58 (p<0.01) for the question on walking for transport14; kappas for
duplicates in subsequent cycles were similar. The question about pace of walking was asked
in 2003; based on 644 duplicate questionnaires, the weighted kappa was 0.44 (p<0.01).

The number of hours per day spent watching TV (0, <1, 1–2, 3–4, ≥5) was ascertained in
1995, 1997, 1999, and 2001. Smoking status and amount smoked and alcohol drinking status
and amount consumed were ascertained at baseline and updated in each follow-up
questionnaire. Pregnancy status and parity were ascertained at baseline and updated on each
follow-up questionnaire. Level of education was ascertained on the 1995 and 2003
questionnaires.

Dietary intake in the previous year was assessed in 1995 with a 68-item modified version of
the Block-National Cancer Institute food frequency questionnaire16 and in 2001 with an 85-
item version that added items frequently written in on the 1995 questionnaire. In a validation
study of the 1995 food frequency questionnaire, correlation coefficients for agreement of the
questionnaire data with responses from 3-day food diaries and 24-hour recalls supplied by
BWHS participants ranged from 0.4 to 0.8 for fat, protein, carbohydrate, fiber, calcium,
vitamin C, folate, and β-carotene.17 The individual food items were aggregated into 35
groups; factor analysis (principal components analysis) identified two dietary patterns,8 one
characterized by fruits and vegetables and the other by meat and fried foods; a factor score
was calculated for each of the two patterns for each participant.8,18

Data Analysis
Participants contributed to the analysis from baseline in 1995 until the first occurrence of
obesity, loss to follow-up, death, or the end of follow-up in 2009, whichever occurred first.
Women who reported developing cancer or cardiovascular disease (myocardial infarction or
stroke) during follow-up were censored at the date of diagnosis; women who became
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pregnant were censored in that follow-up cycle. Cox proportional hazards models were used
to estimate incidence rate ratios (IRRs) and 95% CIs for the association between exercise
and incidence of obesity. The reference category for all analyses was “little or no exercise,”
defined as <1 hour per week reported for vigorous exercise, walking for exercise, and
walking for transport. Physical activity and covariates that changed over time (e.g., smoking
status) were treated as time-varying variables in the analysis.

The multivariable models for vigorous exercise were adjusted for age (single year); time
period (questionnaire cycle); education (≤12, 13–15, ≥16 years); geographic region
(Northeast, South, Midwest, West); smoking status (never; past; currently smoke <15
cigarettes/day; currently smoke ≥15 cigarettes/day); alcohol intake (currently drink <1, 1–3,
4–6, ≥7 drinks/week); parity (0, 1, 2, ≥3 births); fruit/vegetable dietary pattern score
(quintiles); and meat/fried foods dietary pattern score (quintiles). Walking for exercise and
walking for transport were assessed in separate models in which vigorous exercise and all
the covariates listed above were controlled. Tests for trend were conducted with use of an
ordinal value for each level of activity. All statistical analyses were performed using SAS
version 9.1.

Results
The cohort of 20,259 women was followed for 14 years, with a mean follow-up of 12.6
years. Mean weight at baseline was 66.2 kg (146 pounds) in the cohort of 20,259 women,
and mean BMI was 24.1. At the end of follow-up, mean weight was 77.5 kg (171 pounds),
and mean BMI was 28.3.

Vigorous exercise at baseline was positively associated with higher educational level,
nulliparity, living in the western U.S., and a high score on the fruit/vegetable dietary pattern;
it was inversely associated with age, BMI, smoking, and TV watching (Table 1).
Associations with brisk walking for exercise were similar to those with vigorous exercise,
with the exception that age and BMI were not associated with brisk walking. Brisk walking
for transport was positively associated with younger age, nulliparity, and fruit/vegetable
dietary pattern; it was inversely associated with TV watching (data not shown).

