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People living in hilly residential areas in metropolitan Perth have less diabetes: spurious association or important environmental determinant?
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Abstract
Background
Variations in ‘slope’ (how steep or flat the ground is) may be good for health. As walking up hills is a physiologically vigorous physical activity and can contribute to weight control, greater neighbourhood slopes may provide a protective barrier to weight gain, and help prevent Type 2 diabetes onset. We explored whether living in ‘hilly’ neighbourhoods was associated with diabetes prevalence among the Australian adult population.

Methods
Participants (≥25 years; n = 11,406) who completed the Western Australian Health and Wellbeing Surveillance System Survey (2003–2009) were asked whether or not they had medically-diagnosed diabetes. Geographic Information Systems (GIS) software was used to calculate a neighbourhood mean slope score, and other built environment measures at 1600 m around each participant’s home. Logistic regression models were used to predict the odds of self-reported diabetes after progressive adjustment for individual measures (i.e., age, sex), socioeconomic status (i.e., education, income), built environment, destinations, nutrition, and amount of walking.

Results
After full adjustment, the odds of self-reported diabetes was 0.72 (95% CI 0.55-0.95) and 0.52 (95% CI 0.39-0.69) for adults living in neighbourhoods with moderate and higher levels of slope, respectively, compared with adults living in neighbourhoods with the lowest levels of slope. The odds of having diabetes was 13% lower (odds ratio 0.87; 95% CI 0.80-0.94) for each increase of one percent in mean slope.

Conclusions
Living in a hilly neighbourhood may be protective of diabetes onset or this finding is spurious. Nevertheless, the results are promising and have implications for future research and the practice of flattening land in new housing developments.
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Background
Preventing and managing Type 2 diabetes is one of the fastest growing global public health concerns of our time [1]. In 2007–08, an estimated 818,200 Australians (4% of the population) reported medically diagnosed diabetes (excluding gestational), of which the majority (96%) was Type 2 diabetes [2]. This represents a 1.13% increase since the 2004–05 Australian National Health Survey [3]. On a global scale it is estimated that the number of adults aged 20 years or more with Type 2 diabetes will double from 171 million in 2000 to 266 million in 2030 (in [1]). Type 2 diabetes is generally considered a ‘lifestyle disease’, with onset typically occurring in middle to late adulthood [3]. It is well known that physical inactivity, unhealthy diets and obesity are important lifestyle risk factors for Type 2 diabetes [4–7]. These represent major modifiable risk factors in reducing morbidity and mortality from Type 2 diabetes [8, 9].
Where we live influences our physical activity, exercise habits and diet choices, by providing access to healthy and unhealthy food options, local recreational and utilitarian destinations and public transport [10]. There is growing evidence that the way neighbourhoods are designed (i.e., the built environment) influences different types of physical activity, including walking and cycling [10–14]. Walking, is a popular, versatile, and potentially enjoyable outdoor activity that is recognised as a means of increasing levels of physical activity for the majority of the able-bodied population, particularly if done briskly [15]. However, while the relationship between the built environment (e.g., street connectivity, traffic exposure, residential density, access to destinations) and walking is accumulating, few studies have investigated the relationship between the built environment and diabetes (self-reported or clinically-measured) [16]. These studies have reported that people living in more walkable neighbourhoods are less likely to report cardiometabolic risk factors that are closely associated with diabetes [17, 18], whereas the presence of healthy food stores and restaurants [19], sport and recreation venues has been negatively associated with Type 2 diabetes [19]. However, to our knowledge, no studies have considered direct associations between other discrete environment features, such as the topography (hilliness), with Type 2 diabetes [16]. It is plausible that neighbourhood slope may be associated with Type 2 diabetes risk, with physical activity behaviours being the most likely pathway.
Variations in ‘slope’, otherwise known as incline (i.e., how steep or flat the ground is) is recognised as an important feature in urban design and landscape guidelines [20] because it can enhance landscape dynamics and pleasantness [21, 22] but this is rarely adhered to in practice because it is easier to build housing on flat terrain. However, it appears that variations in slope may be good for health and policies to build on flat terrain may therefore have unintended consequences for good health. Notably, physical activity interventions in workplace environments have attempted to encourage the use of stairs instead of elevators for increasing physical activity levels [21, 23, 24]. Studies in controlled laboratory environments report that stair climbing requires 8.6 times more energy than the resting state, and even higher rates have been reported in field settings (9.6 METS; [25, 26]). This energy expenditure is 7.6 times more than the energy expended while walking slowly on level ground (2.0 METS; calculations based on estimations outlined in the Compendium of Physical Activities in [27]). Similar to stair climbing, walking up hills is a physiologically vigorous physical activity [28] and can contribute to weight control [26]. For example, hilliness has been associated with higher exercise intensity, and more energy expenditure [26, 29, 30], and these in turn might reduce Type 2 diabetes risk [31]. Moreover, Eves and colleagues [26] suggest that because energy is expended by raising one’s weight against gravity, the speed at which one climbs is of minor importance and poor cardiovascular fitness need not impact the potential health benefits gained [26].
However, in free-living outdoor environments, studies suggest that for areas with greater slope, people are less likely to walk or cycle than those living in flatter neighbourhoods [32, 33], indicating that steep hills (perceptions and objectively-measured) may be physical environmental barriers to walking [34]. Indeed, a Canadian study suggested that university staff and students reported the presence of sloping terrain was less attractive for walking and cycling [35]. This is likely due to the increased difficulty of - and thus greater energy expenditure required to – walk up or down steeper slopes. However, others have found the presence of hills to be positively associated with physical activity [36, 37]. A US study for example, found that the presence of hills increased the odds of physical activity by 26% [37]. The investigators suggested hilly areas may be related with more scenic locales.
Nevertheless, given the additional benefits of walking up steeper slopes for physical activity levels (e.g., higher exercise intensity and more energy expenditure), greater neighbourhood slopes may also provide a protective barrier to weight gain, and therefore help prevent Type 2 diabetes onset in adulthood. Thus, this study explored whether living in ‘hilly’ neighbourhoods was associated with diabetes prevalence among the Australian adult population. As the pathway in which slope may influence diabetes is through physical activity behaviours, we hypothesised that given equal amounts of walking, and adjustment for other confounders, those who walk up hills rather than on flat surfaces are less likely to have diabetes.

