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ABSTRACT
Background Low physical activity and high sedentary 
behaviour are unquestionably relevant for public health 
while also increasing direct and indirect costs.
Methods The authors examined the direct and indirect 
costs attributable to low physical activity and high 
sedentary behaviour in Finland in 2017. Costs related to 
major non- communicable diseases drawn from Finnish 
registries covered direct costs (outpatient visits, days of 
inpatient care, medication and institutional eldercare) 
and indirect costs (sickness- related absences, disability 
pensions, unemployment benefits, all- cause mortality 
and losses of income tax revenue). Prevalences of low 
physical activity and high sedentary behaviour (≥8 hours 
per 16 waking hours) were based on self- reports among 
adolescents or accelerometer data among adults and 
the elderly from three Finnish population studies: FINFIT 
2017, Health 2011 and the Cardiovascular Risk in Young 
Finns Study. Cost calculations used adjusted population 
attributable fractions (PAF) and regression models. Total 
annual costs were obtained by multiplying PAF by the 
total costs of the given disease.
Results The total costs of low physical activity in 
Finland in 2017 came to approximately €3.2 billion, 
of which direct costs accounted for €683 million and 
indirect ones for €2.5 billion. Costs attributable to high 
sedentary behaviour totalled roughly €1.5 billion.
Conclusion The findings suggest that low physical 
activity and high sedentary behaviour levels create 
substantial societal costs. Therefore, actions intended to 
increase physical activity and reduce excessive sedentary 
behaviour throughout life may yield not only better 
health but also considerable savings to society.

INTRODUCTION
Self- reported data indicate that, worldwide, around 
a third of adults do not reach the recommended 
weekly level of aerobic physical activity.1 In Finland, 
estimates of the proportion of adults meeting the 
health- enhancing- aerobic- physical- activity recom-
mendation range from accelerometer- measured 
22.5%2 to 31% from self- reporting.3 Physical 
activity is unquestionably relevant for public health: 
there is an established relationship between a phys-
ically active lifestyle and a lower risk of many non- 
communicable diseases, all- cause mortality4 5 and a 
higher quality of life.6 Additionally, high sedentary 
behaviour, irrespective of meeting physical- activity 
recommendations, has been shown to pose an 

independent risk of deleterious health outcomes 
(eg, type 2 diabetes, cardiovascular diseases, all- 
cause mortality).6 7 However, according to Ekelund 
et al,8 high levels of moderate- intensity physical 
activity (about 60–75 min per day) seem to elimi-
nate the increased risk of death associated with high 
sitting time.

Non- communicable diseases reduce individuals’ 
health- related quality of life while also increasing 
direct and indirect costs.9 In recent years, research 
has revealed various costs of low physical activity 
and high sedentary behaviour4 7 9; for example, 
Ding et al9 estimated that, globally, physical inac-
tivity created approximately international dollar 
(INT$)53.8 billion in direct healthcare costs and 

WHAT IS ALREADY KNOWN ON THIS TOPIC
 ⇒ Worldwide, around a third of adults do not 
reach the recommended weekly level of aerobic 
physical activity.

 ⇒ While prior work attests to a link between 
physical activity and higher labour market 
returns, little is known about physical 
inactivity’s impacts on tax revenue and 
unemployment benefits.

 ⇒ According to prior studies physical inactivity 
represents approximately 0.3%–4.6% of the 
nation’s healthcare costs.

WHAT THIS STUDY ADDS
 ⇒ The study produced deeper insight related to 
costs arising from low physical activity and high 
sedentary behaviour.

 ⇒ The indirect costs were more than three times 
the direct ones.

 ⇒ Physical inactivity costs Finnish society several 
billion euros each year.

HOW THIS STUDY MIGHT AFFECT RESEARCH, 
PRACTICE AND/OR POLICY

 ⇒ Societal investments in actions that can raise 
the population’s physical activity levels are 
likely to lead to substantial savings at the 
societal level.

 ⇒ An important topic for future studies would 
be to explore the indirect costs of low physical 
activity in more detail.
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INT$13.7 billion in productivity losses in 2013. Moreover, direct 
healthcare costs from prolonged sedentariness (>6 hours/day) in 
England alone have been put at roughly £0.8 billion for 2016–
2017,7 which is so far the only cost- of- illness study on sedentary 
behaviour. Alongside the direct costs due to non- communicable 
diseases and all- cause mortality, research in this area pinpoints a 
connection between physical activity and labour market rewards 
such as higher earnings10–13 and employment.11 14–16 Inversely, 
physical inactivity may diminish individuals’ work ability or 
attachment to the labour market, thereby leading to higher indi-
rect costs.

We undertook this study to estimate direct and indirect costs 
attributable to low physical activity and high sedentary behaviour 
levels in Finland in 2017, thereby contributing to the discus-
sion in three important ways. First, our study enriches under-
standing of costs arising from physical inactivity by considering 
not only direct costs related to healthcare but also indirect costs, 
including sickness- related absences, disability pension, losses 
in income taxes and unemployment benefits. While previous 
studies17–19 attest to a connection between physical activity and 
higher labour market returns, little is known about the impact 
of physical inactivity on tax revenue (ie, returns not received by 
the government) and unemployment benefits (ie, costs paid by 
the government). Second, our study used multiple population- 
based data sets from Finland, with both self- reported and 
accelerometer- measured information on physical inactivity and 
sedentary behaviour, covering various stages of life, alongside 
national statutory registries of the use of healthcare services and 
indirect labour market costs. Lastly, our sedentary behaviour- 
related estimates cover both the healthcare and productivity 
costs.

METHODS
Data
Our estimates account for costs attributable to low physical 
activity defined as less than 150 min of moderate- intensity or 
75 min of vigorous physical activity per week6 and high seden-
tary behaviour (at least 8 hours of sitting/reclining/lying during 
16 waking hours, ie, accelerometer wear time) (see online 
supplemental material, p. 2) as follows: (1) direct healthcare 
costs (outpatient visits, days of inpatient care, medication) and 
eldercare (institutional care or formal care in the client’s own 
home) and (2) indirect costs including sickness- related absences, 
disability pensions, unemployment benefits, all- cause mortality 
and losses of income tax revenue. Table 1 summarises the 
main variables, the age ranges and the register- based data sets 
employed in the present study. Costs were evaluated from a soci-
etal perspective and were all converted to values in 2017,20 the 
year of the FINFIT population- based study.21

Direct costs
Cost estimates for healthcare use arising from non- communicable 
diseases (see table 1) were based on statutory national registries 
from 2016: the National Institute for Health and Welfare’s Care 
Register for Health Care (HILMO) and Register of Primary 
Health Care Visits (AvoHILMO). Exceptionally, costs from type 
2 diabetes were derived from Finnish Diabetes Association data 
for 2011, because these were the most accurate data obtainable 
for the condition and also included the comorbidities.22 23 Data 
for costs for the institutional eldercare24 are described in online 
supplemental material 1 (p. 4).

