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Abstract

Objectives—Physical inactivity is an established risk factor for non-communicable diseases
(NCD) and identified as the major public health concern worldwide. However, nationally
representative and internationally comparable data on physical activity (PA) are lacking in
Bangladesh. The objective of this paper was to determine nationally representative prevalence of
PA levels among Bangladeshi adults.

Study design—Cross-sectional survey.

Methods—Data, on PA for this paper, were analysed from the NCD risk factors survey 2010 in
Bangladesh. A standardized approach known as STEPS (STEPSwise approach to Surveillance for
NCD risk factors) was followed for this survey. A total of 9275 adults (aged = 25 years) were
interviewed. Data on PA were processed and analysed according to Global Physical Activity
Questionnaire (GPAQ) version 2 analysis framework.

Results—Of total 9275 respondents 4312 were men and 4963 women with a mean age of 42.4
(x13.5) years. Median MET-minutes of total PA in a typical week was double in rural areas (3360)
than urban (1680) areas. The overall country wide prevalence of low PA was 34.5% (95%
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confidence interval, 33.5-35.5), urban 37.7% (36.3-39.1) and rural 31.6% (30.3-32.9). Women in
general were more inactive (women, 53.6% [52.2-55.0], men 15.4% [14.9-17.1]). The main
contributions to total PA were from work (urban 47.0%, rural 61.0%), and active commuting
(38.0%, 30.0%) domains. Leisure-time PA represented only a small proportion (15.0%, 9.0%).

Conclusions—Insufficient physical activity is highly prevalent among the Bangladeshi adult
population. Promoting overall PA at leisure-time and commuting considering country context can
be feasible options with special attention to the women.

Keywords

Physical inactivity; Metabolic equivalent tasks (MET); Global physical activity questionnaire
(GPAQ); Physical activity; Bangladeshi adults

Introduction

Physical activity (PA) is now a topic of global discussion in the contemporary healthcare
market, specifically in the context of non-communicable diseases (NCDs) prevention and
health promotion because of its very vital role in both primary and secondary prevention.1-3
A large number of epidemiological studies show the evidence that regular PA is associated
with decreased risk of coronary heart disease,3—7 hypertension,4,8,9 stroke,10 type 2
diabetes mellitus,4,11,12 certain cancer,4,13,14 chronic obstructive pulmonary diseases15
and obesity.4,16-18 PA helps to enhance the quality of life for people of all ages and
abilities.19 Physical inactivity, on the other hand, is indicated as the major public health
concerns all over the world.20-25 It has been identified as the independent and fourth
leading risk factor for global mortality which accounts 6.0% (3.2 million) of deaths in
2008.26 However, recent evidence shows that physical inactivity causes 9.0% (5.3 million)
of annual deaths worldwide and 6-10.0% of deaths caused by non-communicable diseases
are attributed to physical inactivity.27 Physical inactivity levels are rising in both developed
and developing countries with major implications for increases in the prevalence of non-
communicable diseases and the general health of the population worldwide.28-34 Recent
estimates indicate that the worldwide prevalence of physical inactivity in adults is 31.0%.
29,35,36 Data from 76 countries, most of which were from developing countries, showed
that the prevalence of physical inactivity among individuals aged 15 years or older ranged
from 2.6% to 62.3%.31 The existing data suggests that physical inactivity is already a global
public health problem and increasing rapidly in developing countries. However, many
developing countries have a lack of data on PA levels in their population.37 Bangladesh is
one of the developing countries where nationally representative and internationally
comparable data on PA levels are still inadequate. Therefore, the objectives of this paper
were to provide nationally representative prevalence of PA levels in Bangladesh, and explore
difference in PA levels between adults living in urban vs rural settings in Bangladesh.

Methods

Data, on PA for this paper, were analysed from the NCD risk factors survey 2010 in
Bangladesh. This national survey was conducted by standardized approach devised by WHO
known as STEPS (STEPwise approach to Surveillance) for NCD risk factors.38 Details of
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the methods have been described elsewhere.39 Briefly, this survey was conducted among a
Bangladeshi adult population aged 25 years or older. A total of 9275 (response rate 93.3%)
individuals were interviewed. Samples were drawn from 398 randomly selected primary
sampling units from rural and urban areas of Bangladesh. People of eligible age who stayed
in the household the night before the day of survey were listed. One individual per
household was recruited by using Kish method.40 The STEPS questionnaire for the survey
was translated into Bengali and entered to a personal data assistant for electronic collection.
Data were transferred to the National Data Center through secured system of file transfer
protocol server on daily basis.