Methods
Study participants and setting
This study forms part of the Life Course Built Environment and Health (LCBEH) project, a cross-sectional data linkage study exploring associations between built environment features and health across different life stages in Perth, Western Australia [38]. Perth is the state’s capital city with an urban population of approximately 1.7 million, which is 75% of the state [39]. Perth is isolated, sprawls some 170 km along the coast, has a relatively high standard of living with a Mediterranean climate, and is considered as having a ‘flat’ terrain relative to other Australian capital cities.
Participants were a stratified random sample drawn from the Perth metropolitan area who completed the Western Australian Health and Wellbeing Surveillance System (HWSS) survey from 2003–2009 (n = 21,347) administered by the Department of Health of Western Australia (DoHWA). For survey participants who gave permission for linkage to other datasets, built environment and (accessible) destinations data were calculated. Overall 74.7% consented to data linkage and had a geocoded home address (n = 15,954). Adults ≥ 25 years were included (n = 11,406). Ethics approval was obtained from DoHWA and The University of Western Australia (ref 2010/1).

Self-reported diabetes (outcome variable)
Self-report of prior medically diagnosed diabetes (Has a doctor or nurse ever told you that you had diabetes?; no, yes) was obtained from the HWSS survey. The survey did not specify the type of diabetes (e.g., gestational, Type 1, Type 2), however, it is more likely that adults over 25 years of age will have Type 2 diabetes [2].

Built environment features
It is necessary for participants’ ‘neighbourhood’ to be spatially defined, in order to measure the built environment within it [40]. Geographic Information Systems (GIS) software (ArcGIS v10) was used to operationalise the ‘neighbourhood’ using the road network service area at 1600 m around each participant’s home [41–43]. A 1600 m service area is typically used in studies with Australian adults [41–43], as this represents how far they could walk from home at moderate to vigorous intensity within 15 minutes, which is half of the recommended level of daily physical activity for adults [44]. Detailed information on the methods used to develop built environment variables is published elsewhere [38]. Briefly, a series of scripts were used to compute built environment measures using PYTHON v2.6 [45], a scripting software compatible with ArcGIS v10.
Slope (independent variable)
Slope measures the on-ground terrain or topography. Using the spatial analyst tool in GIS, Digital Elevation Model (DEM) data with a cell size of 90 m × 90 m were used to calculate slope values (percent slope where 0 represents flat and 100% represents 45 degrees) for the Perth metropolitan region. The mean of this slope measure was calculated for all cells that intersected the road network in each participant’s 1600 m service area using zonal statistics. The mean slope was used as a measure of hilliness or amount of terrain in the service area (i.e., overall slope of neighbourhood, which may not necessarily reflect the slope of potential or actual walking routes).

Other built environment variables (adjustment variables)
Distance to various destinations within 1600 m of each participant’s home was computed. Count of, and closest road network distance to, destinations within 1600 m of each participant’s home were computed using a script based on the Origin–destination (OD) Cost Matrix tool in ArcGIS v10. Destinations data were obtained from a variety of sources and re-classified into eight categories (i.e., parks. retail, health services, recreation, fast food/takeaway, larger food outlets, restaurants/cafes/coffee, other food destinations; see footnotes of Tables 1 and 2). These destinations were chosen as they have previously been shown to be associated with Type 2 diabetes [19, 46].Table 1
                            Characteristics of Life Course Built Environment and Health participants and their neighbourhoods, Perth, Western Australia (2003–2009)
                          


	 	Total sample (n = 11,406)
	People with self-reported diabetes (n = 964)
	People without self-reported diabetes (n = 10,442)
	p-value