Indirect costs
Indirect costs arising from non- communicable diseases were 
estimated for the same diseases as the direct costs and were 
derived from the year 2017 national statistic of Social Insurance 

Table 1 Variables and register- based data sets employed in the cost estimations in different age groups

Variable Data set and data- collection year Age range (years)

Physical activity and sedentary behaviour rate

Accelerometer- measured physical activity FINFIT 2017 (Finnish population study)
Health 2011 (Finnish population study)

20–69
70–84

Accelerometer- measured sedentary behaviour FINFIT 2017 (Finnish population study)
Health 2011 (Finnish population study)

20–69
70–84

Self- reported physical activity Cardiovascular Risk in Young Finns Study (1980–1992) 15

Direct costs

Non- communicable diseases* Hospital- discharge register, 2016
Finnish Statistics on Medicines, 2016
Finnish Diabetes Association, 2011
Finnish Cancer Registry, 2016

All

Institutional eldercare† Hospital- discharge register for social welfare, 2016 ≥65

Indirect costs

Sickness- related absences and disability pension‡ Social Insurance Institution of Finland, 2017
Finnish Diabetes Association, 2011 (type 2 diabetes)
Finnish Centre for Pensions, 2017 (depression)

15–64

All- cause mortality Causes of Death, 2016 15–64

Unemployment benefits Finnish Longitudinal Employer–Employee Data (FLEED), 
2005–2012

28–47

Income taxes FLEED, 2005–2012 28–47

*Includes coronary heart disease, type 2 diabetes, breast cancer, colon cancer, stroke, depression (mild and moderate), fracture (proximal humerus, distal radius and hip) and back disorders 
(visits to a primary care physician).
†Includes Alzheimer’s disease, hip fracture and stroke.
‡Includes coronary heart disease, type 2 diabetes, breast cancer, colon cancer, stroke, depression, fracture and back disorders.
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Institution of Finland and Finnish Centre for Pensions. All- cause 
mortality figures were based on national statistics25 (see online 
supplemental material, p. 5). Sickness- related absences and 
disability- pension figures about type 2 diabetes were calculated 
from Finnish Diabetes Association data from 2011.26 For the 
second category of indirect costs, labour market costs, we esti-
mated the additional costs connected with average yearly income 
tax and unemployment benefits in 2005–2012 from the Cardio-
vascular Risk in Young Finns Study data linked to the Finnish 
Longitudinal Employer–Employee Data and Longitudinal Popu-
lation Census Data of Statistics Finland (see online supplemental 
material, pp. 5–6).

Population attributable fraction
Direct costs, productivity losses from sickness- related absences, 
disability pension and all- cause mortality, and costs of institu-
tional eldercare arising from low physical activity and high 
sedentary behaviour were calculated as per the approaches by 
Ding et al9 and Lee et al,4 using adjusted population attributable 
fraction (PAF)27 (see online supplemental material, page 1, first 
paragraph).

Relative risks (RRs) for each non- communicable disease were 
mainly based on values reported in meta- analyses and were age- 
adjusted. However, most RRs were adjusted for several factors, 
such as physical activity, age, body mass index, smoking habits 
and education (see table 2). Total annual costs were obtained by 
multiplying the PAF by the total costs of the non- communicable 
disease of interest (see tables 1 and 2 and online supplemental 
table 1).

Ordinary least squares (OLS) models were employed for 
detecting longitudinal associations between physical inactivity in 
adolescence and indirect labour market costs in adulthood (see 
online supplemental material, 1.3.2.2, for details on variables). 
Self- reported physical activity was assessed at the age of 15. On 
average, 67% of the adolescents were physically inactive while 
the proportion of physically active adolescents was 33% (see 
online supplemental table 4). To account for variables that could 
confound the association between physical inactivity and indi-
rect labour market costs in adulthood, we adjusted the models 
for several individual- background and family- background 
factors (see online supplemental table 5). The individual factors 
comprised sex, birth cohort, birth month, the individual’s chronic 
diseases, body fat, education level in adulthood and employment 
status, whereas the family factors comprised parental education, 
parents’ physical activity, family income and family size.

Sensitivity analysis
To evaluate uncertainty of the findings, we performed five sensi-
tivity analyses. First, we assumed that instead of 77% physi-
cally inactive adults found with accelerometry, 85% of adults 
were physically inactive, because those willing to participate in 
scientific studies may well be physically more active than non- 
participants. This selection bias may lead to underestimating 
the costs. Second, the cost calculations applied a friction- cost 
approach,28 not a human- capital one: costs related to premature 
mortality were estimated for a 3–6 month period during which 
the employer can replace a deceased employee. Third, we based 
the analysis on the change in prevalence of the non- communicable 

Table 2 Adjusted relative risks (RR) for non- communicable diseases that is attributable to low physical activity and high sedentary behaviour 
reported in studies of physical inactivity, institutional eldercare and sedentary behaviour

Study/reference RR (95% Cl) Adjustment factor*

Physical inactivity

Coronary heart disease Lee et al4 1.16 (1.04 to 1.30) 1.20

Type 2 diabetes Lee et al4 1.20 (1.10 to 1.33) 1.23

Breast cancer Lee et al4 1.33 (1.26 to 1.42) 1.05

Colon cancer Lee et al4 1.32 (1.23 to 1.39) 1.22

Stroke Ding et al9 1.18 (NA) 1.40†

Depression Schuch et al40 1.19 (1.13 to 1.26)‡ NA

Back pain Shiri and Falah- Hasani41 1.12 (1.03 to 1.22) NA

Fracture Qu et al42 1.41 (1.25 to 1.59) NA

All- cause mortality Lee et al4 1.28 (1.21 to 1.36) 1.22

Institutional eldercare

Alzheimer’s disease Beckett et al43 1.64 (1.37 to 1.92) NA

Fracture Qu et al42 1.41 (1.25 to 1.59) NA

Stroke Ding et al9 1.18 (NA) 1.40

Sedentary behaviour

Coronary heart disease Petersen et al44 1.12 (0.95 to 1.28)§ 1.23

Type 2 diabetes Heron et al7 1.88 (1.62 to 2.17) 1.12

All- cause mortality Heron et al7 1.25 (1.16 to 1.34) 1.87

Colon cancer Heron et al7 1.30 (1.12 to 1.49) 1.22

Breast cancer Shen et al45 1.17 (1.03 to 1.33) NA

Depression Zhai et al46 1.14 (1.06 to 1.21) NA

*Adjustment factor was used to explore differences in physical activity and sedentary behaviour between cases with non- communicable disease of interest and healthy participants: If not 
reported for the cases, physical acitivity was derived from the entire study population.7

†From Finnish (FINRISK) cohort study.
‡OR.
§Pooled HR.
NA, not available.
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diseases from 2016 to 2019 and all- cause mortality from 2016 
to 2018 (2019 data were unavailable), and estimates used the 
patient numbers reported by primary care physicians.29 Fourth, 
we conducted a sensitivity analysis using the 6 hours cut- off of 
sedentary behaviour besides using the 8 hours cut- off. Finally, 
we followed Lechner10 and Lechner and Downward15 in using 
propensity score matching (PSM) for estimating indirect labour 
market costs. This identification strategy enables addressing any 
selection bias and unobserved heterogeneity when determining 
the association between physical inactivity and indirect labour 
market costs.