The IRR for obesity decreased as hours/week of vigorous exercise increased (Table 2): the
multivariable IRR for ≥7 hours/week of vigorous exercise relative to little or no exercise
was 0.77 (95% CI=0.69, 0.85). An inverse association was present among both women with
a healthy weight at baseline and women who were overweight at baseline: the IRR for ≥7
hours/week of vigorous exercise was 0.77 (95% CI=0.63, 0.95) among the former (p trend
<0.0001), and 0.79 (95% CI=0.70, 0.89) among the latter (p trend <0.0001). The inverse
association of vigorous exercise with obesity was present across strata of education: the IRR
for ≥7 hours/week of strenuous exercise relative to little or no exercise was 0.71 (95%
CI=0.52, 0.96) among women with ≤12 years of education; 0.75 (95% CI=0.63, 0.89)
among women with 13–15 years of education; and 0.78 (95% CI=0.67, 0.91) among women
with ≥16 years of education.

The IRRs for incidence of obesity in almost all the categories of brisk walking for exercise
relative to little or no exercise were <1.0, but there were no clear trends of decreasing risk
with increasing hours of walking (Table 3). Among women with baseline BMI <25, the
IRRs were significantly less than 1.0 for 1–2 hours/week and 3–4 hours/week, but the IRR
for the highest category, ≥7 hours/week, was above 1.0 (IRR=1.25 (95% CI=0.93, 1.67).
Among women who were overweight at baseline, the IRRs were significantly below 1.0 for
1–2 and ≥7 hours/week. The IRRs did not vary appreciably across categories of education.
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The IRRs for walking for transport at a brisk pace relative to little or no exercise were all
<1.0 (Table 4). Among women who had a healthy weight at baseline, the IRR was
significantly less than 1.0 for 1–2, 3–4, and ≥7 hours/week; the estimate among women who
were overweight at baseline was significantly less than 1.0 for 1–2 hours/week; the p-values
for trend were 0.055 in the former group and 0.40 in the latter. The association of walking
for transport with obesity did not vary appreciably across strata of education.

Discussion
In this large prospective study of African-American women, 1995–2009, the incidence of
obesity decreased with increasing level of vigorous exercise. There was a reduction in
obesity among women with a healthy weight at baseline and those who were initially
overweight. Results on brisk walking were suggestive of reductions in obesity in most
categories, but there were some anomalous results and no clear trends.

Previous results most relevant to the current findings are those from follow-up studies of
women. The Nurses’ Health Study found that 1 hour per day of brisk walking during 6 years
of follow-up among middle-aged nurses, most of whom were white, was associated with a
24% reduction in the incidence of obesity.19 In the present study, there was a 23% reduction
associated with ≥7 hours/week of vigorous exercise, but results for brisk walking were
inconclusive. The reduction associated with vigorous exercise was present among both
women with a healthy weight at baseline and those who were overweight.

Other studies have focused on weight gain rather than obesity. The CARDIA study followed
5000 men and women aged 18–30 years, of whom about one quarter were African-
American women. After 15 years of follow-up,12 greater leisure-time walking was
associated with less weight gain, especially among the heavier women; after 20 years of
follow-up, higher levels of a measure of activity from exercise, home maintenance, and the
job were associated with less weight gain, with no modification of the effect by initial
weight.13

The Nurses’ Health Study II followed 46,754 female nurses aged 25–43 years, almost all of
whom were white, for 8 years.20 Increased levels of jogging and running were inversely
associated with weight gain, and there was a weaker inverse association of brisk walking
with weight gain, as in the present study. The benefits of exercise in Nurses’ Health Study II
appeared greater among women who were overweight at baseline.

In a later report from the Nurses’ Health Study II, based on 16 years of follow-up of 18,414
nurses, increases in brisk walking were inversely associated with weight gain, again among
the heavier women, whereas slower walking was not associated with reduced weight gain.21

Another report from the same study found that increases in MET hours of recreational
physical activity were associated with less weight gain.22 Taken together, these results
suggest that the more vigorous the exercise, the greater the reduction in weight gain or
obesity. Since reductions have been observed both for women who had a healthy weight and
those who were overweight at the start of follow-up, it appears that the trajectory toward
obesity can be interrupted, even in overweight women.