	
                                Individual characteristics
                              
	 	 	 	 
	Age in years (mean ± SD)
	55.8 ± 15.8
	64.3 ± 13.4
	55.0 ± 15.7
	<0.001

	Sex - Male (%)
	51.4
	49.4
	40.7
	<0.001

	  - Female (%)
	58.6
	50.6
	59.3
	 
	Education
	 	 	 	<0.001

	  - Mid-secondary (%)
	8.8
	16.3
	8.1
	 
	  - Upper secondary (%)
	20.3
	22.0
	20.2
	 
	  - Final year of secondary school (%)
	11.1
	8.1
	11.3
	 
	  - Tafe/trade qualification (%)
	36.3
	38.7
	36.1
	 
	  - University degree or equivalent (%)
	23.5
	14.9
	24.3
	 
	Income (AUD)
	 	 	 	<0.001

	  - Under $20,000 (%)
	19.6
	35.2
	18.2
	 
	  - $20,001-$40,000 (%)
	23.3
	29.2
	22.8
	 
	  - $40,001-$60,000 (%)
	16.0
	12.7
	16.3
	 
	  - $60,001-$80,000 (%)
	14.3
	7.7
	14.9
	 
	  - Over $80,000 (%)
	26.7
	15.2
	27.8
	 
	Daily serves of vegetables usually consumed (mean ± SD)
	3.0 ± 1.6
	3.0 ± 1.6
	3.0 ± 1.6
	0.530

	Daily services of fruit usually consumed (mean ± SD)
	1.8 ± 1.2
	1.9 ± 1.1
	1.8 ± 1.2
	0.163

	Walking (mins in the last week) (mean ± SD)
	130.4 ± 161.0
	116.2 ± 166.3
	131.7 ± 160.5
	0.006

	
                                Neighbourhood characteristics
                              
	 	 	 	 
	Slope mean (mean ± SD)
	3.3 ± 1.7
	3.0 ± 1.5
	3.3 ± 1.7
	<0.001

	Slope mean (tertiles) (%)
	 	 	 	 
	  - Tertile 1 (< 2.4)
	33.3
	41.1
	32.6
	<0.001

	  - Tertile 2 (2.4 – 3.7)
	33.3
	31.3
	33.5
	 
	  - Tertile 3 (>3.7)
	33.3
	27.6
	33.9
	 
	Connectivity Z score (mean ± SD)
	−0.02 ± 1.0
	−0.04 ± 0.9
	−0.02 ± 1.0
	0.490

	Residential density Z score (mean ± SD)
	0.00 ± 0.9
	−0.01 ± 0.9
	0.00 ± 1.0
	0.817

	Land Use Mix Z score (Recreation) (mean ± SD)
	0.01 ± 1.0
	0.03 ± 1.0
	0.01 ± 1.0
	0.517

	Parks (mean ± SD)
	4.46 ± 6.4
	4.1 ± 6.0
	4.5 ± 6.4
	0.040

	Retail destinations (mean ± SD)
	11.2 ± 14.6
	10.9 ± 13.0
	11.3 ± 14.7
	0.489

	Health service destinations (mean ± SD)
	24.9 ± 42.2
	21.8 ± 39.2
	25.2 ± 42.4
	0.019

	Recreation destinations (mean ± SD)
	1.7 ± 2.6
	1.6 ± 2.4
	1.7 ± 2.6
	0.204

	Fast food/Takeaway destinations (mean ± SD)
	13.0 ± 17.0
	12.6 ± 15.6
	13.0 ± 17.1
	0.450

	Healthy food destinations (mean ± SD)
	0.90 ± 1.3
	0.8 ± 1.2
	0.9 ± 0.3
	0.075

	Larger food outlet destinations (mean ± SD)
	1.6 ± 1.8
	1.5 ± 1.7
	1.6 ± 1.8
	0.140

	Restaurant/Café/Coffee destinations (mean ± SD)
	4.4 ± 9.5
	3.9 ± 8.8
	4.5 ± 9.5
	0.081

	Other food destinations (mean ± SD)
	5.2 ± 5.8
	5.3 ± 5.5
	5.2 ± 5.8
	0.916


Slope mean is percent slope.
Unless otherwise specified, all variables are continuous; SD = Standard Deviation.
Destinations: Count of destinations within 1600 m of participants’ homes (road service area):
-Parks: parks and green spaces.
- Retail destinations: Bike shop, Book shop, CD/DVD stores, Craft/Art supplies, Florist, General store, Gifts novelties souvenirs, Hardware store, News agent, Office stationery, Pharmacy, Photo shop, Post office, Sports store, Toys hobbies, Video store, Shopping centres, Pharmacy.
- Health service destinations: Doctor, Medical centre.
- Recreation destinations: Sports fields, Recreation centre, Swimming pool.
- Fast food/Takeaway destinations: Fast food, Take away food.
- Healthy food destinations: Health foods, Fruiterers and green grocers, Organic products, Vitamin products.
- Larger food outlet destinations: Shopping centres, supermarkets and groceries, markets.
- Restaurant/Café/Coffee destinations: Restaurants, cafes, coffee shops.
- Other food destinations: Bakers, Butchers, Cake/Pastry shops, Confectionery, Delicatessens, Seafood shops, Food delicacies, Hotels/Pubs, Halal products, Icecream, Petrol stations, Road houses, Food and general stores.


