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Abstract
Background
Lower levels of physical activity (PA) and sedentary behaviour (SB) have been associated with increased cardiometabolic risk among children. However, little is known about the independent and combined associations of PA and SB as well as different types of these behaviours with cardiometabolic risk in children. We therefore investigated these relationships among children.

Methods
The subjects were a population sample of 468 children 6–8 years of age. PA and SB were assessed by a questionnaire administered by parents and validated by a monitor combining heart rate and accelerometry measurements. We assessed body fat percentage, waist circumference, blood glucose, serum insulin, plasma lipids and lipoproteins and blood pressure and calculated a cardiometabolic risk score using population-specific Z-scores and a formula waist circumference + insulin + glucose + triglycerides - HDL cholesterol + mean of systolic and diastolic blood pressure. We analysed data using multivariate linear regression models.

Results
Total PA was inversely associated with the cardiometabolic risk score (β = -0.135, p = 0.004), body fat percentage (β = -0.155, p < 0.001), insulin (β = -0.099, p = 0.034), triglycerides (β = -0.166, p < 0.001), VLDL triglycerides (β = -0.230, p < 0.001), VLDL cholesterol (β = -0.168, p = 0.001), LDL cholesterol (β = -0.094, p = 0.046) and HDL triglycerides (β = -0.149, p = 0.004) and directly related to HDL cholesterol (β = 0.144, p = 0.002) adjusted for age and gender. Unstructured PA was inversely associated with the cardiometabolic risk score (β = -0.123, p = 0.010), body fat percentage (β = -0.099, p = 0.027), insulin (β = -0.108, p = 0.021), triglycerides (β = -0.144, p = 0.002), VLDL triglycerides (β = -0.233, p < 0.001) and VLDL cholesterol (β = -0.199, p < 0.001) and directly related to HDL cholesterol (β = 0.126, p = 0.008). Watching TV and videos was directly related to the cardiometabolic risk score (β = 0.135, p = 0.003), body fat percentage (β = 0.090, p = 0.039), waist circumference (β = 0.097, p = 0.033) and systolic blood pressure (β = 0.096, p = 0.039). Resting was directly associated with the cardiometabolic risk score (β = 0.092, p = 0.049), triglycerides (β = 0.131, p = 0.005), VLDL triglycerides (β = 0.134, p = 0.009), VLDL cholesterol (β = 0.147, p = 0.004) and LDL cholesterol (β = 0.105, p = 0.023). Other types of PA and SB had less consistent associations with cardiometabolic risk factors.

Conclusions
The results of our study emphasise increasing total and unstructured PA and decreasing watching TV and videos and other sedentary behaviours to reduce cardiometabolic risk among children.

Trial registration
ClinicalTrials.gov Identifier: NCT01803776.
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Background
Overweight and obesity among children are a major public health problem in developed countries including Finland [1–3]. The epidemic of childhood obesity has also increased the prevalence of paediatric metabolic syndrome [4–6]. Moreover, overweight and obesity track from childhood into adulthood and are associated with an increased risk of metabolic syndrome, type 2 diabetes and cardiovascular disease in adulthood [7, 8]. Therefore, the prevention of clustering of metabolic risk factors should commence in early childhood.
The metabolic syndrome represents a cluster of cardiometabolic abnormalities, including abdominal obesity, insulin resistance, glucose intolerance, dyslipidaemia and elevated blood pressure [4, 9]. The definitions of paediatric metabolic syndrome have been criticised, because they are based on artificial cut-offs for the individual features of metabolic syndrome used in adults [10, 11]. Therefore, studies among children or adolescents have often employed composite cardiometabolic risk scores that have been calculated using the features of metabolic syndrome as continuous variables [12–15].
Lower levels of physical activity (PA) and higher levels of sedentary behaviour (SB) have been associated with an increased overall cardiometabolic risk [12, 13, 16, 17] and overweight [18–20] among children. However, there are few studies on the independent associations of PA and SB with cardiometabolic risk factors other than overweight in children [19, 21]. A recent study showed that lower levels of PA were associated with many cardiometabolic risk factors independent of SB and that watching TV, playing video games and using computer were related to some cardiometabolic risk factors independent of PA among children [21]. Moreover, little is known about the combined associations of PA and SB with cardiometabolic risk factors [21]. Whereas watching TV, playing video games and using computer have been associated with overweight among children, there are no studies on the independent relationships of other types of PA or SB with clustered cardiometabolic risk or individual cardiometabolic risk factors among children.
We investigated the independent and combined associations of PA and SB as well as different types of these behaviours with overall cardiometabolic risk using cardiometabolic risk score and with individual cardiometabolic risk factors.

Methods
Study design and study population
The present study is based on the baseline data from the Physical Activity and Nutrition in Children (PANIC) Study, which is an ongoing exercise and diet intervention study in a population sample of primary school children from the city of Kuopio, Finland. Altogether 736 children aged 6–8 years who started first grade in primary schools in 2007–2009 were invited to participate in the baseline examinations between October 2007 and November 2009. Of the invited children, 512 (70%) participated. Complete data on variables used in the analyses were available for 468. The study protocol was approved by the Research Ethics Committee of the Hospital District of Northern Savo. All participating children and their parents gave informed written consent.

Assessment of physical activity and sedentary behaviour
Habitual PA during a usual week was assessed by the PANIC Physical Activity Questionnaire administered by the parents at home. The types of PA included organised sports, structured exercise, unstructured PA, commuting to and from school and PA during recess. The frequency of each type of PA, expressed in sessions per week, and the duration of a single session of each type of PA, expressed in hours per session to accuracy of half an hour, were asked. The amount of each PA type was calculated by multiplying frequency with duration and was expressed in minutes per day. The amount of total PA was calculated by summing the amounts of each PA type and was expressed in minutes per day. All children in the first grade had 90 minutes of physical education per week that was included in total PA.
Habitual SB during usual five weekdays and two weekend days was also assessed by the PANIC Physical Activity Questionnaire administered by the parents at home. The types of SB included watching TV and videos, using a computer and playing video games, using a mobile phone and playing mobile games, listening to music, playing a musical instrument, reading, writing, drawing, doing arts and crafts, playing board games and resting. Electronic media time (EMT) was calculated by summing watching TV and videos, using a computer and playing video games and using a mobile phone and playing mobile games. The amount of total SB was calculated by summing the times spent in each SB and was expressed in minutes per day weighted by the number of weekdays and weekend days.
We validated the PANIC Physical Activity Questionnaire using the Actiheart monitor combining heart rate and accelerometry measurements (Actiheart, CamNtech, Cambridge, UK) in a subsample of 38 children examined at baseline of the PANIC Study. Total PA measured by the questionnaire correlated positively with total PA measured by the Actiheart monitor (r = 0.37, p = 0.033).