Strengths and Limitations
Strengths of the present study include repeated reports of weight over time and the high
correlation between self-reported and measured weight and height.14 However, because
weight tends to be under-reported, particularly by heavier women,23 the observed IRRs may
have underestimated the true associations. Other strengths are the large sample size and the
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long length of follow-up. Important potential confounding factors were controlled for;
updates were made throughout follow-up.

Physical activity, which varies considerably over time, was updated during follow-up but
not as often as weight. BWHS validation14 and reproducibility data indicate that vigorous
exercise was reported with greater accuracy than brisk walking; the latter variable was based
on reports of hours/week and pace, and each of these was reported less reliably than
vigorous exercise. Less misclassification of vigorous exercise will have contributed, in part,
to the stronger associations observed of vigorous exercise with obesity incidence. Random
misclassification of the physical activity variables would have tended to dilute associations
of incident obesity with the extreme categories.

On the other hand, “reverse causation” (i.e., changes in exercise in response to weight gain)
could have increased or increased the magnitude of associations. For example, some women
may have increased their exercise after learning that they had gained weight.
Misclassification of this type could have contributed, for example, to the stronger inverse
association of 1–2 hours/week of walking with obesity incidence than with higher levels of
walking, distorting a true trend of decreasing obesity risk with increasing level of walking.
Reporting of walking for transport may have been less affected by misclassification than
walking for exercise because routines of walking to work, church, school, and stores may be
relatively stable.

Evidence that the measures in the present study of brisk walking and vigorous exercise are
useful indicators of actual activity comes from a study of type 2 diabetes in the BWHS24;
there were clear inverse associations of brisk walking and vigorous exercise walking with
the incidence of type 2 diabetes, with a stronger inverse association with vigorous exercise,
as observed in previous studies.24 In another BWHS study, an inverse association of
vigorous exercise with symptoms of depression was observed, in agreement with results
from previous studies of this association.24

Conclusion
The present study suggests that vigorous exercise is effective in the prevention of obesity in
younger African-American women. The results for brisk walking were suggestive of a
reduction in some subgroups but with less evidence of a dose–response relationship. The
findings were consistent across level of education. Since participants in the BWHS represent
the educational levels of the 83% of African-American women nationally who have
completed high school or a higher level of education, 26 the results may be applicable to
most African-American women of the same ages.

Acknowledgments
The authors gratefully acknowledge the continuing dedication of the Black Women’s Health Study participants and
staff. This work was supported by the Aetna Foundation (#430483) and the National Cancer Institute (R01
CA058420). The content of this article is solely the responsibility of the authors and does not necessarily represent
the official views of the Aetna Foundation, the National Cancer Institute, or the NIH. The authors have no
commercial associations current or in the past 5 years.

References
1. Beydoun MA, Wang Y. Gender-ethnic disparity in BMI and waist circumference distribution shifts

in U. S. adults. Obesity (Silver Spring). 2009; 17:169–176. [PubMed: 19107129]

2. Flegal KM, Carroll MD, Ogden CL, Curtin LR. Prevalence and trends in obesity among U. S. adults
1999–2008. JAMA. 2010; 303:235–241. [PubMed: 20071471]

Rosenberg et al. Page 6

Am J Prev Med. Author manuscript; available in PMC 2014 September 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



3. Fogelholm M, Kukkonen-Harjula K. Does physical activity prevent weight gain--a systematic
review. Obes Rev. 2000; 1:95–111. [PubMed: 12119991]

4. Wilcox S, Parrott A, Baruth M, et al. The faith, activity, and nutrition program: a randomized
controlled trial in African-American churches. Am J Prev Med. 2013; 44:122–131. [PubMed:
23332327]

5. Wareham NJ, van Sluijs EM, Ekelund U. Physical activity and obesity prevention: a review of the
current evidence. Proc Nutr Soc. 2005; 64:229–247. [PubMed: 15960868]

6. Jakicic JM, Marcus BH, Lang W, Janney C. Effect of exercise on 24-month weight loss
maintenance in overweight women. Arch Intern Med. 2008; 168:1550–1559. discussion 9–60.
[PubMed: 18663167]