Table 2
                            Adjusted odds ratios for association of neighbourhood slope with self-reported diabetes: Life Course Built Environment and Health project, Perth, Western Australia (2003–2009)
                          


	 	 	Level of adjustment
	 
	Neighbourhood network slope measure
	Unadjusted
	Model 1 (socio-demographic)
	Model 2 (Model 1 + neighbourhood walkability)
	Model 3 (Model 2 + destinations)
	Model 4 (Model 3 + nutrition)
	Model 5 (Model 4 + walking)

	OR (95% CI)
	OR (95% CI)
	OR (95% CI)
	OR (95% CI)
	OR (95% CI)

	Slope mean (continuous)
	0.89 (0.85-0.93)
	0.89 (0.85-0.94)
	0.89 (0.84-0.93)
	0.89 (0.83-0.94)
	0.89 (0.83-0.94)
	0.87 (0.80-0.94)

	Slope mean (tertiles)
	1.00
	1.00
	1.00
	1.00
	1.00
	1.00

	2 vs 1
	0.74 (0.63-0.87)
	0.75 (0.63-0.89)
	0.75 (0.63-0.89)
	0.78 (0.63-0.98)
	0.78 (0.62-0.97)
	0.72 (0.55-0.95)

	3 vs 1
	0.65 (0.55-0.76)
	0.65 (0.54-0.78)
	0.65 (0.54-0.78)
	0.64 (0.51-0.80)
	0.63 (0.51-0.80)
	0.52 (0.39-0.69)


OR: Odds ratio; CI: Confidence Interval.
Model 1: Socio-demographic variables = age, gender, education, income.
Model 2: Model 1 + Neighbourhood walkability variables = Connectivity Z score, Residential density Z score, Land Use Mix Z score (Recreation).
Model 3: Model 2 + destinations.
Model 4: Model 3 + nutrition (daily number of vegetables and fruits consumed).
Model 5: Model 4 + walking (minutes of walking in the past week).
Destinations: Count of destinations within 1600 m of participants’ homes (road service area):
-Parks: parks and green spaces.
- Retail destinations: Bike shop, Book shop, CD/DVD stores, Craft/Art supplies, Florist, General store, Gifts novelties souvenirs, Hardware store, News agent, Office stationery, Pharmacy, Photo shop, Post office, Sports store, Toys hobbies, Video store, Shopping centres, Pharmacy.
- Health service destinations: Doctor, Medical centre.
- Recreation destinations: Sports fields, Recreation centre, Swimming pool.
- Fast food/Takeaway destinations: Fast food, Take away food.
- Healthy food destinations: Health foods, Fruiterers and green grocers, Organic products, Vitamin products.
- Larger food outlet destinations: Shopping centres, supermarkets and groceries, markets.
- Restaurant/Café/Coffee destinations: Restaurants, cafes, coffee shops.
- Other food destinations: Bakers, Butchers, Cake/Pastry shops, Confectionery, Delicatessens, Seafood shops, Food delicacies, Hotels/Pubs, Halal products, Icecream, Petrol stations, Road houses, Food and general stores.



The standardised z-scores for three other built environment variables typically known to be associated with health [14] were adjusted for in analyses: 1) land-use mix (area in km2 of land use types calculated according to an entropy formula adapted from that originally used by Frank et al. [42, 47]); 2) street connectivity (ratio of number of three-way or more intersections to area in km2); and 3) residential density (ratio of number of dwellings to residential area in hectares).


Socio-demographic variables
A core set of variables adjusted for in analyses included: sex (male; female), age in years (continuous), and indicators of socio-economic status (SES) such as education attainment (≤mid-secondary; upper secondary; final year of secondary school; TAFE/trade qualification; university degree or equivalent) and annual household income (≤AUD$20,000; AUD$20,001-$40,000; AUD$40,001-$60,000; $AUD60,001-$80,000; >AUD$80,000).

Self-reported behaviour variables
Self-reported nutrition
Daily serves of fruit usually consumed and daily serves of vegetables usually consumed were the nutrition variables asked in the HWSS survey and adjusted for in previous LCBEH studies [18, 48]. A ‘serve of fruit’ was defined as equal to one medium piece of fruit, two small pieces of fruit, or one cup of diced fruit. A ‘serve of vegetables’ was described as equal to half a cup of cooked vegetables or one cup of salad.

Self-reported amount of walking
Self-reported total minutes of walking continuously for at least 10 minutes, for recreation, exercise or to get to or from places in the last week was obtained from the HWSS survey, and truncated at 840 minutes per week based on previous Australian studies [49, 50].


Statistical analyses
SPSS v19 for Windows was used for analyses. Pearson’s chi-square tests and Independent t-tests were used to examine the association between diabetes and socio-demographic characteristics (age, sex, education, income), self-reported nutrition and walking behaviour, neighbourhood walkability variables (residential density, connectivity, land-use mix), destinations, and neighbourhood terrain slope (Table 1). The mean slope was analysed both as a continuous and a categorical variable (tertiles). Logistic regression models were used to estimate the association between neighbourhood slope mean (continuous and tertiles: reference category = lowest) and self-reported medical diagnosis of diabetes after successive adjustment for several classes of potential confounding variables: socio-demographic variables (model 1), neighbourhood walkability (model 2), destinations (model 3), nutrition (model 4), and amount of walking (model 5, final model). Interactions between walkability variables and slope were explored by including the interaction in the models. Analysis of variance (ANOVA) was used to explore whether participants living in neighbourhoods with greater slopes walked more or less than those living in flatter neighbourhoods. Values of p < 0.05 were considered statistically significant.