Assessment of dietary factors
The number of meals and snacks per day, food consumption and nutrient intake were assessed by food records on four consecutive days [22].

Assessment of cardiometabolic risk factors
Body composition and blood pressure were assessed by a research nurse at Institute of Biomedicine, University of Eastern Finland. Body height was measured by a wall-mounted stadiometer and body weight by the Inbody 720® bioimpedance device [23]. Body mass index (BMI) was calculated as body weight divided by body height squared. BMI-standard deviation score (BMI-SDS) was assessed by national references [24]. Body fat percentage and lean mass were measured by the Lunar® dual energy x-ray absorptiometry (DXA) device [23]. Waist circumference was measured after expiration at mid-distance between the bottom of the rib cage and the top of the iliac crest [23]. Blood pressure was measured manually on the right arm by a calibrated aneroid sphygmomanometer (Heine 130 Gamma G7, Munich, Germany). The measurement protocol included, after a rest of five minutes, three measurements in the sitting position at 2-minute intervals. The mean of all three values were used as the systolic and diastolic blood pressure.
Venous blood samples were taken after a 12-hour overnight fast by a laboratory nurse at Institute of Biomedicine, University of Eastern Finland. The blood samples were analysed at Laboratory of Clinical Chemistry at University Hospital of Kuopio. The assessment of plasma glucose, total, high-density lipoprotein (HDL) and low-density lipoprotein (LDL) cholesterol and triglycerides as well as serum insulin from 12-hour fasting samples has been explained previously [25]. Very low-density lipoprotein (VLDL) was separated by ultracentrifugation and HDL by precipitation of LDL after removal of VLDL fraction [26].
A continuous cardiometabolic risk score variable was calculated as the sum of Z-scores of waist circumference, insulin, glucose, triglycerides, HDL cholesterol and the mean of systolic and diastolic blood pressure that are specific for the PANIC study population. The Z-score of HDL cholesterol was multiplied by -1, because HDL cholesterol is inversely associated with cardiometabolic risk. A higher cardiometabolic risk score indicates a less favourable cardiometabolic risk profile.

Statistical analyses
Statistical analyses were performed with the SPSS software, Version 21.0 (Armonk, NY: IBM Corp.). To normalise skewed distributions, a natural logarithmic transformation was performed for waist circumference and triglycerides, VLDL triglycerides, VLDL cholesterol and HDL triglycerides and a square-root transformation was performed for insulin. Differences in basic characteristics betweengenders were tested with the T-test for independent samples. The associations of different types of PA and SB with cardiometabolic risk score and individual cardiometabolic risk factors were analysed using linear regression models and standardised regression coefficients (β) adjusted for age and gender. Total PA and EMT were divided into three groups of similar size at tertiles of the distribution of these variables (thirds). Cardiometabolic risk score and individual cardiometabolic risk factors were compared across the thirds of PA and EMT using general linear models (GLM) adjusted for age and gender to explore possible nonlinear associations. The combined associations of PA and EMT with cardiometabolic risk factors were analysed by dichotomising PA and EMT at the median and comparing cardiometabolic risk factors in the four groups using GLM adjusted for age and gender. Associations with a P-value <0.05 were considered statistically significant.


Results
Basic characteristics
The girls had lower levels of PA and EMT, higher levels of most other types of SB, a poorer cardiorespiratory fitness and less favourable levels of most cardiometabolic risk factors than the boys (Table 1).Table 1
                          Basic characteristics
                        


	 	All (N = 468)
	Girls (N = 225)
	Boys (N = 243)
	P-value for difference*

	Age (years)
	7.6 ± 0.4
	7.6 ± 0.4
	7.7 ± 0.4
	0.180

	Height (cm)
	128.7 ± 5.7
	127.6 ± 5.6
	129.7 ± 5.5
	
                              <0.001
                            

	Weight (kg)
	26.8 ± 5.7
	26.4 ± 5.0
	27.1 ± 4.7
	0.113

	Body mass index
	16.1 ± 2.1
	16.1 ± 2.2
	16.1 ± 2.0
	0.767

	Body mass index standard deviation scorea
	-0.20 ± 1.1
	-0.18 ± 1.1
	-0.22 ± 1.1
	0.662

	Waist circumference (cm)
	56.6 ± 5.5
	55.9 ± 5.8
	57.2 ± 5.2
	
                              0.008
                            

	Body fat percentage (%)
	19.6 ± 8.1
	22.4 ± 7.6
	17.0 ± 7.7
	
                              <0.001
                            

	Fasting serum insulin (mU/I)
	4.5 ± 2.5
	4.8 ± 2.3
	4.3 ± 2.6
	
                              0.003
                            

	Fasting plasma glucose (mmol/l)
	4.8 ± 0.4
	4.8 ± 0.4
	4.9 ± 0.4
	
                              0.004
                            

	Fasting plasma triglycerides (mmol/l)
	0.60 ± 0.24
	0.62 ± 0.25
	0.58 ± 0.23
	0.052

	Fasting plasma HDL cholesterol (mmol/l)
	1.60 ± 0.31
	1.57 ± 0.31
	1.64 ± 0.32
	
                              0.011
                            

	Fasting plasma LDL cholesterol (mmol/l)
	2.36 ± 0.51
	2.41 ± 0.53
	2.31 ± 0.49
	
                              0.022
                            

	Fasting plasma VLDL triglycerides (mmol/l)b
	0.28 ± 0.20
	0.30 ± 0.21
	0.27 ± 0.19
	0.272

	Fasting plasma VLDL cholesterol (mmol/l)b
	0.12 ± 0.10
	0.13 ± 0.11
	0.12 ± 0.10
	0.466

	Fasting plasma HDL triglycerides (mmol/l)b
	0.16 ± 0.04
	0.16 ± 0.04
	0.15 ± 0.03
	0.389