RESULTS
Direct costs
The annual direct costs of physical inactivity totalled approxi-
mately €683 million (see table 3), or 22% of the estimated direct 
costs of non- communicable diseases (see online supplemental 
material, tables 1–2). Costs from institutional eldercare repre-
sented 61% of the direct costs of physical inactivity (see table 3). 
The costliest non- communicable disease concerning the work-
ing- age population was type 2 diabetes, constituting the highest 
economic burden from physical inactivity, roughly €153 million/
year (see online supplemental table 2).

In contrast, the largest component of direct costs due to 
high sedentary behaviour was the use of healthcare services, 
accounting for 74% of the €469 million total sum (see table 3). 
As in the case of physical inactivity, type 2 diabetes constituted a 
considerable economic burden, representing approximately 91% 
of the total direct costs attributable to high sedentary behaviour 
(see online supplemental table 3).

Indirect costs
Annual indirect costs due to physical inactivity totalled approxi-
mately €2546 million (see table 3) with €1844 million in income 
tax losses representing 72% of the costs (see table 3 and online 

supplemental table 5). Indirect costs of non- communicable 
diseases (sickness- related absences, disability pension and all- 
cause mortality) totalled approximately €681 million, with 
nearly half of these costs (48%) being attributable to disability 
pension (see table 3). All- cause mortality accounted for 44% of 
indirect costs of these diseases. The indirect costs due to high 
sedentary behaviour totalled €1034 million (see table 3), of 
which disability- pension payments accounted for 67%.

Total costs
With direct and indirect costs taken together, total costs of 
physical inactivity in 2017 were approximately €3.2 billion 
(see table 3). The greatest economic burden related to physical 
inactivity was from lost income tax (€1.8 billion), followed by 
institutional eldercare (€419 million) and disability- pension 
payments related to non- communicable diseases (€325 million) 
(see table 3). When the economic burden due to physical inac-
tivity was broken down by disease, type 2 diabetes was the largest 
component (total costs: €391 million), depression the second- 
largest (€89 million) and stroke the third- largest (€46 million) 
(see online supplemental table 2). The costs of high sedentary 
behaviour totalled roughly €1.5 billion (see table 3).

Sensitivity analysis
The first sensitivity analysis, using 85% instead of 78% as the 
proportion for physically inactive adults, suggests direct and 
productivity- related costs (excluding unemployment benefits 
and lost income tax revenue) of €1469 million instead of the 
€1363 million we obtained (not shown in table). The second 
analysis involved a friction- cost approach to mortality costs: with 
a 3–6 month friction period, direct and productivity costs were 
€1139 million and €1214 million, respectively. With the third 
analysis, the total costs, assuming a higher prevalence of non- 
communicable diseases in 2019, rose to €1351 million. Thus, the 
results suggest that the costs from non- communicable diseases 

Table 3 Mean direct and indirect costs associated with low physical activity (of 77% of adults) and high sedentary behaviour (83%), in millions 
of euros, except unemployment benefits and income tax or earnings- tax contributions (cited as per- individual costs in euros and were converted to 
values in 2017)

Cost (in millions of euros) of low physical 
activity (95% CI)*

Cost (in millions of euros) of
≥8 hours of sedentary behaviour per 16 waking hours (95% CI)

Direct costs†

  Use of healthcare services 214.1 (137.4 to 292.9) 346.3 (253.3 to 421.8)

  Medications 49.1 (28.2 to 71.5) 122.9 (97.9 to 143.7)

  Institutional eldercare 419.4 (306.2 to 504.3) –

  Total direct costs‡ 682.6 (471.8 to 868.7) 469.2 (351.2 to 565.4)

Indirect costs

  Short sickness- related absence (≤10 days)† 11.3 (6.5 to 15.8) 2.3 (0.5 to 3.8)

  Long sickness- related absence (>10 days)† 44.4 (29.3 to 59.3) 42.6 (27.4 to 54.9)

  Disability pension† 324.9 (187.5 to 469.9) 691.3 (542.2 to 813.0)

  All- cause mortality† 300.1 (238.1 to 363.1) 298.1 (205.6 to 378.1)

  Income taxes§ 1843.7 (639.0 to 3005.8) –

  Unemployment benefits § 21.2 (4.3 to 38.1) –

  Total indirect costs‡ 2545.5 (1104.7 to 3952.0) 1034.3 (775.7 to 1249.8)

Total costs 3228.1 (1576.5 to 4820.7) 1503.5 (1126.9 to 1815.2)

*CIs are based on the lower and upper relative risk level, excluding unemployment benefits and income tax.
†Costs related to non- communicable diseases.
‡Total costs (excluding income taxes and unemployment benefits)=  

∑
i = disease PAFix overall costs of healthcarei , that is, total annual costs were obtained by 

multiplying the population attributable fraction by the total costs of the relevant disease.
§The results are based on ordinary least squares regression (see online supplemental material 1) in which the reference category is being physically active. Models include controls for gender, 
birth cohort, birth month, an individual’s chronic diseases, body fat, education level, employment status, parents’ education, parents’ physical activity, family income and family size.
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may lie in the €1214–€1469 million range. The fourth analysis 
based on the 6 hours cut- off of sedentary behaviour indicated 
costs of €1.7 billion (not shown in table). Lastly, if the aggregate 
indirect labour market costs were based on PSM instead of OLS 
estimates, the approximate costs would be €2.3 billion in income 
tax losses (95% CI: €850 million to €3.7 billion) and €41 million 
in unemployment benefits paid (95% CI: €22 million to €59 
million) (see online supplemental table 6). These aggregate costs 
are €490 million higher (€470 million from tax losses plus €20 
million from unemployment benefits) than those obtained via 
OLS estimates.

DISCUSSION
This study used several data sets and evaluated the direct and indi-
rect costs of low physical activity and high sedentary behaviour 
from a societal perspective. The findings extend insights into 
costs arising from physical inactivity and sedentary behaviour, 
through encompassing not only direct healthcare costs but also 
indirect costs from sickness- related absences, disability payments, 
income tax losses and unemployment benefits.