Results
Slope
The mean slope ranged from 1 to about 10 for most services areas (not reported here) and Figure 1 illustrates the slope measure for two service areas, one with a low slope mean (1a) and one with a high slope mean (1b). Figure 2 shows the spatial variation in slope mean values across the participant sample (low, medium, high slope). There appears to be clustering in some areas, however, the highest tertile slopes (dark brown areas) are typically located in the Darling ranges (Perth’s hills to the east), the western suburbs, and neighbourhoods along the coast, north of the City.[image: A12942_2013_Article_573_Fig1_HTML.jpg]
Figure 1Two examples of neighbourhood slope cell values for Western Australian adults in the Life Course Built Environment and Health Project (2003-2009). (a) Neighbourhood with low slope-mean (e.g., 0.3). (b) Neighbourhood with high slope-mean (e.g., approximately 11).



[image: A12942_2013_Article_573_Fig2_HTML.jpg]
Figure 2Location of low, medium, and high slope-mean areas for adults in the Life Course Built Environment and Health project (2003–2009), Perth, Western Australia. LGA Boundary = Local Government Association Boundary.





Participant characteristics
A total of 964 adults (8.5%) reported a prior medical diagnosis of diabetes. Table 1 represents the characteristics of participants and their neighbourhoods for the total sample and by diabetes status. There were significant demographic differences (age, sex, education, income) between adults with and without diabetes (p < 0.001). There were no significant associations between having diabetes and fruit consumption (p = 0.163) or vegetable consumption (p = 0.530). Adults without diabetes reported 15.5 more minutes of walking in the last week than those with diabetes (p = 0.006). There were few significant differences in neighbourhood characteristics, except for parks (p = 0.040) and health service destinations (p = 0.019) for those with and without diabetes; however, there was a highly significant difference in both slope mean (p < 0.001) and slope tertile distribution (p < 0.001) between adults with and without diabetes. The neighbourhoods of those with diabetes had less sloping terrain than the neighbourhoods of those without diabetes (p < 0.001). We found that those living in neighbourhoods with slope in the highest tertile slightly walked more (188 mins) than those in the middle (179 mins) and lowest (173 mins) quartiles (overall ANOVA p = 0.003).

Adjusted associations between slope and self-reported diabetes
The statistically significant negative association between slope mean/slope tertile and self-reported diabetes persisted after progressive adjustment for socio-demographic variables, neighbourhood walkability measures, destinations, nutrition variables and walking behaviour (Table 2). Indeed, there was little variation or attenuation in the estimated odds ratios through the progressive adjustment modelling process. In the fully adjusted model (Model 5), the odds ratio for self-reported diabetes was 0.72 (95% CI 0.55-0.95) and 0.52 (95% CI 0.39-0.69) for adults living in neighbourhoods with moderate (tertile 2) and higher levels (tertile 3) of slope, respectively, compared with adults living in neighbourhoods with the lowest levels of slope (tertile 1). Similarly, in the continuous slope model 5, the odds of having diabetes was 13% lower (odds ratio 0.87; 95% CI 0.80-0.94) for each increase of one percent in mean slope. This association remained constant despite adjustment for sociodemographics, neighbourhood walkability variables, nutrition measures, and minutes of walking. We also tested for interactions (results not reported here) between walkability variables and slope to explore whether the association with slope was modified by walkability variables, and none were significant.