	Fasting plasma total cholesterol (mmol/l)
	4.27 ± 0.62
	4.31 ± 0.63
	4.23 ± 0.61
	0.149

	Systolic blood pressure (mmHg)
	100.1 ± 7.3
	99.8 ± 7.6
	100.4 ± 7.1
	0.418

	Diastolic blood pressure (mmHg)
	61.7 ± 6.6
	61.5 ± 6.8
	61.8 ± 6.5
	0.629

	Cardiometabolic risk score
	-0.03 ± 3.51
	0.02 ± 3.42
	-0.08 ± 3.60
	0.740

	Total physical activity (min/d)c
	111.4 ± 42
	104.3 ± 39.1
	117.9 ± 43.7
	
                              <0.001
                            

	 Unstructured physical activity (min/d)
	49.7 ± 31.5
	44.6 ± 30.8
	54.4 ± 31.4
	
                              0.001
                            

	 Structured exercise (min/d)d
	6.4 ± 11.3
	5.0 ± 7.3
	7.7 ± 13.9
	
                              0.009
                            

	 Organised sports (min/d)
	8.4 ± 11.8
	7.5 ± 11.3
	9.2 ± 12.2
	0.120

	 Commuting to and from school (min/d)
	18 ± 16.3
	18.8 ± 16.8
	17.3 ± 15.8
	0.320

	 Physical activity during recess (min/d)d
	16 ± 4.2
	15.5 ± 4.1
	16.5 ± 4.3
	
                              0.016
                            

	Total sedentary behaviour (min/d)
	212.3 ± 99.7
	220.5 ± 97.5
	204.7 ± 101.3
	0.087

	 Electronic media time (min/d)d
	101.9 ± 52.4
	89.5 ± 46.3
	113.2 ± 55
	
                              <0.001
                            

	  Watching television and videos (min/d)d
	67.7 ± 33.2
	68.2 ± 33.9
	67.3 ± 32.6
	0.754

	  Using a computer and playing video games (min/d)
	30.9 ± 31.1
	19.2 ± 22.3
	41.8 ± 34.0
	
                              <0.001
                            

	  Using a mobile phone and playing mobile games (min/d)
	3.2 ± 8.8
	2.1 ± 5.9
	4.2 ± 10.8
	
                              0.012
                            

	 Listening to music (min/d)
	12.9 ± 21.0
	15.7 ± 23.2
	10.2 ± 18.5
	
                              0.005
                            

	 Playing a musical instrument (min/d)
	3.1 ± 10.0
	4.2 ± 11.5
	2.1 ± 8.3
	
                              0.026
                            

	 Reading (min/d)d
	23.4 ± 23.2
	25.1 ± 21.8
	21.9 ± 24.4
	0.145

	 Writing (min/d)
	6.7 ± 12.3
	9.7 ± 13.9
	3.9 ± 9.9
	
                              <0.001
                            

	 Drawing (min/d)
	25.5 ± 25.2
	33.4 ± 27.0
	18.1 ± 20.9
	
                              <0.001
                            

	 Doing arts and crafts (min/d)
	13.5 ± 20.2
	19.5 ± 21.6
	8.0 ± 17.1
	
                              <0.001
                            

	 Playing board games (min/d)
	15.1 ± 18.3
	14.5 ± 16.5
	15.6 ± 19.8
	0.524

	 Resting (min/d)e
	10.6 ± 25.6
	9.4 ± 24.9
	11.6 ± 26.1
	0.366

	Maximal work load during exercise test (W/kg of body lean mass)f
	3.7 ± 0.52
	3.6 ± 0.50
	3.8 ± 0.50
	
                              <0.001
                            

	Maximal work load during exercise test (W/kg of total body mass)f
	2.9 ± 0.54
	2.7 ± 0.46
	3.1 ± 0.53
	
                              <0.001
                            


Basic characteristics in girls and boys are presented as means and standard deviations. P-values <0.05 are bolded.
*Differences in means between girls and boys were analysed with independent samples t-test, aBased on Finnish reference values, bAll N = 388, Girls N = 178, Boys N = 210, cIncludes 90 minutes of physical activity during physical education per week, dN = 467, eN = 464, fN = 465.




Independent associations of different types of PA with cardiometabolic risk factors
Total PA was inversely associated with cardiometabolic risk score, body fat percentage, insulin, triglycerides, VLDL triglycerides, VLDL cholesterol, LDL cholesterol and HDL triglycerides and directly related to HDL cholesterol adjusted for age and gender (Table 2), total SB and all dietary factors (data not shown). The associations with the cardiometabolic risk score (β = -0.048, p = 0.232) and insulin (β = -0.038, p = 0.380) disappeared and the associations with triglycerides (β = -0.143, p = 0.002) and HDL cholesterol (β = 0.116, p = 0.013) weakened after further adjustment for body fat percentage.Table 2
                          Associations of physical activities and sedentary behaviours with cardiometabolic risk factors
                        


	 	Cardiometabolic risk score
	Body fat percentage (%)
	Waist circumference (cm)A
	Fasting serum insulin (mU/l)A
	Fasting blood glucose (mmol/l)A
	Fasting plasma TG (mmol/l)A
	Fasting plasma HDL Chol (mmol/l)A
	Systolic blood pressure (mmHg)A
	Diastolic blood pressure (mmHg)A
	Fasting plasma VLDL TGB(mmol/l)
	Fasting plasma VLDL CholB(mmol/l)
	Fasting plasma LDL Chol (mmol/l)
	Fasting plasma HDL TGB(mmol/l)

	Variable
	β
	β
	β
	β
	β
	β
	β
	β
	β
	β
	β
	β
	β

	
                              Total physical activity (min/d)
                            
	
                              -0.135
                              **
                            
	-0.155 ***
	-0.074
	
                              -0.099
                              **
                            
	0.02
	
                              -0.166
                              ***
                            
	
                              0.144
                              **
                            
	-0.042
	0.021
	
                              -0.230
                              ***
                            
	
                              -0.168
                              **
                            
	
                              -0.094
                              **
                            
	
                              -0.149
                              **
                            

	 Unstructured physical activity (min/d)
	