The results attest to substantial costs of low physical activity 
(€3.2 billion) and high sedentary behaviour (€1.5 billion) in 
Finland in 2017, thereby showing that actions to increase phys-
ical activity levels and reduce excessive sedentary behaviour 
would be beneficial. For example, greater physical activity would 
produce higher income tax revenue and reduce healthcare expen-
diture—in 2017 alone, Finland’s direct healthcare expenditure 
was €20.6 billion.30 Our results indicate that roughly 1.3% of 
the latter expenditure (excluding costs of institutional eldercare) 
is attributable to physical inactivity (see online supplemental 
table 2). This proportion is consistent with previous findings 
that physical inactivity represents approximately 0.3%–4.6% of 
the nation’s healthcare costs.31 While Ding et al9 estimated the 
corresponding direct healthcare costs to the Finnish public sector 
in 2013 at 86 million euros (international dollar values from 
2013 were converted to 2017 euros, with inflation considered), 
our figures were considerably higher. We found the healthcare 
costs borne by the public sector to be €263 million. There are 
several reasons for these divergent results. First, the study by 
Ding and colleagues used a self- reported 27%–29% prevalence 
for physical inactivity, which is a considerably lower proportion 
than our accelerometer measurements revealed (77%). Second, 
that study obtained total healthcare costs per disease case by 
dividing the total healthcare costs for the disease by the case 
count, whereas we based the healthcare cost values on the actual 
use of healthcare services as per national registries. In addition, 
our estimations factored in also the costs of depression, fractures 
and back pain in addition to coronary heart disease, stroke, type 
2 diabetes, breast cancer and colon cancer, which explains the 
higher costs in our study.

The costs related to high sedentary behaviour, in turn, were 
found considerably lower in UK than in Finland (£677 million 
vs €1.5 billion).7 There are at least three reasons. First, the UK 
study considered fewer diseases. Also, the direct healthcare costs 
found for type 2 diabetes in UK were considerably lower than 
those found for Finland, and only 30% of adults in UK appeared 
to meet the criterion on high sedentariness for weekdays 
(≥6 hours/day),  as  per  a  questionnaire,  while  83%  of  Finnish 
adults were sedentary more than 8 hours/day. Lastly, our seden-
tary behaviour- related estimates cover both the healthcare and 
productivity costs.

In calculations, physical inactivity and sedentary behaviour 
are treated as binary variables. However, in reality, there is a 

gradient between the volume of sedentary behaviour and the 
risk of non- communicable diseases: for example, 6 hours of daily 
sedentary behaviour increase risk to a certain extent, but 7 hours 
of sedentary behaviour increase more and 8 hours even more. 
Similarly, the risk of non- communicable diseases increases while 
the volume of weekly physical activity decreases.

Underestimation of costs
There are some issues that may lead to underestimation of total 
costs. One of these stems from missing information. Public regis-
ters did not provide all the essential diagnosis- linked informa-
tion on medication and disability pension for fractures, breast 
cancer and colon cancer. Additionally, information on inpatient 
care for back pain is absent because this condition was only 
recently added to the register data. Moreover, private- sector 
healthcare and occupational health costs were not included since 
that information was inaccessible as well. Second, most short- 
duration sickness- related absences (<11 days) were excluded 
because of missing information. The third limitation is related 
to the use of RRs. They were all based on self- reports, not on 
accelerometer data, so they may under- represent the actual risks. 
Also, self- reported physical activity and sitting time are over-
estimated/underestimated compared with accelerometer- based 
data reveal.32 In addition, not all RRs had the same number of 
adjustments. Fourth, not every disease had an adjustment factor 
(see table 2) that explores differences in physical activity and 
sedentary behaviour between the less active cases with non- 
communicable diseases and more active healthy participants. 
Therefore, low physical activity among the cases with depres-
sion, back pain, fractures, Alzheimer’s disease and breast cancer 
may be underestimated. Consequently, physical inactivity among 
cases may be underestimated concerning depression, back pain, 
fractures, Alzheimer’s disease and breast cancer. Though we used 
adjusted RRs, figures for the prevalence of physical inactivity in 
our PAF- based estimation were largely based on a healthy popu-
lation, because inactivity data were not available from people 
with the non- communicable disease of interest. Lastly, while the 
costs related to type 2 diabetes were based on the year 2011, the 
prevalence of this disease has shown a steady increase in Finland 
over 2000–2017.33 Therefore, we assume that the costs found 
would have been higher if the current costs from type 2 diabetes 
had been used instead.

Overestimation of costs
Overestimation of the total costs is also possible, and at least 
four potential concerns need to be discussed in interpreting 
the results. First, our evaluation of lost productivity applied 
the commonly used human- capital approach for calculating 
all- cause mortality.28 This yields much higher costs compared 
with costs from the friction- cost method. One argument for our 
choice, however, is that all- cause mortality among working- age 
people is a substantial economic loss from the societal perspec-
tive, especially in countries such as Finland where society pays 
for all education. Second, our estimate for institutional eldercare 
may be high since only stroke could be considered as a comor-
bidity of dementia due to absent information34 and because the 
proportions for diseases in the institutional eldercare were based 
on capital- area data, not nationwide data, which may reduce the 
representativeness of data. Third, we could not exclude fractures 
caused by accidents from fractures caused by falling. Fourth, the 
costs connected with income taxes and unemployment benefits 
were based on a relatively small sample, about 2000 persons, 
so one should interpret the results with caution. Furthermore, 
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the associations between adolescent physical inactivity and 
labour market outcomes in adulthood are not direct evidence 
of causality. There are many potential mediators through 
which childhood physical inactivity may affect labour market 
outcomes: health, cognitive and non- cognitive skills, networking 
and positive discrimination.4 9 10 16–18 The association may even 
be spurious, stemming from unobserved factors affecting both 
adolescence physical inactivity and adulthood labour market 
performance. Hence, the findings suggesting higher unemploy-
ment benefits and lower income taxes for adolescents classified 
as physically inactive might have emerged irrespective of child-
hood physical activity levels. Although we were able to control 
for many possible confounding factors, such as childhood 
health, education and family background (eg, parents’ education 
and physical activity), a wide range of unobserved confounding 
factors may remain.

Limitations of the study
The major limitation of our study is that the healthcare costs 
obtained from the hospital- discharge register were from 2016 
but the physical inactivity and sedentary behaviour data were 
from 2017. That said, physical inactivity has provably remained 
quite stable; for example, the proportion of age- standardised 
physical inactivity among 20–69 year- olds was 78.6% in the 
Health 2011 study and 77.5% in the FINFIT 2017 study.2 35 
Also register- based studies have certain limitations, for example, 
diagnoses can be misclassified or unavailable. Neither do the 
register data provide all relevant background information since 
the data have not collected for research purposes.