7. Hu, FB. New York: Oxford University Press; 2008. Obesity Epidemiology.

8. Boggs DA, Palmer JR, Spiegelman D, Stampfer MJ, Adams-Campbell LL, Rosenberg L. Dietary
patterns and 14-y weight gain in African American women. Am J Clin Nutr. 2011; 94:86–94.
[PubMed: 21593501]

9. Lewis CE, Jacobs DR Jr, McCreath H, et al. Weight gain continues in the 1990s: 10-year trends in
weight and overweight from the CARDIA study. Coronary Artery Risk Development in Young
Adults. Am J Epidemiol. 2000; 151:1172–1181. [PubMed: 10905529]

10. Sheehan TJ, DuBrava S, DeChello LM, Fang Z. Rates of weight change for black and white
Americans over a twenty year period. Int J Obes Relat Metab Disord. 2003; 27:498–504.
[PubMed: 12664083]

11. Simpson ME, Serdula M, Galuska DA, et al. Walking trends among U. S. adults: the Behavioral
Risk Factor Surveillance System, 1987–2000. Am J Prev Med. 2003; 25:95–100. [PubMed:
12880875]

12. Gordon-Larsen P, Hou N, Sidney S, et al. Fifteen-year longitudinal trends in walking patterns and
their impact on weight change. Am J Clin Nutr. 2009; 89:19–26. [PubMed: 19056560]

13. Hankinson AL, Daviglus ML, Bouchard C, et al. Maintaining a high physical activity level over 20
years and weight gain. JAMA. 2010; 304:2603–2610. [PubMed: 21156948]

14. Carter-Nolan PL, Adams-Campbell LL, Makambi K, Lewis S, Palmer JR, Rosenberg L. Validation
of physical activity instruments: Black Women's Health Study. Ethn Dis. 2006; 16:943–947.
[PubMed: 17061751]

15. Fleiss, JL. 2nd ed. New York: Wiley; 1981. Statistical Methods for Rates and Proportions.

16. Block G, Hartman AM, Naughton D. A reduced dietary questionnaire: development and validation.
Epidemiology. 1990; 1:58–64. [PubMed: 2081241]

17. Kumanyika SK, Mauger D, Mitchell DC, Phillips B, Smiciklas-Wright H, Palmer JR. Relative
validity of food frequency questionnaire nutrient estimates in the Black Women's Health Study.
Ann Epidemiol. 2003; 13:111–118. [PubMed: 12559670]

18. Agurs-Collins T, Rosenberg L, Makambi K, Palmer JR, Adams-Campbell L. Dietary patterns and
breast cancer risk in women participating in the Black Women's Health Study. Am J Clin Nutr.
2009; 90:621–628. [PubMed: 19587089]

19. Hu FB, Li TY, Colditz GA, Willett WC, Manson JE. Television watching and other sedentary
behaviors in relation to risk of obesity and type 2 diabetes mellitus in women. JAMA. 2003;
289:1785–1791. [PubMed: 12684356]

20. Mekary RA, Feskanich D, Malspeis S, Hu FB, Willett WC, Field AE. Physical activity patterns
and prevention of weight gain in premenopausal women. Int J Obes (Lond). 2009; 33:1039–1047.
[PubMed: 19546868]

21. Lusk AC, Mekary RA, Feskanich D, Willett WC. Bicycle riding, walking, and weight gain in
premenopausal women. Arch Intern Med. 2010; 170:1050–1056. [PubMed: 20585071]

22. Mozaffarian D, Hao T, Rimm EB, Willett WC, Hu FB. Changes in diet and lifestyle and long-term
weight gain in women and men. N Engl J Med. 2011; 364:2392–2404. [PubMed: 21696306]

23. Gorber SC, Tremblay M, Moher D, Gorber B. A comparison of direct vs. self-report measures for
assessing height, weight and body mass index: a systematic review. Obes Rev. 2007; 8:307–326.
[PubMed: 17578381]

Rosenberg et al. Page 7

Am J Prev Med. Author manuscript; available in PMC 2014 September 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



24. Krishnan S, Rosenberg L, Palmer JR. Physical activity and television watching in relation to risk of
type 2 diabetes: the Black Women's Health Study. Am J Epidemiol. 2009; 169:428–434.
[PubMed: 19056835]

25. Wise LA, Adams-Campbell LL, Palmer JR, Rosenberg L. Leisure time physical activity in relation
to depressive symptoms in the Black Women's Health Study. Ann Behav Med. 2006; 32:68–76.
[PubMed: 16827631]

26. Educational attainment in the U. S.. Current population reports. U.S. Department of Commerce;
1998 Mar. p. 20-543.(update).