                              -0.123
                              **
                            
	
                              -0.099
                              **
                            
	-0.042
	
                              -0.108
                              **
                            
	-0.011
	
                              -0.144
                              **
                            
	
                              0.126
                              **
                            
	0.018
	-0.021
	
                              -0.233
                              ***
                            
	
                              -0.199
                              ***
                            
	-0.074
	-0.089

	 Structured exercise (min/d)
	-0.026
	-0.058
	-0.026
	-0.061
	0.029
	0.005
	0.044
	-0.056
	0.065
	-0.015
	0.036
	-0.018
	0.004

	 Organised sports (min/d)
	-0.042
	
                              -0.131
                              **
                            
	-0.059
	-0.010
	0.043
	-0.089
	
                              0.113
                              **
                            
	0.027
	
                              0.104
                              **
                            
	-0.074
	-0.056
	
                              -0.092
                              **
                            
	-0.086

	 Commuting to and from school (min/d)
	-0.037
	-0.030
	-0.017
	0.024
	0.033
	-0.083
	0.031
	-0.086
	-0.006
	-0.084
	-0.042
	-0.005
	
                              -0.153
                              **
                            

	 Physical activity during recess (min/d)
	
                              -0.098
                              **
                            
	
                              -0.148
                              **
                            
	
                              -0.107
                              **
                            
	
                              -0.097
                              **
                            
	-0.064
	-0.015
	-0.078
	
                              -0.14
                              **
                            
	
                              -0.096
                              **
                            
	0.015
	0.039
	-0.065
	0.016

	
                              Total sedentary behaviour (min/d)
                            
	0.086
	0.072
	0.052
	0.022
	0.014
	
                              0.130
                              **
                            
	-0.074
	0.058
	-0.038
	0.079
	0.077
	0.077
	0.089

	 Electronic media time (min/d)
	
                              0.129
                              **
                            
	0.082
	0.091
	0.089
	0.020
	
                              0.105
                              **
                            
	-0.087
	0.061
	0.045
	0.063
	0.075
	0.039
	0.032

	 Watching television and videos (min/d)
	
                              0.135
                              **
                            
	
                              0.090
                              **
                            
	
                              0.097
                              **
                            
	0.085
	0.066
	0.065
	-0.063
	
                              0.096
                              **
                            
	0.071
	0.014
	0.023
	0.045
	0.021

	 Using a computer and playing video games (min/d)
	0.078
	0.032
	0.038
	0.063
	-0.021
	
                              0.116
                              **
                            
	-0.085
	-0.018
	0.006
	0.107
	
                              0.115
                              **
                            
	0.043
	0.016

	 Using a mobile phone and playing mobile games (min/d)
	-0.020
	0.028
	0.028
	-0.009
	-0.074
	-0.006
	0.010
	0.040
	-0.036
	-0.035
	-0.032
	-0.081
	0.048

	 Listening to music (min/d)
	-0.035
	-0.038
	-0.056
	-0.025
	0.032
	0.076
	
                              0.092
                              **
                            
	-0.017
	-0.082
	0.050
	0.019
	-0.018
	
                              0.141
                              **
                            

	 Playing a musical instrument (min/d)
	-0.071
	-0.072
	-0.051
	
                              -0.134
                              **
                            
	-0.015
	-0.045
	0.004
	0.043
	-0.050
	-0.040
	-0.020
	-0.012
	-0.010

	 Reading (min/d)
	0.036
	0.019
	0.015
	-0.014
	0.030
	0.048
	-0.051
	0.027
	-0.036
	-0.014
	-0.020
	0.038
	0.069

	 Writing (min/d)
	0.030
	0.054
	0.042
	0.001
	-0.005
	0.031
	-0.025
	0.049
	-0.028
	0.000
	-0.020
	0.059
	-0.008

	 Drawing (min/d)
	0.055
	0.063
	0.031
	0.018
	0.028
	0.066
	-0.033
	0.05
	-0.018
	0.037
	0.038
	0.085
	0.028

	 Doing arts and crafts (min/d)
	0.015
	0.023
	-0.026
	0.035
	0.028
	0.049
	0.008
	0.025
	-0.073
	0.066
	0.052
	0.034
	0.072

	 Playing board games (min/d)
	-0.050
	-0.014
	-0.035
	-0.065
	-0.027
	-0.036
	-0.031
	-0.033
	-0.045
	-0.046
	-0.048
	-0.019
	-0.025

	 Resting (min/d)
	
                              0.092
                              **
                            
	0.075
	0.076
	0.035
	-0.002
	
                              0.131
                              **
                            
	-0.086
	0.007
	-0.011
	
                              0.134
                              **
                            
	
                              0.147
                              **
                            
	
                              0.105
                              **
                            
	0.061


Standardized regression coefficients (β) are from linear regression models adjusted for age and gender. Values with p < 0.05 are bolded.
***p < 0.001, **p < 0.01 and *p < 0.05, AComponents of cardiometabolic risk score, BN = 388.



Unstructured PA was inversely associated with the cardiometabolic risk score, body fat percentage, insulin, triglycerides, VLDL triglycerides and VLDL cholesterol and directly related to HDL cholesterol adjusted for age and gender (Table 2), total SB and all dietary factors (data not shown). The associations with the cardiometabolic risk score (β = -0.067, p = 0.096) and insulin (β = -0.069, p = 0.114) were no longer statistically significant after controlling for body fat percentage.
Organised sports were inversely associated with body fat percentage and LDL cholesterol and directly related to HDL cholesterol and diastolic blood pressure adjusted for age and gender (Table 2), total SB and all dietary factors (data not shown). The associations with LDL cholesterol (β = -0.069, p = 0.133) and HDL cholesterol (β = 0.088, p = 0.053) were no longer statistically significant after further adjustment for body fat percentage.
PA during recess was inversely related to the cardiometabolic risk score, body fat percentage, waist circumference, insulin and systolic and diastolic blood pressure adjusted for age and gender (Table 2), total SB and all dietary factors (data not shown). The associations with the cardiometabolic risk score (β = -0.014, p = 0.724) and insulin (β = -0.039, p = 0.363) disappeared after additional adjustment for body fat percentage.
PA during commuting to and from school was inversely associated with HDL triglycerides adjusted for age and gender (Table 2), total SB, all dietary factors and body fat percentage (data not shown).