Measurement of PA

Data on PA were collected through a face-to-face interview by using the Global PA
Questionnaire Version 2 (GPAQ: 2). It was developed by the World Health Organization for
PA surveillance and is used for measuring PA levels. The GPAQ-2 contains 16 questions on
frequency (days) and duration (minutes/hours) of moderate and vigourous intensity PA in
three settings (or domains: work, transportation, and recreation) and on sedentary behaviour;
questions are asked in terms of behaviour in a typical or usual week.41 The GPAQ-2
analysis protocol was followed for all data collection and processing and analysis.41

Conversion of PA data to estimated energy expenditure—METs (Metabolic
Equivalent Tasks) are commonly used to express the intensity of PA. A MET is the ratio of
specific PA metabolic rates to the resting metabolic rate, with one MET defined as the
energy cost of sitting quietly (equivalent to a caloric consumption of 1 kcal/kg/hour).41

For this study, energy expenditure was estimated based on the duration, intensity and
frequency of PA performed in a typical or usual week. The unit for measuring PA energy
expenditure, Metabolic Equivalent (MET), was applied to PA variables derived from the
GPAQ-2.

MET values and formulas for computation of MET minutes are based on the intensity of
specific PA. It is estimated that, compared to sitting quietly, a person's caloric consumption
is four times higher when being moderately active, and eight times higher when being
vigorously active.

Therefore, when calculating a person's overall energy expenditure using GPAQ-2, moderate-
intensity activities during work, commuting and recreation are assigned a value of 4 METS;
vigorous-intensity activities are assigned a value of 8 METSs. The total PA score is computed
as the sum of all MET/minutes/week from moderate-to vigorous-intensity PA performed in
work, commuting and recreation.41

So for the calculation of a person's overall energy expenditure using GPAQ-2 data, the above
mentioned MET values were used.41

Procedures of classifying PA levels—For the calculation of a categorical indicator, the

total time spent in PA during a typical week, the number of days as well as the intensity of
the PA was taken into account. A person's normal level of PA was classified as low,
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moderate, and high as defined by the GPAQ analysis framework.41 The criteria of these
levels are shown below-

High: A person reaching any of the following criteria:

(@ Vigorous-intensity activity on at least three days and accumulating at least 1500
MET-minutes/week OR

(b) Seven or more days of any combination of walking, moderate- or vigorous-
intensity activities accumulating at least 3000 MET-minutes/week.

Moderate: A person not meeting the criteria for the ‘High’ category, but meeting any of the
following criteria is classified in this category:

(@ Three or more days of vigorous-intensity activity of at least 20 min per day OR

(b)  Five or more days of moderate-intensity activity and/or walking of at least 30
min per day OR

(©) Five or more days of any combination of walking, moderate- or vigorous-
intensity activities accumulating at least 600 MET minutes/week.

Low: A person not meeting any of the above mentioned criteria falls in this category. No
activity is reported or some activity is reported but not enough to meet high and moderate
categories.

Data analysis

The prevalence of PA levels and other categorical variables are reported as proportions with
95% confidence interval (Cl). Continuous variables, such as time spent in PA, are
summarized with means, medians and inter-quartile ranges. Data were analysed using SPSS
version 16.0.

Ethical considerations

Results

Before the interview, written (or thumb impression) was obtained as appropriate.
International ethical guidelines for biomedical research involving human subjects were
followed throughout the study.42

Sociodemographic characteristics

Of the 9275 respondents (urban — 4629, rural — 4646), 4312 (46.5%) were men. The mean
age of respondents was 42.4 (+13.5) years. They had median three years of schooling. One-
quarter of men were farmers, another quarter were labourers (agriculture, industrial or
otherwise), and one-tenth was salary men in non-public sectors. In women, 83.0% were
home makers. Almost 90.0% of the participants were Muslim. Detailed descriptions have
been mentioned elsewhere.39
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Time (in minutes) spent by the respondents in work, transport and recreation-related PA in
a typical week

Based on quartile distribution, at least 50.0% of the respondents spent less than 150 min PA
in each work, transport and recreation domain in a typical week expect work domain in rural
areas. Counting all domains, on an average a person's total PA time was found more in rural
areas (1242 min) than the amount found in urban areas (931 min). In general younger and
productive age groups were found to spend relatively more time for work related PA and the
trend is persistent across other domains (Table 1).