Rosenberg et al. Page 8

Am J Prev Med. Author manuscript; available in PMC 2014 September 01.

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Rosenberg et al. Page 9

Ta
bl

e 
1

V
ig

or
ou

s 
ex

er
ci

se
 a

nd
 b

ri
sk

 w
al

ki
ng

 f
or

 e
xe

rc
is

e 
in

 1
99

5 
by

 b
as

el
in

e 
ch

ar
ac

te
ri

st
ic

s 
of

 2
0,

25
9 

B
W

H
S 

pa
rt

ic
ip

an
ts

C
ha

ra
ct

er
is

ti
ca

L
it

tl
e 

or
 n

o
ex

er
ci

se
b

St
re

nu
ou

s 
ex

er
ci

se
p-

va
lu

ec
B

ri
sk

 w
al

ki
ng

 f
or

 e
xe

rc
is

e
p-

va
lu

ed

1–
4

ho
ur

s/
w

ee
k

≥5 ho
ur

s/
w

ee
k

1–
4

ho
ur

s/
w

ee
k

≥5 ho
ur

s/
w

ee
k

N
um

be
r

52
68

89
41

38
02

30
07

10
72

A
ge

, m
ea

n 
(S

D
)

31
.2

 (
5.

2)
30

.6
 (

5.
2)

30
.4

 (
5.

0)
<

0.
01

31
.0

 (
5.

1)
31

.5
 (

5.
0)

0.
48

B
M

I,
 m

ea
n 

(S
D

)
24

.2
 (

3.
1)

24
.2

 (
2.

9)
23

.9
 (

2.
8)

<
0.

01
24

.0
 (

2.
8)

24
.1

 (
2.

7)
0.

07

E
du

ca
tio

n 
≥1

6 
ye

ar
s

45
54

51
<

0.
01

53
46

<
0.

01

C
ur

re
nt

 s
m

ok
er

16
11

11
<

0.
01

10
11

<
0.

01

C
ur

re
nt

 d
ri

nk
er

22
25

25
<

0.
01

23
24

<
0.

23

T
V

 ≥
3 

ho
ur

s/
w

ee
k

52
44

44
<

0.
01

40
46

<
0.

01

N
ul

lip
ar

ou
s

45
56

59
<

0.
01

54
51

<
0.

01

W
es

te
rn

 U
.S

.
15

19
21

<
0.

01
21

21
<

0.
01

T
op

 q
ui

nt
ile

 f
ru

it/
ve

ge
ta

bl
e 

di
et

ar
y 

pa
tte

rn
10

21
29

<
0.

01
25

32
<

0.
01

N
ot

e:
 V

al
ue

s 
ar

e 
%

, u
nl

es
s 

ot
he

rw
is

e 
in

di
ca

te
d.

a A
ge

-s
ta

nd
ar

di
ze

d

b <
1 

ho
ur

/w
ee

k 
of

 v
ig

or
ou

s 
ac

tiv
ity

 a
nd

 w
al

ki
ng

c p-
va

lu
e 

de
ri

ve
d 

us
in

g 
tr

en
d 

te
st

s 
ac

ro
ss

 o
rd

in
al

 c
at

eg
or

ie
s:

 n
o 

ex
er

ci
se

, 1
–4

 h
ou

rs
/w

ee
k 

vi
go

ro
us

 e
xe

rc
is

e,
 ≥

5 
ho

ur
s/

w
ee

k 
vi

go
ro

us
 e

xe
rc

is
e

d p-
va

lu
e 

de
ri

ve
d 

us
in

g 
tr

en
d 

te
st

s 
ac

ro
ss

 o
rd

in
al

 c
at

eg
or

ie
s:

 n
o 

ex
er

ci
se

, 1
–4

 h
ou

rs
/w

ee
k 

br
is

k 
w

al
ki

ng
, ≥

 h
ou

rs
/w

ee
k 

br
is

k 
w

al
ki

ng

B
W

H
S,

 B
la

ck
 W

om
en

’s
 H

ea
lth

 S
tu

dy

Am J Prev Med. Author manuscript; available in PMC 2014 September 01.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Rosenberg et al. Page 10