Independent associations of different types of SB with cardiometabolic risk factors
Total SB was directly associated with triglycerides adjusted for age and gender (Table 2), total PA, all dietary factors and body fat percentage (data not shown).
EMT was directly associated with the cardiometabolic risk score and triglycerides adjusted for age and gender (Table 2). The association with the cardiometabolic risk score remained almost similar after adjustment for total PA (data not shown), but it weakened after controlling for body fat percentage (β = 0.083, p = 0.040) and the number of meals (β = 0.114, p = 0.018). The relationship to triglycerides was no longer statistically significant after adjustment for total PA (β = 0.080, p = 0.094), the number of meals (β = 0.093, p = 0.056) or body fat percentage (β = 0.092, p = 0.051).
Watching TV and videos was directly related to the cardiometabolic risk score, body fat percentage, waist circumference and systolic blood pressure adjusted for age and gender (Table 2). The association with cardiometabolic risk score was similar after further adjustment for total PA (data not shown), but it weakened after controlling for body fat percentage (β = 0.085, p = 0.032) or the number of meals (β = 0.119, p = 0.010). The relationship to body fat percentage remained similar after further adjustment for all dietary factors (data not shown), but it was no longer statistically significant after controlling for total PA (β = 0.077, p = 0.076). The association with waist circumference was similar after further adjustment for total PA (data not shown), but it was no longer statistically significant after controlling for the number of meals (β = 0.083, p = 0.071). The relationship to systolic blood pressure remained similar after adjustment for total PA and all dietary factors, but it was no longer statistically significant after controlling for body fat percentage (β = 0.075, p = 0.097).
Using a computer and playing video games was directly associated with triglycerides and VLDL cholesterol adjusted for age and gender (Table 2) as well as body fat percentage (data not shown). The association with triglycerides was no longer statistically significant after adjustment for total PA (β = 0.075, p = 0.097) or the number of meals, sugar-sweetened beverages and salty snacks (β = 0.082, p = 0.088). Also the association with VLDL cholesterol did not remain statistically significant after adjustment for total PA (β = 0.086, p = 0.120) or the number of meals, sugar-sweetened beverages and salty snacks (β = 0.095, p = 0.091).
Resting was directly associated with the cardiometabolic risk score, triglycerides, VLDL triglycerides, VLDL cholesterol and LDL cholesterol adjusted for age and gender (Table 2) as well as total PA and dietary factors (data not shown). The association with the cardiometabolic risk score was no longer statistically significant after controlling for body fat percentage (β = 0.049, p = 0.215).
Listening to music was directly related to HDL cholesterol and HDL triglycerides adjusted for age and gender (Table 2) as well as total PA, all dietary factors and body fat percentage (data not shown). Playing a musical instrument was inversely associated with insulin adjusted for age and gender (Table 2) as well as total PA and all dietary factors (data not shown). This relationship weakened after adjustment for body fat percentage (β = -0.106, p = 0.014).

Combined associations of total PA and EMT with the cardiometabolic risk score
The cardiometabolic risk score decreased with increasing thirds of total PA after controlling for age and gender (Figure 1). Also body fat percentage (21.0, 19.8 and 18.6%, P = 0.023), VLDL triglycerides (0.31, 0.29 and 0.25 mmol/l, P = 0.001), VLDL cholesterol (0.14, 0.13 and 0.11 mmol/l, P = 0.025) and HDL triglycerides (0.16, 0.16 and 0.15 mmol/l, P = 0.043) decreased and HDL cholesterol (1.54, 1.61 and 1.64 mmol/l, P = 0.019) increased with increasing thirds of total PA. The cardiometabolic risk score increased with increasing thirds of EMT after controlling for age and gender (Figure 2). Whereas the cardiometabolic risk score was highest among children with higher levels of EMT (above median) and lower levels of total PA (below median) after adjustment for age and gender, it was lowest among children with a lower EMT and a higher total PA (Figure 3).[image: A12966_2013_Article_882_Fig1_HTML.jpg]
Figure 1Means of cardiometabolic risk score in thirds of total physical activity. Means of cardiometabolic risk score in lowest (<87 min/day), middle (87–127 min/day) and highest (> 127 min/day) third of total physical activity adjusted for age and gender.
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Figure 2Means of cardiometabolic risk score in thirds of electronic media time. Means of cardiometabolic risk score in lowest (<77 min/day), middle (77–115 min/day) and highest (> 115 min/day) third of electronic media time adjusted for age and gender.
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Figure 3Combined association physical activity and electronic media time with cardiometabolic risk score. Combined association of total physical activity (categorised at median of 107 min/day) and electronic media time (categorised at median of 96 min/day) with cardiometabolic risk score adjusted for age and gender.