Sex specific time (in minutes) spent by the respondents of urban and rural areas in doing
PA in a typical week

In general, on average men were found to spend three-fold more time doing PA than women
in both urban and rural areas. Based on quartile distribution, at least 25.0% of women were
found doing no PA in both urban and rural areas. Overall both sexes in rural areas spent
more time in PA than their counter part in urban areas (Table 2).

Distribution of total PA MET-minutes in a typical week by area of residence

Based on quintile distribution, the median MET-minutes of total PA per week was double in
rural areas than urban areas, and inter-quartile rage found wider in rural areas than urban
areas (Fig. 1).

Composition of total PA in urban and rural areas

Work and transportation domains were the major contributors to the composition of total PA
in both urban and rural areas. About two-thirds of the total activity in rural areas was
contributed by work-related activity (61.0%) followed by commuting (30.0%) and
recreational activity (9.0%), whereas in urban areas the composition was work-related
activity (47.0%), commuting (38.0%) and recreational activity (15.0%) as shown in Fig. 2.

Prevalence of PA levels (low, moderate and high) in urban and rural areas

According to the GPAQ-2 classification, the prevalence of low PA level was found more in
urban areas (37.7%) than rural areas (31.6%). The prevalence of moderate level of PA was
found more in rural (52.4%) than urban areas (39.2%). However, the prevalence of high PA
level was higher in urban areas (23.1%) compared to the prevalence found in rural areas
(16.0%).

The country wide prevalence of PA levels was low 34.5% (95% Cl, 33.5-35.5), moderate
46.0% (45.0-47.0) and high 19.5% (18.7-20.3) (Table 3).

Discussion

This is the first ever nationally representative and internationally comparable data on PA in
Bangladesh which stands limited in many developing countries. Policy makers are currently
interested in addressing PA as one of the priority intervention strategies to achieve nine
voluntary global targets for prevention and control of NCDs by 2025.43 Although this
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survey was done in 2010, the national benchmark for Bangladesh is yet to be set out for
achieving targets on PA indicator.

This paper also caries high importance for many developing countries especially those who
are passing through epidemiological transition having impact on lifestyles. PA data using
GPAQ are yet to be made available in many of these countries. This report will help them
conceptualizing PA measurements that would be internationally comparable. This study has
set an example that GPAQ is a feasible option in low resource settings.

In this study, our estimate for prevalence of physical inactivity among Bangladeshi adults is
34.5%, which is similar to global estimate (31.0%).29,35,36 This estimate is also
comparable and found similar to many other low- and middle-income countries that
participated in large scale multinational prevalence studies.30,31,33,37

Because the population in Bangladesh is large, one-third of whom are physically inactive
accounts a huge number. Therefore it has merited not only increased health risk but also
social burden as well as developmental issues. This increased prevalence can be explained
by the shifting towards urbanization and industrialization in lower income countries from
agricultural labour. It implies a reduction in energy expenditure with changes in lifestyle to
sedentary pattern44 and thus changes occur in PA patterns. Moreover, currently the
developing countries like Bangladesh have been experiencing rapid changes in the social and
economic landscapes with profound effects of urbanization, workforce structure and lifestyle
patterns.45-47

Changes in the socio-economic environment have also resulted in the overall shifting of the
population from active work-related PA and commuting to sedentary lifestyle.47-49 On the
other hand, participation in recreational activity is not yet common in many developing
countries which substantially have further increased the prevalence of overall physical
inactivity.32,50

In this study, in general men are more active in doing physical activities compared to women
in both urban and rural areas (Tables 2 and 3). This finding is the case in most countries
(80.0%) of WHO Regions.29,31 PA at work and transport domains are the main contributors
to total PA among study populations (Fig. 2). Leisure-time activity contributed only 9.0% in
rural and 15.0% in urban areas. These findings are also in line with many low- and middle-
income countries where work and transport-related activities are the prime contributors to
overall PA.30-33,51 Nonetheless, in some developed countries leisure-time PA is a major
component of total PA instead.30,52 This may be due to favourable infrastructure and
accessibility to sports or recreational facilities and a history of long term promotion of
exercise.