Moreover, the costs of sedentary behaviour were calculated 
assuming that there is no risk of diseases if the daily sedentary 
behaviour is below 8 hours during the 16 hours daily measure-
ment period. However, further research is needed to explore 
the specific time thresholds which are associated with negative 
effects of sedentary behaviour. Therefore, we also conducted 
a sensitivity analysis using the 6 hours cut- off, which indicated 
costs of €1.7 billion, instead of €1.5 billion. In addition, missing 
RR for depression in physical activity was replaced by OR. The 
latter one is known to overestimate the RR when both estimates 
are over 1, and therefore the total annual cost of physical activity 
is estimated to be 1%–5% too high.36

The calculations of healthcare costs were based on some 
assumptions as well. First, no register is error- free but contains 
some misclassifications, although the healthcare registers in 
Nordic countries are generally regarded fairly reliable.37 Second, 
some non- communicable diseases (eg, type 2 diabetes) can 
increase the risk of another non- communicable disease (eg, coro-
nary artery disease). Therefore, it is possible that some costs for 
healthcare visits were calculated twice. In the present study, we 
tried to reduce double- counting by subtracting 30% from the 
direct costs of type 2 diabetes.22 Third, the RRs used to calcu-
late the costs were based on several international meta- analyses, 
whereas the actual RRs for certain diseases in the Finnish popu-
lation could be somewhat different. Similar approaches have 
been proposed elsewhere.4 9 Another possibility could be the use 
of Finnish cohort studies, but the lack of statistical power would 
be the case in several non- communicable diseases of lower prev-
alence. That directed us to use the methods that has been widely 
used in this type of calculations.4 9 Fourth, the prevalence of 
physical inactivity used to calculate the direct costs was based 
on accelerometer- measured data from a population sample of 
Finnish adults. Therefore, the prevalence of physical inactivity 
in our study differs from earlier estimates based on self- reports.9 

Self- reported physical activity likely underestimates the actual 
prevalence of physical inactivity, because the accelerometer 
measurements, diaries or questionnaires do not provide inter-
changeable results.38 Further, physically inactive persons may 
take part in this type of studies less likely than physically active 
persons. Therefore, in the sensitivity analysis, we also employed 
a somewhat higher proportion (85%) of physically inactive 
adults, while the precise prevalence of physical inactivity in the 
Finnish population remains unknown.35

Strengths of the study
The core strength of the study lies in including several population- 
based data sets that enabled examining with both accelerometer- 
measured and self- reported information on low physical activity 
and high sedentariness. In addition, Finnish national registries 
provide reliable information on the use of healthcare services 
and indirect productivity and labour market costs. These factors 
increased the accuracy of our estimates of the direct and indi-
rect costs of low physical activity and high sedentary behaviour, 
while our multidimensional approach can be considered a major 
advantage over prior studies, most of which relied only on 
healthcare costs. While our work supports understanding the 
phenomenon as a range of costs, one can clearly conclude that 
low physical activity and high sedentary behaviour together cost 
society several billion euros every year. The costs are expected 
to only increase, because of ageing population, coupled with 
increased prevalence of some non- communicable diseases, 
depression and type 2 diabetes among them.29 Regarding the 
generalisability of these results, we are persuaded to believe that 
the findings can be generalised to other developed European 
countries. This is because physical activity behaviour and labour 
market participation are rather similar among Europeans, and 
Europeans also have similar labour market institutions.39

In conclusion, the cumulative direct and indirect costs attrib-
utable to low physical activity and high sedentary behaviour 
levels are substantial. The key finding from our novel approach 
was that the indirect costs were more than three times the direct 
costs. Hence, it is all the more likely that effective actions aimed 
at increasing population- wide levels of physical activity would 
yield considerable savings for society. For example, our results 
suggest that increasing the proportion of people in Finland who 
meet the physical activity recommendation from 23% to 50% 
would create annual savings of about €1 billion. While an activity 
increase of this magnitude has not yet been witnessed at the 
population level, in theory, this is not an overwhelming demand, 
since the recommended minimum of 150 min moderate- to- 
vigorous physical activity per week for adults is quite reasonable. 
It demands only 2% of one’s waking hours, or about 20 minutes 
a day, with 8 hours still left for sleep. Furthermore, were the 
percentage of people who are sedentary for more than 8 waking 
hours a day to fall from 83% to 70%, the annual savings would 
be €235 million.

Author affiliations
1UKK Institute for Health Promotion Research, Tampere, Finland
2Jyväskylä University School of Business and Economics, University of Jyväskylä, 
Finland
3Faculty of Social Sciences (Heath Sciences), Tampere University, Tampere, Finland
4JAMK University of Applied Sciences, LIKES, Jyvaskyla, Finland
5Research Centre for Applied and Preventive Cardiovascular Medicine, University of 
Turku, Turku, Finland
6Paavo Nurmi Centre, Unit of Health and Physical Activity, University of Turku, Turku, 
Finland
7Centre for Population Health Research, University of Turku and Turku University 
Hospital, Turku, Finland

T
iedekuntakirjasto. P

rotected by copyright.
 on June 1, 2022 at T

urun Y
liop Laaketieteellinen

http://jech.bm
j.com

/
J E

pidem
iol C

om
m

unity H
ealth: first published as 10.1136/jech-2021-217998 on 26 A

pril 2022. D
ow

nloaded from
 

http://jech.bmj.com/


7Kolu P, et al. J Epidemiol Community Health 2022;0:1–8. doi:10.1136/jech-2021-217998

Original research

8Tampere Centre for Skills Training and Simulation, Faculty of Medicine and Health 
Technology, Tampere University, Tampere, Finland
9Department of Clinical Physiology and Nuclear Medicine, Turku University Hospital, 
Turku, Finland
10Faculty of Medicine and Health Technology, Tampere University, Tampere, Finland

Correction notice This article has been corrected since it first published. The 
affiliations have been corrected.

Contributors Designed the study: PK, JTK, TV, and HS. Contributed materials/
analysis tools: PK, JTK, JR, HS, KT, EH, JP, THT, KP, NH- K, OTR, and TV. Analysed the 
data: JR, JTK, and KT. Drafted the manuscript: PK and JTK, with critical input from TV, 
HS, THT, and JP. Approved the final version: PK, JTK, JR, HS, KT, EH, JP, THT, KP, NH- K, 
OTR, and TV. Guarantor: TV.

Funding The Cardiovascular Risk in Young Finns Study has been financially 
supported by the Academy of Finland, with grants 322098, 286284, 134309 (Eye), 
126925, 121584, 124282, 129378 (Salve), 117787 (GENDI) and 41071 (SKIDI); 
the Social Insurance Institution of Finland; Competitive State Research Financing 
of the expert-responsibility area of the Kuopio, Tampere and Turku university 
hospitals (grant agreement X51001); the Juho Vainio Foundation; the Paavo Nurmi 
Foundation; the Finnish Foundation for Cardiovascular Research; the Finnish Cultural 
Foundation; the Sigrid Jusélius Foundation; Tampere Tuberculosis Foundation; 
the Emil Aaltonen Foundation; the Yrjö Jahnsson Foundation; the Signe and Ane 
Gyllenberg Foundation; Jenny and Antti Wihuri Foundation; the Diabetes Research 
Foundation of the Finnish Diabetes Association; EU Horizon 2020 (grant agreement 
755320, for TAXINOMISIS); the European Research Council (grant agreement 
742927, for the MULTIEPIGEN project); and the Tampere University Hospital Support 
Foundation. The FINFIT 2017 and Health 2011 studies were financed by the Finnish 
Ministry of Education and Culture, and the Strategic Research Council at the 
Academy of Finland (320400).