Discussion
The results suggest a strong relationship between self-reported diabetes and absolute levels of neighbourhood slope. Greater neighbourhood slope was associated with lower odds of self-reported diabetes. The odds of self-reported diabetes for adults living in neighbourhoods with slope in the highest tertile were about 50% lower than the odds of adults living in neighbourhoods with slope in lowest tertile. This raises the question as to whether the slope of a neighbourhood is a key risk factor for diabetes or whether this is a spurious association that can be explained through confounding by other factors.
As physical inactivity is a risk factor for Type 2 diabetes, it is therefore likely that our observed associations are due, at least in part, through the effect of the neighbourhood environment factors on physical activity in general, and amount of walking in particular. Our observed association between slope and diabetes remained after adjustment for neighbourhood walkability variables (street connectivity, residential density and mix of land uses), access to destinations and self-reported minutes of walking. Our walking variable was the total self-reported minutes of walking in the last week and was not specific to the neighbourhood; therefore it is possible that the association between slope and diabetes may have attenuated if we had adjusted for a measure of walking in the neighbourhood. However, as can be seen in Table 2, there was little attenuation from Model 4 to Model 5 when we adjusted for minutes of walking. As such, either our control for walking was inadequate, or it would therefore appear that neighbourhood slope is an independent protective factor for diabetes. It could be, for example, that all walking is not equal i.e., that walking in hilly neighbourhoods is more beneficial because it is more intense than walking in flat neighbourhoods [26].
Walking in neighbourhoods with steeper slopes may offer additional opportunities for expending energy, even if the walking speed is not particularly fast [26]. Thus, greater neighbourhood slopes may provide a protective barrier to weight gain, and in doing so, protect against Type 2 diabetes onset. This may be particularly important for those who are overweight or obese, those who have no other choice but to walk and cycle, or those who do not engage in moderate-vigorous forms of physical activity for recreation purposes. In fact, overweight individuals’ walking in environments with greater slopes immediately benefit, because they do more work against gravity than those of normal weight [26]. Moreover, walking to and from destinations (i.e., walking for transport to get to places), particularly in a hilly neighbourhood may help some individuals achieve sufficient levels of physical activity, particularly those who cannot or do not participate in other types of physical activity [51]. Over time, these small incidental increases could have a significant benefit. For example, a previous study speculated that the energy expenditure of walking up and down two flights of stairs every day for 1 year amounts to 2.7 kg for an 80 kg man [52]. Moreover, stair climbing or walking in hilly areas provides a form of weight-bearing exercise, which can strengthen the musculoskeletal system, thus helping to further decrease the likelihood of developing chronic health conditions [53]. However, neighbourhoods with steeper slopes may also discourage people from walking [32, 33], particularly those who experience weight problems, are physically unfit, or physically impaired (e.g., a physical disability, those with conditions that limit walking such as arthritis and osteoporosis) [34]. Thus a possible explanation for our observed cross-sectional association is that people with conditions that put them at higher risk of diabetes have chosen to live in non-hilly areas.
On the other hand, adults who choose to engage in more moderate-vigorous physical activity may incur additional benefit. Other studies have suggested that the presence of hills is associated with recreational physical activity [36, 37]. It may be that people that walk, cycle, jog, or run up slopes for recreation purposes have the opportunity to create additional challenges for themselves, and to experience the added benefit of more intense exercise.
These results have important implications for policy and practice. When building new neighbourhoods, developers tend to flatten the terrain because it is easier and more economical to build housing on flat terrain [54] compared with hilly terrain. Flattening neighbourhoods may have unintended consequences by potentially reducing benefits of walking in two ways: 1) it may make the neighbourhood less interesting and reduce the amount of recreational walking; and 2) the walking that is undertaken in flatter neighbourhoods may be less intense than walking undertaken in hilly neighbourhoods. As we have demonstrated, this may have negative health consequences. However, as previous findings on slope and physical activity behaviours are mixed, caution must be exercised as it may also be that people are more likely to walk in flat areas, particularly older adults [32], and those with other physical conditions likely to limit walking behaviour such as physical disability. Nevertheless, further studies are required to confirm our findings.
Our study has several limitations. As adults of low SES are more at risk of being overweight or obese [55–58], and developing Type 2 diabetes [55, 59], other possible explanations for our observed association include inadequate adjustment for diet-related factors and/or for socioeconomic factors. For example, a study by Sayeed et al. (2004) found that compared with non-tribal populations in Bangladesh, a tribal population had a higher prevalence of diabetes despite living in Khagrachari, a primarily hilly area northeast of Bangladesh [60]. Thus, living in a hilly location did not protect people from diabetes onset. Other factors more predictive of diabetes incidence may come into play (e.g., genetic predisposition, lower access to health care, lower education). Indeed, genetic predisposition, diet-related factors, and socioeconomic factors are widely researched and established risk factors of Type 2 diabetes [1]. Nevertheless, we have accounted for potential confounders available to us. In our study, high neighbourhood slope was spatially clustered along the northern coast and in the eastern hills which typically include more affluent suburbs. However, we have adjusted for individual education and household income and so we expect residual confounding by SES to be small. As we hypothesized that the most likely pathway in which slope influences diabetes is through physical activity (e.g., amount of walking), other potential confounders include other forms of exercise (e.g., leisure-time physical activity). Future research may also look to exploring intensity of walking in hillier vs. flatter neighbourhoods by using accelerometer-measured physical activity, or weighting minutes of walking in the neighbourhood according to the amount of increase in neighbourhood slope. As our walking measure was not neighbourhood-specific, it is unknown how much of their total walking was done in their neighbourhood. To this end, a 1600 m ‘neighbourhood’ buffer does not represent participants’ complete activity spaces as they may travel, and subsequently be exposed to, built features beyond their ‘neighbourhood’ to undertake their daily activities (e.g., work, shopping, entertainment) [40, 61]. We could not adjust for the time spent living in the neighbourhood; this may be an important adjustment variable for health and place-based studies because residents who have lived in a hilly neighbourhood for longer may be more exposed to greater slopes and vice versa. Our diabetes outcome variable was not specific to Type 2 diabetes as the survey did not specify this; however, given that the average age of adults with diabetes was almost 65 years, it is likely that most will have Type 2 diabetes [3]. Finally, there is the possibility of selection bias in our sample as built environment variables were not available for one-quarter of the survey participants (those who did not consent to linking their survey data to other databases). The non-linked sample was of similar age and sex distribution to those included in the study except that they were slightly younger and more likely to be female. They were more likely to have completed the highest level of education. There were no differences in household income (see [48]).
Both the mean and standard deviation of slope were initially explored. The mean slope describes the absolute level of slope of the neighbourhood, while the standard deviation of slope captures the heterogeneity in the distribution of slope. However, given that Perth generally has a ‘flat’ terrain, there was a high correlation between slope-mean and slope-standard deviation (r = 0.93; not reported here). Moreover, the crudeness of the slope calculation (i.e., 90 m × 90 m cells) suggests that it is more a measure of hilliness of the general service area (i.e., neighbourhood) rather than the road network per se because the slope measure of a road network cell is determined by the change of elevation with all surrounding cells not just those in the same direction as the road. Therefore, we have interpreted slope-mean and slope-standard deviation to essentially measure the same construct and have used slope-mean as a measure of ‘hilliness’ or amount of sloping terrain. As the crudeness of the slope measure (i.e., 90 m × 90 m of all cells intersecting the road network) may not provide an accurate measure of slope along the road network, finer-grained DEM data cells are required for future studies or slope measured along GPS-measured (Geographic Positioning System) actual routes are required. To this end, a slight difference in slope may be small for a single road segment, however, our slope measure represents the average slope over the neighbourhood, and as such this change in average slope represents a more substantive, but still modest, change in hilliness. Future work in this field should be tested in cities with greater variation in hilliness across areas. Neighbourhood slope may also be correlated with other environmental features such as neighbourhood greenness. For example, hilly areas may be greener, and the presence of greenery may influence factors along the causal pathway to diabetes (e.g., physical activity and obesity) [16]. It is also possible that the strength of the relationship between neighbourhood slope and diabetes might vary across space, and datasets with geocoded addresses for participants might use geographically weighted logistic regression to explore this further. Moreover, our cross-sectional study design means that it still remains to be proven that neighbourhood slope is a key independent risk factor for the development of diabetes.