Many people in Bangladesh spend a significant amount of time and energy doing hard PA
for their livelihood. This leads to a very thin body mass.53 In our sample, one-quarter of
people were thin (body mass index <18.5 kg/m?). Leisure time PA is not popular in Asian
culture in many countries especially in rural settings.33 Therefore it is a challenge to design
pragmatic strategies for them to promote leisure time PA in Bangladesh. However,
promoting PA at leisure time and commuting can be a feasible intervention for urban
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dwellers especially for women and richer segments of the society. In this study, women
reported more than three-fold physical inactivity compared to men. Therefore an innovative
strategy for uplifting PA of women without conflicting with social and religious norms is
required. Non-health sectors have a major role in promoting PA in such cases. Collaboration
with local governments (city corporations, and municipalities), ministry of education, mass
transportation, roads and highways etc. is necessary to promote PA. Removal of
environmental barriers (such as lack of play grounds, parks, walkable footpaths, safe roads
for bicycles, etcetera) to PA will play a critical role.

We acknowledge that a recall bias might have influenced the findings of this study. This
includes categorization of vigorous and moderate activities, and the duration of such
activities they had. Therefore chances of under- or over-reporting of PA level cannot be over
ruled with certainty.

To conclude, low level of PA is highly prevalent among Bangladeshi adult population. One
in three adults is insufficiently physically active. The results of this paper, at national level,
will focus the necessity of PA intervention at population level for the primary prevention of
NCDs and will give the baseline information about the PA levels of adult population in
Bangladesh. It will help the policy-makers at national level to develop the national guideline
for PA. Promoting overall PA level at leisure-time and commuting can be feasible options
with special attention to the women.
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Fig. 1. Distribution of total physical activity MET-minutes in a typical week by area of residence.

siduosnuel Joyiny siepund DA 8doin3 ¢

sydosnue Joyiny siepund DA @doin3 g

Public Health. Author manuscript; available in PMC 2019 January 28.



s1dLIosNUBIA JOLINY SI8pUNH DN 8doinT

s)dLIOSNUBIA JOUINY S18puUN4 DN edoin3

Moniruzzaman et al.

100%
2
S
€ 80%
[¢]
S
(7]
Z  60%
o
s
S
= 40%
[ —
S
2 20%
o
£
=]
o
0%

Page 12

id Recreation (Leisure)
i Transport (Commuting)
M Work

Rural

. 2. Composition of total physical activity (%) in urban and rural areas.

Public Health. Author manuscript; available in PMC 2019 January 28.



Page 13

Moniruzzaman et al.

Public Health. Author manuscript; available in PMC 2019 January 28.

(0L0z'50T) (080T ‘0)  (268T'06) (0zGe ‘08T)  (091zZ 'ovT) (0261 ‘68)  (062T'09)  (0z2'0) (086 '9T)  (0.vT'0zT) (0SE€T'08)  (OWVT ‘Sb) (ps2 ‘wsz)
0zL 0S¢ 569 88 6L 009 06€ 08T 8¢ 0S¥ oz 09€¢ UBIPBIN
et 5e8 169'TT 29vT 6.2T 91T €6 a4 98 70T 856 76 UuesN surewop |1
(0'0) (0'0) (0'0) (0'0) (0'0) (0'0) (0'0) (0'0) (0'0) (sv'0) (0'0) (0'0) (ps2 ‘wsz)
0 0 0 0 0 0 0 0 0 0 0 0 UBIPBIN
) €e 14 €e L€ Ve (4 get 6§ 29 15 e UuesN (eansay) uoneasosy
(ozv'o)  (ozv ‘0) (zz9'0) (zz9'0) (0zv ‘0) (0zv ‘0) (09e'0)  (o9e'0)  (ozv'0) (0zv ‘0) (09€g ‘0) (00€ ‘0) (ps2 ‘wsz)
0L 06 ovT 0zt 09 o 0L ST 0§ 08 08 0L UBIPBIN
562 192 T0€ T0€ oz 122 60T 9T zee 62 T2 06T UuesN (Bunnwwoo) iodsues L
(089T'0)  (009'0)  (oW¥T‘0) (0012 '0) (szet'o) (0891 '0) (006 ‘0) (09'0) (009 '0) (080T '0) (096 '0) (oS0t ‘0) (ps2 ‘wsz)
00€ 0 9T 08y oz 00€ 0 0 0 0€ 0 0 UBIPBIN
256 VS 828 8217 €007 296 2.9 08¢ 65 €SL G69 [49} UesN Buppiom
(ovoy=u) (Loy=u) (9eG=u) (096=u) (oveT=u) (o¥T=u) (6Zor=u) (8z=u) (6Lr=u) (188=u) (162T=U) (V69T =U)
sabe ||v G9< ¥9-GS vS-G v¥-GE ve-Ge sabe ||v G9< ¥9-G6§ ¥S-G vv—GE v€-G¢ (s4£) sdnoub sy
Seale [edny seale ueqin surewoq
D EEI