Ta
bl

e 
2

V
ig

or
ou

s 
ex

er
ci

se
 in

 r
el

at
io

n 
to

 in
ci

de
nt

 o
be

si
ty

 o
ve

ra
ll 

an
d 

by
 b

as
el

in
e 

B
M

I

C
at

eg
or

y
H

ou
rs

/w
ee

k
C

as
es

P
er

so
n-

ye
ar

s
IR

R
a

95
%

 C
I

A
ll 

w
om

en
L

itt
le

 o
r 

no
 e

xe
rc

is
e

25
57

62
,9

63
1.

00
 (

re
f)

—

1–
2

13
39

38
,9

19
0.

87
0.

81
, 0

.9
3

3–
4

90
0

28
,5

04
0.

82
0.

75
, 0

.8
8

5–
6

42
6

13
,9

20
0.

79
0.

71
, 0

.8
7

≥7
41

6
13

,7
70

0.
77

0.
69

, 0
.8

5

B
M

I 
<

25
L

itt
le

 o
r 

no
 e

xe
rc

is
e

72
5

45
,4

15
1.

00
 (

re
f)

—

1–
2

31
6

27
,9

66
0.

81
0.

71
, 0

.9
3

3–
4

21
6

20
,9

98
0.

72
0.

61
, 0

.8
4

5–
6

93
10

,4
25

0.
63

0.
51

, 0
.7

9

≥7
10

7
10

,1
43

0.
77

0.
63

, 0
.9

5

B
M

I 
≥2

5
L

itt
le

 o
r 

no
 e

xe
rc

is
e

18
32

17
,5

48
1.

00
 (

re
f)

—

1–
2

10
23

10
,9

52
0.

88
0.

81
, 0

.9
5

3–
4

68
4

7,
50

6
0.

85
0.

78
, 0

.9
3

5–
6

33
3

3,
49

5
0.

90
0.

80
, 1

.0
2

≥7
30

9
3,

62
7

0.
79

0.
70

, 0
.8

9

N
ot

e:
 p

 f
or

 tr
en

d 
<

0.
00

01
 f

or
 e

ac
h 

of
 th

e 
th

re
e 

ca
te

go
ri

es
.

a ad
ju

st
ed

 f
or

 a
ge

 (
si

ng
le

 y
ea

r)
; t

im
e 

pe
ri

od
 (

qu
es

tio
nn

ai
re

 c
yc

le
);

 e
du

ca
tio

n 
(≤

12
, 1

3–
15

, ≥
16

 y
ea

rs
);

 g
eo

gr
ap

hi
c 

re
gi

on
 (

N
or

th
ea

st
, S

ou
th

, M
id

w
es

t, 
W

es
t)

; s
m

ok
in

g 
st

at
us

 (
ne

ve
r,

 p
as

t, 
cu

rr
en

tly
 s

m
ok

e 
<

15
ci

ga
re

tte
s/

da
y,

 c
ur

re
nt

ly
 s

m
ok

e 
≥1

5 
ci

ga
re

tte
s/

da
y)

; a
lc

oh
ol

 in
ta

ke
 (

cu
rr

en
tly

 d
ri

nk
 <

1,
 1

–3
, 4

–6
, ≥

7 
dr

in
ks

/w
ee

k)
; p

ar
ity

 (
0,

 1
, 2

, ≥
3 

bi
rt

hs
);

 f
ru

it/
ve

ge
ta

bl
e 

di
et

ar
y 

pa
tte

rn
 s

co
re

 (
qu

in
til

es
);

 a
nd

 m
ea

t/f
ri

ed
fo

od
s 

di
et

ar
y 

pa
tte

rn
 s

co
re

 (
qu

in
til

es
).