Competing interests None declared.

Patient consent for publication Not applicable.

Ethics approval YFS- FLEED- LPC data: All participants of the Cardiovascular 
Risk in Young Finns Study provided written informed consent, and the study was 
approved by local institutional review boards (ethics committees of the participating 
universities). Parents or guardians provided written informed consent on behalf 
of the under aged children enrolled in the study. The study does not disclose 
information concerning individual persons. The linked data have been approved 
for research purposes (permission TK- 53- 673- 13) by Statistics Finland (SF), under 
the ethical guidelines of the institution which comply with the national standards. 
FINFIT 2017 and HEALTH 2011 data: The Regional Ethics Committee of the Expert 
Responsibility area of Tampere University Hospital approved the FINFIT study 
(R17030). The coordinating ethics committee of the Hospital District of Helsinki and 
Uusimaa gave an ethical approval for the HEALTH 2011 study (45113/03100/11). 
Participation in the FINFIT and HEALTH 2011 study were voluntary. All participants 
gave a signed informed consent before participation.

Provenance and peer review Not commissioned; externally peer reviewed.

Data availability statement Data are available upon reasonable request. 
Data may be obtained from a third party and are not publicly available. No data 
are available. YFS- FLEED- LPC data: The Cardiovascular Risk in Young Finns Study 
(YFS) data set comprises health related participant data and their use is therefore 
restricted under the regulations on professional secrecy (Act on the Openness of 
Government Activities, 612/1999) and on sensitive personal data (Personal Data 
Act, 523/1999, implementing the EU data protection directive 95/46/EC). Also, 
the informed consents for the original study must be taken into consideration. In 
addition, data have also been obtained from registry authorities with permission 
to use them for the original research only. After appraising the request, the Ethics 
committee concludes that under applicable law, the data from this study cannot be 
stored in public repositories or otherwise made publicly available. The data controller 
(=this means the YFS investigators) may permit access on case- by- case basis for 
scientific research, not however to individual participant level data, but aggregated 
statistical data, which cannot be traced back to the individual participants’ data. 
The FINFIT 2017: In line with the requirements of the ethics committees that 
approved this research, requests for access to data should be made in writing to the 
corresponding author ( paivi. kolu@ ukkinstituutti. fi). De- identified participant data can 
be made available, along with a data dictionary, to researchers who obtain ethical 
approval for their proposed analysis and provide a signed data- sharing contract, 
which enables data storage and analysis for a time- limited period.

Supplemental material This content has been supplied by the author(s). It 
has not been vetted by BMJ Publishing Group Limited (BMJ) and may not have 
been peer- reviewed. Any opinions or recommendations discussed are solely those 
of the author(s) and are not endorsed by BMJ. BMJ disclaims all liability and 
responsibility arising from any reliance placed on the content. Where the content 
includes any translated material, BMJ does not warrant the accuracy and reliability 
of the translations (including but not limited to local regulations, clinical guidelines, 

terminology, drug names and drug dosages), and is not responsible for any error 
and/or omissions arising from translation and adaptation or otherwise.

Open access This is an open access article distributed in accordance with the 
Creative Commons Attribution Non Commercial (CC BY- NC 4.0) license, which 
permits others to distribute, remix, adapt, build upon this work non- commercially, 
and license their derivative works on different terms, provided the original work is 
properly cited, appropriate credit is given, any changes made indicated, and the use 
is non- commercial. See: http://creativecommons.org/licenses/by-nc/4.0/.

ORCID iDs
Päivi Kolu http://orcid.org/0000-0001-8210-5508
Jaana T Kari http://orcid.org/0000-0001-5205-7031
Jani Raitanen http://orcid.org/0000-0001-7674-0978
Harri Sievänen http://orcid.org/0000-0003-3172-248X
Jaakko Pehkonen http://orcid.org/0000-0002-9684-7139
Tuija H Tammelin http://orcid.org/0000-0002-1771-3977
Katja Pahkala http://orcid.org/0000-0001-9338-4397
Nina Hutri- Kähönen http://orcid.org/0000-0002-5553-892X
Olli T Raitakari http://orcid.org/0000-0001-9365-3702
Tommi Vasankari http://orcid.org/0000-0001-7209-9351

REFERENCES
 1 Guthold R, Stevens GA, Riley LM, et al. Worldwide trends in insufficient physical 

activity from 2001 to 2016: a pooled analysis of 358 population- based surveys with 
1·9 million participants. Lancet Glob Health 2018;6:e1077–86.

 2 Husu P, Suni J, Vähä-Ypyä H, et al. Objectively measured sedentary behavior and 
physical activity in a sample of Finnish adults: a cross- sectional study. BMC Public 
Health 2016;16.

 3 Bennie JA, Pedisic Z, Suni JH, et al. Self- reported health- enhancing physical activity 
recommendation adherence among 64,380 Finnish adults. Scand J Med Sci Sports 
2017;27:1842–53.

 4 Lee I- M, Shiroma EJ, Lobelo F, et al. Effect of physical inactivity on major non- 
communicable diseases worldwide: an analysis of burden of disease and life 
expectancy. Lancet 2012;380:219–29.

 5 Stamatakis E, Ding D, Ekelund U, et al. Sliding down the risk factor rankings: reasons 
for and consequences of the dramatic downgrading of physical activity in the global 
burden of disease 2019. Br J Sports Med 2021;55:1222–3.

 6 Piercy KL, Troiano RP, Ballard RM, et al. The physical activity guidelines for Americans. 
JAMA 2018;320:2020–8.

 7 Heron L, O’Neill C, McAneney H, et al. Direct healthcare costs of sedentary behaviour 
in the UK. J Epidemiol Community Health 2019;73:625–9.

 8 Ekelund U, Steene- Johannessen J, Brown WJ, et al. Does physical activity attenuate, 
or even eliminate, the detrimental association of sitting time with mortality? A 
harmonised meta- analysis of data from more than 1 million men and women. Lancet 
2016;388:1302–10.

 9 Ding D, Lawson KD, Kolbe- Alexander TL, et al. The economic burden of physical 
inactivity: a global analysis of major non- communicable diseases. Lancet 
2016;388:1311–24.

 10 Lechner M. Long- run labour market and health effects of individual sports activities. J 
Health Econ 2009;28:839–54.

 11 Rooth D- O. Work out or out of work — the labor market return to physical fitness and 
leisure sports activities. Labour Econ 2011;18:399–409.

 12 Hyytinen A, Lahtonen J. The effect of physical activity on long- term income. Soc Sci 
Med 2013;96:129–37.

 13 Kari JT, Tammelin TH, Viinikainen J, et al. Childhood physical activity and adulthood 
earnings. Med Sci Sports Exerc 2016;48:1340–6.