® Europe PMC Funders Author Manuscripts

T alqeL

® Europe PMC Funders Author Manuscripts

[ea1dAy e uil AliAnoe [eaisAyd parejal-uoiiealdal pue 1odsued J10M Ul Seade [ednJd pue uegan Jo syuspuodsal ayl Ag uads (ssanuiw ur) awi



Page 14

Moniruzzaman et al.

(0202 ‘s0T) (0soT‘'0) (1687 °‘06) (0zGc ‘08T) (09TZ ‘OrT)  (0z6T '68) (062T ‘09)  (02L‘0) (086 ‘91)  (0.¥T'02T)  (0SeT '08)  (OWYT ‘St) (ws2 ‘wse)
0zL 0S€ 669 688 1e7] 009 06€ 08T G8e 05t ozy 09€ uelpaiy
et Ges 169'TT 2971 6121 9121 1€6 225 98 70T 856 Gv6 uesiy uylog
(sote ‘0zs)  (2osT ‘'zvT)  (00Lz ‘009)  (09g€ ‘ov8)  (Lvze ‘2G.)  (Love 298) (09g ‘0T€) (08 ‘0) (008T'Ove) (.52 ‘e9e) (ssez ‘20€)  (088z ‘O2h) (ws2 ‘wse)
G/9T 0£9 OrET 06T 8T 00TZ or8 09€ 009 or8 0.8 00TT uelpaiy
vE6T 0T0T STLT 1612 1€02 v9z2 9erT 099 LYTT 8€GT €671 €191 uesiy usiN
(028 ‘0) (L12'0) (009 ‘0) (0og6'0) (080T ‘st) (ov8 '0) (067 '0) (08T ‘0) (0zv '0) (00s ‘0) (sv5'0) (0gs ‘0) (ws2 ‘wse)
012 0 0zt 5144 09€ 012 0ST 0 Gl 08T 08T orT uelpai
€99 18€ 08Y 269 111 €19 €8 y12 1€ 29 815 605 UB3Al  USWOM
(rshz=m (98=m
‘SiT2 ‘261
(60Sz=m  (FzT=m (Leg=m (697 =m (ovL=m (ee6=m =w) =w) (e6T=m (Loy=m (602=m  (BSOT =M
JETZ=W)  ‘9TE=w)  ‘eez=W)  ‘Teb=W)  ‘pey=w)  ‘LEG=W) (6291 (82 ‘9gz=wW)  ‘0By=w)  ‘Z8G=W)  ‘GE9=w)
(ovor =u)  (L0v =u) (9gg=u) (096=u)  (ovzT=u) (0L¥T =) =u) =u) (6.7 =) (18g=u)  (t62T=U) (V69T =U)
abe ||v G9= ¥9-55 vS-G¥ ¥v—G€ 7€-G¢ abe || G9= 79-G§ ¥5-G¥ -G 7€-6¢ (s44) sdnoub aby
Seale |eany Seale ueqin X3S

Maam [ea1dA] e ul Alianoe eaisAyd Bulop ul seade eand pue ueqJn Jo sjuspuodsaa syl Aq quads (saanuiw ui) awin 21119ads xaS
¢ 3|qeL

® Europe PMC Funders Author Manuscripts

® Europe PMC Funders Author Manuscripts

Public Health. Author manuscript; available in PMC 2019 January 28.