Am J Prev Med. Author manuscript; available in PMC 2014 September 01.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Rosenberg et al. Page 11

Ta
bl

e 
3

B
ri

sk
 w

al
ki

ng
 f

or
 e

xe
rc

is
e 

in
 r

el
at

io
n 

to
 in

ci
de

nt
 o

be
si

ty
 o

ve
ra

ll 
an

d 
by

 b
as

el
in

e 
B

M
I

C
at

eg
or

y
H

ou
rs

/w
ee

k
C

as
es

P
er

so
n-

ye
ar

s
IR

R
a

95
%

 C
I

A
ll 

w
om

en
L

itt
le

 o
r 

no
 e

xe
rc

is
e

25
57

62
,9

63
1.

00
 (

re
f)

—

1–
2

55
3

18
,8

89
0.

80
0.

72
, 0

.8
9

3–
4

38
8

11
,8

26
0.

91
0.

80
, 1

.0
3

5–
6

20
3

6,
48

9
0.

88
0.

75
, 1

.0
3

≥7
19

9
5,

56
3

1.
00

0.
85

, 1
.1

8

B
M

I 
≥2

5
L

itt
le

 o
r 

no
 e

xe
rc

is
e

72
5

45
,4

15
1.

00
 (

re
f)

—

1–
2

14
7

13
,7

59
0.

79
0.

64
, 0

.9
7

3–
4

93
8,

65
5

0.
74

0.
58

, 0
.9

5

5–
6

54
4,

63
0

0.
85

0.
62

, 1
.1

6

≥7
71

3,
94

1
1.

25
0.

93
, 1

.6
7

B
M

I 
≥2

5
L

itt
le

 o
r 

no
 e

xe
rc

is
e

18
32

17
,5

48
1.

00
 (

re
f)

—

1–
2

40
6

5,
13

0
0.

79
0.

70
, 0

.9
0

3–
4

29
5

3,
17

1
0.

95
0.

82
, 1

.1
0

5–
6

14
9

1,
85

9
0.

84
0.

69
, 1

.0
1

≥7
12

8
1,

62
2

0.
81

0.
66

, 1
.0

0

N
ot

e:
 p

 f
or

 tr
en

d:
 0

.4
8 

fo
r 

al
l w

om
en

; 0
.2

7 
fo

r 
B

M
I 

<
25

; 0
.1

7 
fo

r 
B

M
I 

≥ 
25

a A
dj

us
te

d 
fo

r 
ag

e 
(s

in
gl

e 
ye

ar
);

 ti
m

e 
pe

ri
od

 (
qu

es
tio

nn
ai

re
 c

yc
le

);
 e

du
ca

tio
n 

(≤
12

, 1
3–

15
, ≥

16
 y

ea
rs

);
 g

eo
gr

ap
hi

c 
re

gi
on

 (
N

or
th

ea
st

, S
ou

th
, M

id
w

es
t, 

W
es

t)
; s

m
ok

in
g 

st
at

us
 (

ne
ve

r,
 p

as
t, 

cu
rr

en
tly

 s
m

ok
e

<
15

 c
ig

ar
et

te
s/

da
y,

 c
ur

re
nt

ly
 s

m
ok

e 
≥1

5 
ci

ga
re

tte
s/

da
y)

; a
lc

oh
ol

 in
ta

ke
 (

cu
rr

en
tly

 d
ri

nk
 <

1,
 1

–3
, 4

–6
, ≥

7 
dr

in
ks

/w
ee

k)
; p

ar
ity

 (
0,

 1
, 2

, ≥
3 

bi
rt

hs
);

 f
ru

it/
ve

ge
ta

bl
e 

di
et

ar
y 

pa
tte

rn
 s

co
re

 (
qu

in
til

es
);

 m
ea

t/f
ri

ed
fo

od
s 

di
et

ar
y 

pa
tte

rn
 s

co
re

 (
qu

in
til

es
);

 a
nd

 v
ig

or
ou

s 
ex

er
ci

se
 (

1–
2,

 3
–4

, 5
–6

, ≥
7 

ho
ur

s/
w

ee
k)

.

Am J Prev Med. Author manuscript; available in PMC 2014 September 01.