Conclusions
This study is unique and suggests an association between the hilliness of a neighbourhood and the level of diabetes. It could be that living in a hilly neighbourhood is protective or that this finding is spurious. We attempted to control for confounding with all available data, and as the relationship remained, a plausible mechanism may be the effect of hilliness on exercise intensity. This question needs to be explored in large-scale community studies, especially cohort/longitudinal studies, before neighbourhood slope could be confidently regarded as having a protective effect on the development of Type 2 diabetes in adults. Nevertheless, the results are promising and raise questions about the practice of flattening land in new housing developments.

Authors’ information
KV is a Research Fellow at the McCaughey VicHealth Centre for Community Wellbeing at The University of Melbourne, but conducted the research at the Centre for the Built Environment and Health, The University of Western Australia. MK is a Professor of Biostatistics at the School of Population Health, The University of Western Australia. JK is a Research Fellow at Baker IDI Heart and Diabetes Institute and the McCaughey VicHealth Centre for Community Wellbeing, The University of Melbourne. SH is a GIS Research Assistant at the Centre for the Built Environment and Health, The University of Western Australia. HB is a Senior Research Fellow at the McCaughey VicHealth Centre for Community Wellbeing, The University of Melbourne. AN is a Research Fellow at The Queensland University of Technology. SF is a Research Assistant Professor at the Centre for the Built Environment and Health, The University of Western Australia. FB is a Professor of Public Health and the Director of the Centre for the Built Environment and Health, The University of Western Australia. BGC is a Professor of Public Health and the Director of the McCaughey VicHealth Centre for Community Wellbeing, The University of Melbourne.

Acknowledgements
The Western Australian Health Promotion Foundation i.e., Healthway, funded this project (#18922). The University of Western Australia Human Research Ethics Committee and The Department of Health of Western Australia (DoHWA) granted ethics approval (#2010/1). The DoHWA and Western Australian Data Linkage Branch are gratefully acknowledged for providing and extracting Health and Wellbeing Surveillance System survey data. The ©Commonwealth of Australia (Geoscience Australia) provided the DEM data. Spatial data based on information provided by and with the permission of the ©Western Australian Land Information Authority (i.e., Landgate) was used. Sensis Pty Ltd provided access to destination data obtained from its Yellow Pages database. Nick Middleton is gratefully acknowledged for his role in developing GIS scripts used for analyses, and processing GIS measures in 2010 and 2011. SF is supported by a Healthway Health Promotion Research Fellowship (#21363); SH by NHMRC Population Health Capacity Building Grant (#458668), and BGC is supported by a NHMRC Principal Research Fellow Award (#1004900).

References
1.
Qi L, Hu FB, Hu G: Genes, environment, and interactions in prevention of type 2 diabetes: a focus on physical activity and lifestyle changes. Curr Mol Med 8. 2008, 8: 519-532. 10.2174/156652408785747915.CrossRef

2.
Australian Bureau of Statistics: 2007–2008 National Health Survey: Summary of Results. 2009, Canberra: Commonwealth of Australia

3.
Australian Bureau of Statistics: 2007–2008 National Health Survey: Summary of Results. 2006, Canberra: Commonwealth of Australia

4.
Department of Health: At least five a week: Evidence on the impact of physical activity and its relationship to health. A report from the Chief Medical Officer. 2004, London: Department of Health

5.
Hamilton MT, Hamilton DG, Zderic TW: The role of low energy expenditure and sitting on obesity, metabolic syndrome, type 2 diabetes, and cardiovascular disease. Diabetes. 2007, 56: 2655-2667. 10.2337/db07-0882.PubMedCrossRef

6.
Lee IM, Shiroma EJ, Lobelo F, Puska P, Blair SN, Katzmarzyk PT: Effect of physical inactivity on major non-communicable diseases worldwide: an analysis of burden of disease and life expectancy. Lancet. 2012, 380 (9838): 219-229. 10.1016/S0140-6736(12)61031-9.PubMedPubMedCentralCrossRef