Discussion
We found that lower levels of total PA, particularly unstructured PA, and higher levels of SB, especially watching TV and videos and resting, were associated with an increased cardiometabolic risk. The combination of lower levels of total PA and higher levels of EMT was related to the highest cardiometabolic risk.
There are a number of studies on the associations of PA and SB with overall cardiometabolic risk and overweight among children [12, 13, 16–20]. However, few studies have addressed the question, whether PA and SB are related to overall cardiometabolic risk and body adiposity independent of other health behaviours or individual cardiometabolic risk factors in children [27]. In the European Youth Heart Study among children and adolescents, PA was not associated with body adiposity, but it was inversely related to overall cardiometabolic risk independent of watching TV and body adiposity [27]. However, watching TV was directly related to body adiposity and the direct association of watching TV with overall cardiometabolic risk was partly accounted for body adiposity and the frequency of meals. In contrast to the results of the European Youth Heart Study [27], our findings suggest that the inverse association of PA with overall cardiometabolic risk is largely explained by body adiposity. Consistent with the results of the European Youth Heart Study, however, the direct relationship of SB with overall cardiometabolic risk was partly accounted for body adiposity and the number of meals. We also observed that the direct association of watching TV with body adiposity was partly explained by total PA. These findings together suggest that some unhealthy eating behaviours accumulate in children with higher levels of SB.
We found that total, unstructured and recess PA were inversely associated with fasting insulin independent of total SB, but the relationship between total PA and fasting insulin was largely explained by body adiposity. These results are consistent with the observation that PA improves insulin sensitivity by reducing body adiposity [28]. PA has been inversely associated and SB has been directly related to fasting insulin regardless of body adiposity among children in some earlier studies [29–31]. In the European Youth Heart Study among children and adolescents, PA was inversely associated with fasting insulin even after controlling for watching TV and body adiposity, but the direct relationship between watching TV and fasting insulin was explained by body adiposity [27].
Our findings suggest that lower levels of total and unstructured PA and higher levels of total SB and resting are most consistently associated with unfavourable levels of lipids and lipoproteins and that most of these relationships were independent of eating behaviours and body adiposity. PA has been inversely associated with triglycerides and LDL cholesterol and directly related to HDL cholesterol in some studies among children [27, 32–35]. However, SB has not been independently associated with triglycerides, LDL cholesterol or HDL cholesterol among children. Moreover, there are no previous studies on the relationships of PA or SB to VLDL triglycerides, VLDL cholesterol or HDL triglycerides among children. PA could decrease triglycerides and increase cholesterol in HDL particles by decreasing triglycerides in lower-density lipoproteins and by changing the activities of lipoprotein lipase, hepatic lipase or lipid transfer proteins [36, 37].
We found that only PA during recess was inversely associated with systolic and diastolic blood pressure among children. Organised sports were directly associated with diastolic blood pressure, although they were inversely related to body adiposity. Moreover, watching TV and videos was directly associated with systolic blood pressure. One explanation for our observations is that recess PA may relief emotional stress and thereby reduce sympathetic activity and lower blood pressure and that organised sports and watching TV and videos may have opposite effects among children. In previous studies, evidence on the association of PA with blood pressure among children has been limited and inconclusive [38].
Children in our study sample spent on average six hours per week in unstructured PA and two hours per week in PA during recess. Both of these common types of PA were inversely associated with cardiometabolic risk, suggesting that an increase in unstructured and recess PA could reduce cardiometabolic risk at the population level. Children in our study sample spent almost two hours per day watching TV and videos and with other electronic media. EMT was also directly related to cardiometabolic risk. Therefore, more attention should be paid to the reduction of screen time, particularly if it tends to reduce time spent in PA.
The strengths of our study include a rather large population sample of healthy girls and boys and comprehensive and detailed assessments of cardiometabolic risk factors and possible confounding factors. We used a continuous cardiometabolic risk score, because it is a more sensitive way to describe cardiometabolic risk than dichotomous definitions for metabolic syndrome [14, 15, 39, 40]. Lack of an objective measure of PA is a limitation in our study. Total PA measured by The PANIC Physical Activity Questionnaire had a moderate positive correlation with total PA measured objectively by the Actiheart monitor in a subset of the children, however, suggesting that our questionnaire can be used for the assessment of total physical activity among children. Moreover, we designed the questionnaire specifically for investigating the different types of PA and SB among primary school children. A weakness of our study is the cross-sectional study design that did not allow us to draw conclusions about causality or temporal order of the relationships of PA and SB with cardiometabolic risk. Moreover, although we had an opportunity to control for several confounding factors, we could not rule out residual confounding due to unmeasured or inadequately measured factors.

Conclusions
The results of our study emphasise increasing total and unstructured PA, decreasing watching TV and videos and other sedentary behaviours and avoiding unhealthy eating to reduce cardiometabolic risk among children.

Acknowledgements
This work was financially supported by grants from Ministry of Social Affairs and Health of Finland, Ministry of Education and Culture of Finland, University of Eastern Finland, Finnish Innovation Fund Sitra, Social Insurance Institution of Finland, Finnish Cultural Foundation, Juho Vainio Foundation, Foundation for Paediatric Research, Paavo Nurmi Foundation, Paulo Foundation, Diabetes Research Foundation, Research Committee of the Kuopio University Hospital Catchment Area (State Research Funding) and Kuopio University Hospital (EVO funding number 5031343). In addition the authors thank Kate Westgate, Stefanie Mayle and Søren Brage from the Physical Activity Epidemiology Group and Physical Activity Technical Team at the MRC Epidemiology Unit, Institute of Metabolic Science, Addenbrooke's Hospital, Cambridge, United Kingdom, for their assistance with Actiheart data.

References
1.
Janssen I, Katzmarzyk PT, Boyce WF, Vereecken C, Mulvihill C, Roberts C, Currie C, Pickett W, Health Behaviour in School-Aged Children Obesity Working Group: Comparison of overweight and obesity prevalence in school-aged youth from 34 countries and their relationships with physical activity and dietary patterns. Obes Rev. 2005, 6: 123-132. 10.1111/j.1467-789X.2005.00176.x.CrossRef

2.
Kipping RR, Jago R, Lawlor DA: Obesity in children. Part 1: epidemiology, measurement, risk factors, and screening. BMJ. 2008, 337: a1824-10.1136/bmj.a1824.CrossRef

3.
Vuorela N, Saha MT, Salo M: Prevalence of overweight and obesity in 5- and 12-year-old Finnish children in 1986 and 2006. Acta Paediatr. 2009, 98: 507-512. 10.1111/j.1651-2227.2008.01110.x.CrossRef

4.
Weiss R, Dziura J, Burgert TS, Tamborlane WV, Taksali SE, Yeckel CW, Allen K, Lopes M, Savoye M, Morrison J, Sherwin RS, Caprio S: Obesity and the metabolic syndrome in children and adolescents. N Engl J Med. 2004, 350: 2362-2374. 10.1056/NEJMoa031049.CrossRef

5.
De Ferranti SD, Osganian SK: Epidemiology of paediatric metabolic syndrome and type 2 diabetes mellitus. Diab Vasc Dis Res. 2007, 4: 285-296. 10.3132/dvdr.2007.055.CrossRef

6.
Pacifico L, Anania C, Martino F, Poggiogalle E, Chiarelli F, Arca M, Chiesa C: Management of metabolic syndrome in children and adolescents. Nutr Metab Cardiovasc Dis. 2011, 21: 455-466. 10.1016/j.numecd.2011.01.011.CrossRef

7.
Juonala M, Magnussen CG, Berenson GS, Venn A, Burns TL, Sabin MA, Srinivasan SR, Daniels SR, Davis PH, Chen W, Sun C, Cheung M, Viikari JS, Dwyer T, Raitakari OT: Childhood adiposity, adult adiposity, and cardiovascular risk factors. N Engl J Med. 2011, 365: 1876-1885. 10.1056/NEJMoa1010112.CrossRef