Page 15

Moniruzzaman et al.

"(5202-000¢) uone|ndod prepUEIs PLIOM OHM MaU 2} J0 UOINGLISIP 3B au) 0} pazIpIepuels,

p(paziprepuers abe) Gzz

(e0z-28T) 56T (0Lr-06Y) 09y (G§GE-G'€E)G¥E G626 (TLT-6VT) 09T (8'€5-0TS) ¥'2S (6'2€-€0€)9TE 9v9y (€vz—6Te) T'€c  (90v8.€)Z6E (T'6€-€9E) L'LE 629V
(Toz-gsn)e6r  (6Lr6'SY) 69y (8ve—8ze)8ee GLz6 (0L1-8vT)6ST (9758718 ces (€2e-L62) 0T 99y (0ve—912)8¢c (02r—¢6e) 90r (0'8E-C'GE) 99€ 629 (epn1D) 5z
(cve-z8n) z1e (zle-zog)Lee (Ley-GTv) TSy 81L  (0€2—9GT)€6T (Ter-Tve)98e  (9oy-v'.€)0ey Oy  (T'62-T6T)Tve (0T€-8'02)6'Sc  (6'GS-T'¥¥) 00§ 8.2 G9<
(9zz-9 m)T0z  (T8r-6'TH) 0'Gr (82€-028) 6¥E GTOT (T6T-62T) 09T (€956'2¥) TS (8Ge-8'82)6'T€ 9e§  (§82-202) 9ve (STv6'2€) 2L (9Ch—8'€E)T8E 6LV ¥9-G§
(0oz—vor) z8r  (2'65-909) 6'cS  (0T€-892)6'8C L¥8T (L'ST-ETI)GET (829-999) .65 (962-0%2)89z 096  (1'9¢-502) €€c (88v—<ev) §Sr (T'¥E-T'8) TTE /88 v5-G¥
(5T2-€81) 66T (S05-L'9¥) 98y (€'€€-L'62) GTE 1€5C (6'8T-LvT) 89T (085-+'2S) 2GS (G0e-G'Gz) 0'8c  Ovel (2'G2—902) 622 (8vv—v6e) T2y (GLe-€2e)6'vE  T62T 4t
(zoz—vL1) 88T (eLv-6'€r) 96y (€2€6-6'€€) 96E  ¥9TE  (FLT-9€T)GST (S¥vS€6¥) 6'TS (0'Ge—208)92€  0vT (L€z-L6T) L'Te  (vev-8Lle)Tor (SOr-6'GE) 2’8  v69T v€-GZ uylog
(oz-z8T) €61 (82650 T22 (0'S6-229) 9€S €967 (L8T-L'ST)TLT  (Sve-608) L'z (I'25-T'8Y) T0S 6052 (T'€2-6'6T) STz (S€2-€02) 6TC (1'65-v'sS) 'S pspe e(PRZIPrepuels abe) 6z
(r1e-zer)eoz (Loe-182) v'6z  (L'15-68Y) €05 €967 (L'61-L9T) 28T (0'Le-¢ee) T'GE (88v-8¥v) 89y 605 (2vg—802)G¢e (€G2-6T2)9€c (095028 0vS  vSve (pn1D) 5z=
(wL1-v'8) et (6'91-6'2) ¥'2T  (L'08-6'89) 8. 012 (6'T-1'9) S0T  (S€2-€0T) 6'9T  (S08-L¥9) 92L 2T (Tve-g8)€9T  (L'0T-6'008G  (L'98-T1'69)6°2L 98 G9<
(eT2-TYT) LT (8'92-8'81)872C (T'V9-675)G6S 0y  (LT2-T2T) 69T (L2e-€Te) 0L (2986w T9S L€2  (¢ve—zer) 28T (0€2-221) 9T (S0.-6'9S) L'€9 €61 ¥9-G§
(9zz-v11) 00z (Lee-GL2) 908 (Les-Tov)ver 9.8  (G0z-LE€T)TLT (6'6e-€7T€)9GE (875-8cv) €Ly 69y  (viec—zeT)ece (cee—+vve)88c (L'Sy—69y)8TS L0V vS-G
(cve-002) T2  (6'Ge-T1E)S€e  (T'Lv—6T) Gvy GSPT  (922—89T) L6T (8vr—8L€) €Ty (Ger-Gse)o6e 9y,  (Llz€Te)Sve  (¥'82-022) 2GS (6'€5-G'9%) 205 601 yv—GE