 14 Kavetsos G. The impact of physical activity on employment. J Socio Econ 
2011;40:775–9.

 15 Lechner M, Downward P. Heterogeneous sports participation and labour market 
outcomes in England. Appl Econ 2017;49:335–48.

 16 Kari JT. Lifelong physical activity and long- term labor market outcomes. Jyväskylä 
Studies in Business and Economics 2018;184.

 17 Aberg MAI, Pedersen NL, Torén K, et al. Cardiovascular fitness is associated with 
cognition in young adulthood. Proc Natl Acad Sci U S A 2009;106:20906–11.

 18 Bailey R, Armour K, Kirk D, et al. The educational benefits claimed for physical 
education and school sport: an academic review. Res Pap Educ 2009;24:1–27.

 19 Barron JM, Ewing BT, Waddell GR. The effects of high school athletic participation on 
education and labor market outcomes. Rev Econ Stat 2000;82:409–21.

 20 Statistics Finland. Price index of public expenditure, 2020. Available: https://www.stat. 
fi/til/jmhi/index_en.html [Accessed 23 August 2021].

 21 Husu P, Tokola K, Vähä-Ypyä H, et al. Physical activity, sedentary behavior, and time 
in bed among Finnish adults measured 24/7 by triaxial accelerometry. Journal for the 
Measurement of Physical Behaviour 2021;4:163–73.

 22 Einarson TR, Acs A, Ludwig C, et al. Prevalence of cardiovascular disease in type 2 
diabetes: a systematic literature review of scientific evidence from across the world in 
2007–2017. Cardiovasc Diabetol 2018;17:Art.83.

T
iedekuntakirjasto. P

rotected by copyright.
 on June 1, 2022 at T

urun Y
liop Laaketieteellinen

http://jech.bm
j.com

/
J E

pidem
iol C

om
m

unity H
ealth: first published as 10.1136/jech-2021-217998 on 26 A

pril 2022. D
ow

nloaded from
 

http://creativecommons.org/licenses/by-nc/4.0/
http://orcid.org/0000-0001-8210-5508
http://orcid.org/0000-0001-5205-7031
http://orcid.org/0000-0001-7674-0978
http://orcid.org/0000-0003-3172-248X
http://orcid.org/0000-0002-9684-7139
http://orcid.org/0000-0002-1771-3977
http://orcid.org/0000-0001-9338-4397
http://orcid.org/0000-0002-5553-892X
http://orcid.org/0000-0001-9365-3702
http://orcid.org/0000-0001-7209-9351
http://dx.doi.org/10.1016/S2214-109X(18)30357-7
http://dx.doi.org/10.1186/s12889-016-3591-y
http://dx.doi.org/10.1186/s12889-016-3591-y
http://dx.doi.org/10.1111/sms.12863
http://dx.doi.org/10.1016/S0140-6736(12)61031-9
http://dx.doi.org/10.1136/bjsports-2021-104064
http://dx.doi.org/10.1001/jama.2018.14854
http://dx.doi.org/10.1136/jech-2018-211758
http://dx.doi.org/10.1016/S0140-6736(16)30370-1
http://dx.doi.org/10.1016/S0140-6736(16)30383-X
http://dx.doi.org/10.1016/j.jhealeco.2009.05.003
http://dx.doi.org/10.1016/j.jhealeco.2009.05.003
http://dx.doi.org/10.1016/j.labeco.2010.11.006
http://dx.doi.org/10.1016/j.socscimed.2013.07.019
http://dx.doi.org/10.1016/j.socscimed.2013.07.019
http://dx.doi.org/10.1249/MSS.0000000000000895
http://dx.doi.org/10.1016/j.socec.2011.08.011
http://dx.doi.org/10.1080/00036846.2016.1197369
http://dx.doi.org/10.1073/pnas.0905307106
http://dx.doi.org/10.1080/02671520701809817
http://dx.doi.org/10.1162/003465300558902
https://www.stat.fi/til/jmhi/index_en.html
https://www.stat.fi/til/jmhi/index_en.html
http://dx.doi.org/10.1123/jmpb.2020-0056
http://dx.doi.org/10.1123/jmpb.2020-0056
http://dx.doi.org/10.1186/s12933-018-0728-6
http://jech.bmj.com/


8 Kolu P, et al. J Epidemiol Community Health 2022;0:1–8. doi:10.1136/jech-2021-217998

Original research

 23 Finnish Medicines Agency, Social Insurance Institution of Finland. Finnish statistics 
on medicines 2016, 2017. Available: http://www.julkari.fi/bitstream/handle/10024/ 
135599/Suomen_l%c3%a4%c3%a4ketilasto_2016_korjattu_2_painos.pdf? 
sequence=7&isAllowed=y [Accessed 23 August 2021].

 24 Arajärvi M, Kuronen R. Kotihoito- ja sosiaalihuollon laitos- ja asumispalvelut 2016. 
Finnish National Institute for health and welfare, 2017. Report 42/2017.

 25 Statistics Finland. Causes of death in 2016, 2020. Available: http://pxnet2.stat.fi/ 
PXWeb/pxweb/fi/StatFin/StatFin__ter__ksyyt/statfin_ksyyt_pxt_11bv.px/?rxid= 
b1270f8a-abc3-4402-a392-ce5f3c47e04f [Accessed 23 August 2021].

 26 Koski S, Ilanne- Parikka P, Kurkela O. Diabeteksen kustannukset: Lisäsairauksien 
ilmaantumisen puolittaminen toisi satojen miljoonien säästöt vuodessa [Costs of 
diabetes: Halving comorbidity would save millions of euros a year]. Diabetes ja lääkäri 
2018;2:13–17.

 27 Rockhill B, Newman B, Weinberg C. Use and misuse of population attributable 
fractions. Am J Public Health 1998;88:15–19.

 28 Koopmanschap MA, Rutten FF. A practical guide for calculating indirect costs of 
disease. Pharmacoeconomics 1996;10:460–6.

 29 Finnish National Institute for Health and Welfare. Avohilmo: Perusterveydenhuollon 
avohoidon ICD- 10—käyntisyyt, 2020. Available: https://sampo.thl.fi/pivot/prod/fi/avo/ 
perus06/fact_ahil_perus06 [Accessed 23 August 2021].

 30 Matveinen P. Health expenditure and financing in 2017. Report 15/2019. Finnish 
Institute for health and welfare, 2019. Available: https://www.julkari.fi/bitstream/ 
handle/10024/138110/Tr15_19.pdf?sequence=6&isAllowed=y [Accessed 23 August 
2021].

 31 Ding D, Kolbe- Alexander T, Nguyen B, et al. The economic burden of physical 
inactivity: a systematic review and critical appraisal. Br J Sports Med 
2017;51:1392–409.