8.
Magnussen CG, Koskinen J, Chen W, Thomson R, Schmidt MD, Srinivasan SR, Kivimaki M, Mattsson N, Kahonen M, Laitinen T, Taittonen L, Ronnemaa T, Viikari JS, Berenson GS, Juonala M, Raitakari OT: Pediatric metabolic syndrome predicts adulthood metabolic syndrome, subclinical atherosclerosis, and type 2 diabetes mellitus but is no better than body mass index alone: the Bogalusa Heart Study and the Cardiovascular Risk in Young Finns Study. Circulation. 2010, 122: 1604-1611. 10.1161/CIRCULATIONAHA.110.940809.CrossRef

9.
Steinberger J, Daniels SR, Eckel RH, Hayman L, Lustig RH, McCrindle B, Mietus-Snyder ML, American Heart Association Atherosclerosis, Hypertension, and Obesity in the Young Committee of the Council on Cardiovascular Disease in the Young, Council on Cardiovascular Nursing, and Council on Nutrition, Physical Activity, and Metabolism: Progress and challenges in metabolic syndrome in children and adolescents: a scientific statement from the American heart association atherosclerosis, hypertension, and obesity in the young committee of the council on cardiovascular disease in the young; council on cardiovascular nursing; and council on nutrition, physical activity, and metabolism. Circulation. 2009, 119: 628-647. 10.1161/CIRCULATIONAHA.108.191394.CrossRef

10.
Ford ES, Li C: Defining the metabolic syndrome in children and adolescents: will the real definition please stand up?. J Pediatr. 2008, 152: 160-164. 10.1016/j.jpeds.2007.07.056.CrossRef

11.
Kassi E, Pervanidou P, Kaltsas G, Chrousos G: Metabolic syndrome: definitions and controversies. BMC Med. 2011, 9: 48-7015. 10.1186/1741-7015-9-48. 9-48CrossRef

12.
Andersen LB, Harro M, Sardinha LB, Froberg K, Ekelund U, Brage S, Anderssen SA: Physical activity and clustered cardiovascular risk in children: a cross-sectional study (The European Youth Heart Study). Lancet. 2006, 368: 299-304. 10.1016/S0140-6736(06)69075-2.CrossRef

13.
Ekelund U, Anderssen SA, Froberg K, Sardinha LB, Andersen LB, Brage S, European Youth Heart Study Group: Independent associations of physical activity and cardiorespiratory fitness with metabolic risk factors in children: the European youth heart study. Diabetologia. 2007, 50: 1832-1840. 10.1007/s00125-007-0762-5.CrossRef

14.
Eisenmann JC: On the use of a continuous metabolic syndrome score in pediatric research. Cardiovasc Diabetol. 2008, 7: 17.CrossRef

15.
Eisenmann JC, Laurson KR, DuBose KD, Smith BK, Donnelly JE: Construct validity of a continuous metabolic syndrome score in children. Diabetol Metab Syndr. 2010, 2: 8-10.1186/1758-5996-2-8. 5996-2-8CrossRef

16.
Ekelund U, Luan J, Sherar LB, Esliger DW, Griew P, Cooper A, International Children’s Accelerometry Database (ICAD) Collaborators: Moderate to vigorous physical activity and sedentary time and cardiometabolic risk factors in children and adolescents. JAMA. 2012, 307: 704-712. 10.1001/jama.2012.156.CrossRef

17.
Martinez-Gomez D, Eisenmann JC, Gomez-Martinez S, Veses A, Marcos A, Veiga OL: Sedentary behavior, adiposity and cardiovascular risk factors in adolescents. The AFINOS study Revista espanola de cardiologia. 2010, 63: 277-285.CrossRef

18.
Ortega FB, Ruiz JR, Castillo MJ: Physical activity, physical fitness, and overweight in children and adolescents: evidence from epidemiologic studies. Endocrinologia y nutricion: organo de la Sociedad Espanola de Endocrinologia y Nutricion. 2013, 60: 458-469. 10.1016/j.endonu.2012.10.006.CrossRef

19.
Tremblay MS, LeBlanc AG, Kho ME, Saunders TJ, Larouche R, Colley RC, Goldfield G, Connor Gorber S: Systematic review of sedentary behaviour and health indicators in school-aged children and youth. Int J Behav Nutr Phys Activ. 2011, 8: 98-10.1186/1479-5868-8-98. 5868-8-98CrossRef

20.
Ortega FB, Ruiz JR, Sjostrom M: Physical activity, overweight and central adiposity in Swedish children and adolescents: the European Youth Heart Study. Int J Behav Nutr Phys Activ. 2007, 4: 61-10.1186/1479-5868-4-61.CrossRef

21.
Chaput JP, Saunders TJ, Mathieu ME, Henderson M, Tremblay MS, O’Loughlin J, Tremblay A: Combined associations between moderate to vigorous physical activity and sedentary behaviour with cardiometabolic risk factors in children. Appl Physiol Nutr Metab. 2013, 38: 477-483. 10.1139/apnm-2012-0382.CrossRef

22.
Eloranta AM, Lindi V, Schwab U, Kiiskinen S, Kalinkin M, Lakka HM, Lakka TA: Dietary factors and their associations with socioeconomic background in Finnish girls and boys 6–8 years of age: the PANIC Study. Eur J Clin Nutr. 2011, 65: 1211-1218. 10.1038/ejcn.2011.113.CrossRef

23.
Eloranta AM, Lindi V, Schwab U, Tompuri T, Kiiskinen S, Lakka HM, Laitinen T, Lakka TA: Dietary factors associated with overweight and body adiposity in Finnish children aged 6–8 years: the PANIC Study. Int J Obes (2005). 2012, 36: 950-955. 10.1038/ijo.2012.89.CrossRef

24.
Saari A, Sankilampi U, Hannila ML, Kiviniemi V, Kesseli K, Dunkel L: New Finnish growth references for children and adolescents aged 0 to 20 years: length/height-for-age, weight-for-length/height, and body mass index-for-age. Ann Med. 2011, 43: 235-248. 10.3109/07853890.2010.515603.CrossRef

25.
Viitasalo A, Laaksonen DE, Lindi V, Eloranta AM, Jaaskelainen J, Tompuri T, Vaisanen S, Lakka HM, Lakka TA: Clustering of metabolic risk factors is associated with high-normal levels of liver enzymes among 6- to 8-year-old children: the panic study. Metab Syndr Relat Disord. 2012, 10: 337-343. 10.1089/met.2012.0015.CrossRef