(ezg-L81) 50z (T'1e-T'L0) 162 (92528 v'0S 2661 (F'T2—v9T) 68T (€Le-€Te)eve  (00S-9'€v) 89y €€6  (rve—v61) 6T (2L2-022) 9ve (G95-G'0S) G'€S  6S0T ¥€-GZ  UBWOMA
BT 58T (F29-9¥9)T99 (TLT-6%D)¥'ST ziey (SYI-LTDTET  (€952)vv. (8€1-0TN) vel  Le12  (rsz-8T2) o€z (009-8'95) 625 (T0z-6'9T) 58T g1z e(Peziprepuess abe) 6z
(761-0,T) 28T  (¥'89-9'69) 029 (6'ST-L€T)8YT ¢Iey (SYI-LTITET (€9,-G¢) vy, (8€T-0TT)vel  L€T2 (0Ge¥T2)cee  (8'19-9',6) 2'6S (L'81-G'ST) T'LT  G.LTC (8pnu1D) Ge=
(e8e-6'02) 9ve (89v-2c88)Gey (0.6-882)6¢€ 805  (rre—esr)8ee (Les—LTvely (2se-0Ge) 10 91€  (6ee€T12)9/¢ (9Tr282) 6% (E¥r-908) GLE 26T G92
(e'G2-58T) 6T (£'G9-G'29) ¥'19 (8'6T-8€T)89T G685  (S6T-ETT)¥'ST (02.-899)6'T.  (59T-68)LCT 662  (6'€e-5€2) 282 (T'95-Gv¥) €05 (L'Ge—€'9T)0'Tc 982 ¥9-G§
(06T-¥v1) 29T (86220 0€.  (ZCT-¥'8)€0T 1.6 (621-g'2)z0oT  (0'98-v'6L) L'28 we-8sv)TL 16y (T'lg-g6T) €€ (1'29-885)T'€9 (G9T-¥'0T)GET 08 vS-Gy
(ce1-8¥1) 02T  (8TL-2'99) 069 (T9T-6TT)OYT 90T (csT-v6)eer (00892 €9,  (TvI-S8)ETT w6y  (Evg—LLT)0Te (9°99-8'85) 229 (€6T-€€T)€9T 285 yy—GE
(T81-6'€1) 09T  (T'9.-TTL) 9L  (T2T-28) v 0T 21T (2ei-zl) L6 (L'98-€6.) 628 (T0T-69) 8L L85  (Sve-T18T)€Te  (869-#'29) T'99 (2'GT-0°0T) 92T  GE€9 ve-Ge UsN
ubiH 9JeJapoN MO u ubiH 91eJapoN MO u ubiH 91eJapoIN MO u
I} leany uequn (s1A) aby PEN
(1D 9%56) 9% ‘eade Jeand pue uegJn ul s|aAs] AlIAnae [eaisAyd Jo aoduajenald
€ 9|qel

® Europe PMC Funders Author Manuscripts

® Europe PMC Funders Author Manuscripts

; available in PMC 2019 January 28.

Public Health. Author manuscript



	Abstract
	Introduction
	Methods
	Measurement of PA
	Conversion of PA data to estimated energy expenditure
	Procedures of classifying PA levels

	Data analysis
	Ethical considerations

	Results
	Sociodemographic characteristics
	Time (in minutes) spent by the respondents in work, transport and recreation-related PA in a typical week
	Sex specific time (in minutes) spent by the respondents of urban and rural areas in doing PA in a typical week
	Distribution of total PA MET-minutes in a typical week by area of residence
	Composition of total PA in urban and rural areas
	Prevalence of PA levels (low, moderate and high) in urban and rural areas

	Discussion
	References
	Fig. 1
	Fig. 2
	Table 1
	Table 2
	Table 3