N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

N
IH

-PA Author M
anuscript

Rosenberg et al. Page 12

Ta
bl

e 
4

B
ri

sk
 w

al
ki

ng
 f

or
 tr

an
sp

or
t i

n 
re

la
tio

n 
to

 in
ci

de
nt

 o
be

si
ty

 o
ve

ra
ll 

an
d 

by
 b

as
el

in
e 

B
M

I

C
at

eg
or

y
H

ou
rs

/w
ee

k
C

as
es

P
er

so
n-

ye
ar

s
IR

R
a

95
%

 C
I

A
ll 

w
om

en
L

itt
le

 o
r 

no
 e

xe
rc

is
e

25
57

62
,9

63
1.

00
 (

re
f)

—

1–
2

30
8

10
,8

80
0.

76
0.

67
, 0

.8
7

3–
4

13
2

4,
72

4
0.

76
0.

63
, 0

.9
1

5–
6

74
2,

16
4

0.
92

0.
72

, 1
.1

6

≥7
96

3,
11

4
0.

83
0.

67
, 1

.0
3

B
M

I 
<

25
L

itt
le

 o
r 

no
 e

xe
rc

is
e

72
5

45
,4

15
1.

00
 (

re
f)

—

1–
2

88
8,

29
4

0.
70

0.
55

, 0
.8

9

3–
4

39
3,

65
1

0.
67

0.
47

, 0
.9

4

5–
6

24
1,

62
0

0.
94

0.
62

, 1
.4

3

≥7
23

2,
39

5
0.

61
0.

39
, 0

.9
4

B
M

I 
≥2

5
L

itt
le

 o
r 

no
 e

xe
rc

is
e

18
32

17
,5

48
1.

00
 (

re
f)

—

1–
2

22
0

2,
58

6
0.

81
0.

69
, 0

.9
4

3–
4

93
1,

07
3

0.
82

0.
66

, 1
.0

2

5–
6

50
54

4
0.

89
0.

67
, 1

.1
9

≥7
73

71
9

0.
99

0.
77

, 1
.2

3

N
ot

e:
 p

 f
or

 tr
en

d:
 0

.0
70

 f
or

 a
ll 

w
om

en
; 0

.0
55

 f
or

 B
M

I 
<

25
; 0

.4
0 

fo
r 

B
M

I 
≥2

5

a A
dj

us
te

d 
fo

r 
ag

e 
(s

in
gl

e 
ye

ar
);

 ti
m

e 
pe

ri
od

 (
qu

es
tio

nn
ai

re
 c

yc
le

);
 e

du
ca

tio
n 

(≤
12

, 1
3–

15
, ≥

16
 y

ea
rs

);
 g

eo
gr

ap
hi

c 
re

gi
on

 (
N

or
th

ea
st

, S
ou

th
, M

id
w

es
t, 

W
es

t)
; s

m
ok

in
g 

st
at

us
 (

ne
ve

r,
 p

as
t, 

cu
rr

en
tly

 s
m

ok
e

<
15

 c
ig

ar
et

te
s/

da
y,

 c
ur

re
nt

ly
 s

m
ok

e 
≥1

5 
ci

ga
re

tte
s/

da
y)

; a
lc

oh
ol

 in
ta

ke
 (

cu
rr

en
tly

 d
ri

nk
 <

1,
 1

–3
, 4

–6
, ≥

7 
dr

in
ks

/w
ee

k)
; p

ar
ity

 (
0,

 1
, 2

, ≥
3 

bi
rt

hs
);

 f
ru

it/
ve

ge
ta

bl
e 

di
et

ar
y 

pa
tte

rn
 s

co
re

 (
qu

in
til

es
);

 m
ea

t/f
ri

ed
fo

od
s 

di
et

ar
y 

pa
tte

rn
 s

co
re

 (
qu

in
til

es
);

 a
nd

 v
ig

or
ou

s 
ex

er
ci

se
 (

1–
2,

 3
–4

, 5
–6

, ≥
7 

ho
ur

s/
w

ee
k.

Am J Prev Med. Author manuscript; available in PMC 2014 September 01.