26.
Agren JJ, Hallikainen M, Vidgren H, Miettinen TA, Gylling H: Postprandial lipemic response and lipoprotein composition in subjects with low or high cholesterol absorption efficiency. Clin Chim Acta. 2006, 366: 309-315. 10.1016/j.cca.2005.11.006.CrossRef

27.
Ekelund U, Brage S, Froberg K, Harro M, Anderssen SA, Sardinha LB, Riddoch C, Andersen LB: TV viewing and physical activity are independently associated with metabolic risk in children: the European Youth Heart Study. PLoS Med. 2006, 3: e488-10.1371/journal.pmed.0030488.CrossRef

28.
Lakka TA, Laaksonen DE: Physical activity in prevention and treatment of the metabolic syndrome. Appl Physiol Nutr Metab. 2007, 32: 76-88. 10.1139/h06-113.CrossRef

29.
Schmitz KH, Jacobs DR, Hong CP, Steinberger J, Moran A, Sinaiko AR: Association of physical activity with insulin sensitivity in children. Int J Obes Relat Metab Disord. 2002, 26: 1310-1316. 10.1038/sj.ijo.0802137.CrossRef

30.
Brage S, Wedderkopp N, Ekelund U, Franks PW, Wareham NJ, Andersen LB, Froberg K: Objectively measured physical activity correlates with indices of insulin resistance in Danish children. The European Youth Heart Study (EYHS). Int J Obes Relat Metab Disord. 2004, 28: 1503-1508. 10.1038/sj.ijo.0802772.CrossRef

31.
Sardinha LB, Andersen LB, Anderssen SA, Quiterio AL, Ornelas R, Froberg K, Riddoch CJ, Ekelund U: Objectively measured time spent sedentary is associated with insulin resistance independent of overall and central body fat in 9- to 10-year-old Portuguese children. Diabetes Care. 2008, 31: 569-575.CrossRef

32.
Brage S, Wedderkopp N, Ekelund U, Franks PW, Wareham NJ, Andersen LB, Froberg K, European Youth Heart Study (EYHS): Features of the metabolic syndrome are associated with objectively measured physical activity and fitness in Danish children: the European Youth Heart Study (EYHS). Diabetes Care. 2004, 27: 2141-2148. 10.2337/diacare.27.9.2141.CrossRef

33.
Kelley GA, Kelley KS: Aerobic exercise and lipids and lipoproteins in children and adolescents: a meta-analysis of randomized controlled trials. Atherosclerosis. 2007, 191: 447-453. 10.1016/j.atherosclerosis.2006.04.019.CrossRef

34.
Strong WB, Malina RM, Blimkie CJ, Daniels SR, Dishman RK, Gutin B, Hergenroeder AC, Must A, Nixon PA, Pivarnik JM, Rowland T, Trost S, Trudeau F: Evidence based physical activity for school-age youth. J Pediatr. 2005, 146: 732-737. 10.1016/j.jpeds.2005.01.055.CrossRef

35.
Escalante Y, Saavedra JM, Garcia-Hermoso A, Dominguez AM: Improvement of the lipid profile with exercise in obese children: a systematic review. Prev Med. 2012, 54: 293-301. 10.1016/j.ypmed.2012.02.006.CrossRef

36.
Lehmann R, Engler H, Honegger R, Riesen W, Spinas GA: Alterations of lipolytic enzymes and high-density lipoprotein subfractions induced by physical activity in type 2 diabetes mellitus. Eur J Clin Investig. 2001, 31: 37-44. 10.1046/j.1365-2362.2001.00752.x.CrossRef

37.
Jafari M, Leaf DA, MacRae H, Kasem J, O’Conner P, Pullinger C, Malloy M, Kane JP: The effects of physical exercise on plasma prebeta-1 high-density lipoprotein. Metabolism. 2003, 52: 437-442. 10.1053/meta.2003.50086.CrossRef

38.
Sun C, Pezic A, Tikellis G, Ponsonby A, Wake M, Carlin JB, Cleland V, Dwyer T: Effects of school-based interventions for direct delivery of physical activity on fitness and cardiometabolic markers in children and adolescents: a systematic review of randomized controlled trials. Obes Rev. 2013, 14: 818-838. 10.1111/obr.12047.CrossRef

39.
Ragland DR: Dichotomizing continuous outcome variables: dependence of the magnitude of association and statistical power on the cutpoint. Epidemiol (Cambridge, Mass). 1992, 3: 434-440. 10.1097/00001648-199209000-00009.CrossRef

40.
Okosun IS, Lyn R, Davis-Smith M, Eriksen M, Seale P: Validity of a continuous metabolic risk score as an index for modeling metabolic syndrome in adolescents. Ann Epidemiol. 2010, 20: 843-851. 10.1016/j.annepidem.2010.08.001.CrossRef



Competing interests
The authors declare that they have no competing interests.

Authors’ contributions
JV participated in the collection of data, conducted the statistical analyses and drafted the manuscript. AME, AV, TT, NL, PK, EKL, JA and HML participated in the data collection and drafted the manuscript. DEL helped in the data analysis and drafted the manuscript. VL helped in obtaining funding, participated in the data collection and drafted the manuscript. TAL planned and conceived the study, was responsible for obtaining funding and lead drafting of the manuscript. All authors read and approved the final manuscript.


OEBPS/sidebar.gif





OEBPS/contact.gif





OEBPS/A12966_2013_Article_882_Fig3_HTML.jpg
Cardiometabolic risk score

0.80

0.60

0.20

0.00 |

-0.20

-0.40

-0.60

-0.80

-1.00

-0.41
Low EMT High EMT High EMT
w PA High PA Low PA
N=109 N=110 N=126





OEBPS/A12966_2013_Article_882_Fig1_HTML.jpg
Cardiometabolic risk score

0.00

-0.20

-0.40

-0.60

-0.80

P=0.022 for diff

-0.57

m Lowest third N=158
= Middle third N=153
Highest third N=157

1 by GLM






OEBPS/A12966_2013_Article_882_Fig2_HTML.jpg
Cardiometabolic risk score

Lowest third N=167
= Middle third N=149

-0.20

-0.40

-0.60 -

-0.80 -

m Highest third N=151

-0.17

-0.67

P=0.002 for diff I I 1 1 by GLM