 32 Nelson MC, Taylor K, Vella CA. Comparison of self- reported and objectively measured 
sedentary behavior and physical activity in undergraduate students. Meas Phys Educ 
Exerc Sci 2019;23:237–48.

 33 Koski S. Diabetesbarometer. Finnish diabetes association, 2019. Available: https://
www.diabetes.fi/files/11454/Diabetesbarometri_2019_web.pdf [Accessed 23 August 
2021].

 34 Finne- Soveri H, Jakovljevic D, Mäkelä M. Vaikeasti muistisairaan vanhuksen kivun 
hallinta toteutuu palvelutalossa huonommin kuin laitoksessa [Pain management of a 
severely memory- impaired elderly person is worse in an assisted living facility than an 
institution]. Suomen Lääkärilehti 2018;73:1137–42.

 35 Husu P, Sievänen H, Tokola K, et al. The objectively measured physical activity, 
sedentary behavior and physical fitness of finns. Publications of the Ministry of 
Education and Culture 2018/30.

 36 George A, Stead TS, Ganti L. What’s the risk: differentiating risk ratios, odds ratios, and 
hazard ratios? Cureus 2020;12:e10047.

 37 Smith Jervelund S, De Montgomery CJ. Nordic registry data: value, validity and future. 
Scand J Public Health 2020;48:1–4.

 38 Hukkanen H, Husu P, Sievänen H, et al. Aerobic physical activity assessed with 
accelerometer, diary, questionnaire, and interview in a Finnish population sample. 
Scand J Med Sci Sports 2018;28:2196–206.

 39 OCED. OECD employment outlook 2021, navigating the COVID- 19 crisis and recovery. 
Paris, 2021 [Accessed 20 January 2022].

 40 Schuch FB, Vancampfort D, Firth J, et al. Physical activity and incident depression: a 
meta- analysis of prospective cohort studies. Am J Psychiatry 2018;175:631–48.

 41 Shiri R, Falah- Hassani K. Does leisure time physical activity protect against low back 
pain? Systematic review and meta- analysis of 36 prospective cohort studies. Br J 
Sports Med 2017;51:1410–8.

 42 Qu X, Zhang X, Zhai Z, et al. Association between physical activity and risk of fracture. 
J Bone Miner Res 2014;29:202–11.

 43 Beckett MW, Ardern CI, Rotondi MA. A meta- analysis of prospective studies on the 
role of physical activity and the prevention of Alzheimer’s disease in older adults. BMC 
Geriatr 2015;15:Art.9.

 44 Bjørk Petersen C, Bauman A, Grønbæk M, et al. Total sitting time and risk of 
myocardial infarction, coronary heart disease and all- cause mortality in a prospective 
cohort of Danish adults. Int J Behav Nutr Phys Act 2014;11:Art.13:13.

 45 Shen D, Mao W, Liu T, et al. Sedentary behavior and incident cancer: a meta- analysis 
of prospective studies. PLoS One 2014;9:Art.e105709.

 46 Zhai L, Zhang Y, Zhang D. Sedentary behaviour and the risk of depression: a meta- 
analysis. Br J Sports Med 2015;49:705–9.

T
iedekuntakirjasto. P

rotected by copyright.
 on June 1, 2022 at T

urun Y
liop Laaketieteellinen

http://jech.bm
j.com

/
J E

pidem
iol C

om
m

unity H
ealth: first published as 10.1136/jech-2021-217998 on 26 A

pril 2022. D
ow

nloaded from
 

http://www.julkari.fi/bitstream/handle/10024/135599/Suomen_l%c3%a4%c3%a4ketilasto_2016_korjattu_2_painos.pdf?sequence=7&isAllowed=y
http://www.julkari.fi/bitstream/handle/10024/135599/Suomen_l%c3%a4%c3%a4ketilasto_2016_korjattu_2_painos.pdf?sequence=7&isAllowed=y
http://www.julkari.fi/bitstream/handle/10024/135599/Suomen_l%c3%a4%c3%a4ketilasto_2016_korjattu_2_painos.pdf?sequence=7&isAllowed=y
http://pxnet2.stat.fi/PXWeb/pxweb/fi/StatFin/StatFin__ter__ksyyt/statfin_ksyyt_pxt_11bv.px/?rxid=b1270f8a-abc3-4402-a392-ce5f3c47e04f
http://pxnet2.stat.fi/PXWeb/pxweb/fi/StatFin/StatFin__ter__ksyyt/statfin_ksyyt_pxt_11bv.px/?rxid=b1270f8a-abc3-4402-a392-ce5f3c47e04f
http://pxnet2.stat.fi/PXWeb/pxweb/fi/StatFin/StatFin__ter__ksyyt/statfin_ksyyt_pxt_11bv.px/?rxid=b1270f8a-abc3-4402-a392-ce5f3c47e04f
http://dx.doi.org/10.2105/AJPH.88.1.15
http://dx.doi.org/10.2165/00019053-199610050-00003
https://sampo.thl.fi/pivot/prod/fi/avo/perus06/fact_ahil_perus06
https://sampo.thl.fi/pivot/prod/fi/avo/perus06/fact_ahil_perus06
https://www.julkari.fi/bitstream/handle/10024/138110/Tr15_19.pdf?sequence=6&isAllowed=y
https://www.julkari.fi/bitstream/handle/10024/138110/Tr15_19.pdf?sequence=6&isAllowed=y
http://dx.doi.org/10.1136/bjsports-2016-097385
http://dx.doi.org/10.1080/1091367X.2019.1610765
http://dx.doi.org/10.1080/1091367X.2019.1610765
https://www.diabetes.fi/files/11454/Diabetesbarometri_2019_web.pdf
https://www.diabetes.fi/files/11454/Diabetesbarometri_2019_web.pdf
http://dx.doi.org/10.7759/cureus.10047
http://dx.doi.org/10.1177/1403494819898573
http://dx.doi.org/10.1111/sms.13244
http://dx.doi.org/10.1176/appi.ajp.2018.17111194
http://dx.doi.org/10.1136/bjsports-2016-097352
http://dx.doi.org/10.1136/bjsports-2016-097352
http://dx.doi.org/10.1002/jbmr.2019
http://dx.doi.org/10.1186/s12877-015-0007-2
http://dx.doi.org/10.1186/s12877-015-0007-2
http://dx.doi.org/10.1186/1479-5868-11-13
http://dx.doi.org/10.1371/journal.pone.0105709
http://dx.doi.org/10.1136/bjsports-2014-093613
http://jech.bmj.com/

	Economic burden of low physical activity and high sedentary behaviour in Finland
	Abstract
	Introduction
	Methods
	Data
	Direct costs
	Indirect costs
	Population attributable fraction
	Sensitivity analysis

	Results
	Direct costs
	Indirect costs
	Total costs
	Sensitivity analysis

	Discussion
	Underestimation of costs
	Overestimation of costs
	Limitations of the study
	Strengths of the study

	References