7.
Mokdad AH, Ford ES, Bowman BA, Dietz WH, Vinicor F, Bales V, Marks JS: Prevalence of obesity, diabetes, and obesity-related health risk factors, 2001. JAMA. 2003, 289 (1): 76-79.PubMedCrossRef

8.
Laaksonen DE, Lindstrom J, Lakka TA, Eriksson JG, Niskanen L, Wikstrom K, Aunola S, Keinanen-Kiukaanniemi S, Laakso M, Valle TT: Physical activity in the prevention of type 2 diabetes: the finnish diabetes prevention study. Diabetes. 2005, 54 (1): 158-165. 10.2337/diabetes.54.1.158.PubMedCrossRef

9.
LaMonte MJ, Blair SN, Church TS: Physical activity and diabetes prevention. J Applied Physiology. 2005, 99 (3): 1205-1213. 10.1152/japplphysiol.00193.2005.CrossRef

10.
Saelens BE, Handy SL: Built environment correlates of walking: a review. Med Sci Sports Exerc. 2008, 40 (7 Suppl): S550-PubMedPubMedCentralCrossRef

11.
Giles-Corti B, Broomhall MH, Knuiman M, Collins C, Douglas K, Ng K, Lange A, Donovan RJ: Increasing walking: how important is distance to, attractiveness, and size of public open space?. Am J Prev Med. 2005, 28 (2): 169-176.PubMedCrossRef

12.
Giles-Corti B, Donovan RJ: The relative influence of individual, social and physical environment determinants of physical activity. Soc Sci Med. 2002, 54: 1793-1812. 10.1016/S0277-9536(01)00150-2.PubMedCrossRef

13.
Owen N, Humpel N, Leslie E, Bauman A, Sallis J: Understanding environmental influences on walking: review and research agenda. Am J of Prev Med. 2004, 27 (1): 67-76. 10.1016/j.amepre.2004.03.006.CrossRef

14.
Witten K, Blakely T, Bagheri N, Badland H, Ivory V, Pearce J, Mavoa S, Hinckson E, Schofield G: Neighbourhood built environment is associated with residents’ transport and leisure physical activity: findings from New Zealand using objective exposure and outcome measures. Environ Health Perspect. 2012, 120 (7): 971-977. 10.1289/ehp.1104584.PubMedPubMedCentralCrossRef

15.
Simpson ME, Serdula M, Galuska DA, Gillespie C, Donehoo R, Macera C, Mack K: Walking trends among U.S. adults: the behavioral risk factor surveillance system 1987–2000. Am J Prev Med. 2003, 25 (2): 95-100. 10.1016/S0749-3797(03)00112-0.PubMedCrossRef

16.
Leal C, Chaix B: The influence of geographic life environments on cardiometabolic risk factors: a systematic review, a methodological assessment and a research agenda. Obes Manag. 2010, 12: 217-230.

17.
Booth G, Creatore M, Moineddin R, Gozdyra P, Weyman J, Matheson F, Glazier R: Unwalkable neighborhoods, poverty, and the risk of diabetes among recent immigrants to Canada compared with long-term residents. Diabetes Care. 2013, 36: 302-308. 10.2337/dc12-0777.PubMedPubMedCentralCrossRef

18.
Müller-Riemenschneider F, Pereira G, Villanueva K, Christian H, Knuiman M, Giles-Corti B, Bull FC: Neighborhood walkability and cardiometabolic risk factors in australian adults: an observational study. BMC Public Health. 2013, 13 (1): 1-9. 10.1186/1471-2458-13-1.CrossRef

19.
Auchincloss AH, Roux A, Mujahid MS, Shen M, Bertoni AG, Carnethon MR: Neighborhood resources for physical activity and healthy foods and incidence of type 2 diabetes mellitus: the multi-ethnic study of atherosclerosis. Arch Intern Med. 2009, 169 (18): 1698-1704. 10.1001/archinternmed.2009.302.PubMedPubMedCentralCrossRef

20.
American Planning Association: Planning and Urban Design Standards. 2006, New York: John Wiley & Sons

21.
Marshall A: Challenges and opportunities for promoting physical activity in the workplace. J Sci Med Sport. 2004, 7 (1, Supplement 1): 60-66. 10.1016/S1440-2440(04)80279-2.PubMedCrossRef

22.
Motloch J: Introduction to landscape design. 2000, New York: John Wiley, 2

23.
French SA, Story M, Jeffery R: Environmental influences on eating and physical activity. Annu Rev. 2001, 22: 309-335.

24.
Dishman RK, DeJoy DM, Wilson MG, Vandenberg RJ: Move to improve: a randomized workplace trial to increase physical activity. Am J Prev Med. 2009, 36 (2): 133-141. 10.1016/j.amepre.2008.09.038.PubMedCrossRef

25.
Teh KC, Aziz AR: Heart rate, oxygen uptake, and energy cost of ascending and descending the stairs. Med Sci Sports Exerc. 2002, 34 (4): 695-699. 10.1097/00005768-200204000-00021.PubMedCrossRef

26.
Eves FF, Webb OJ, Mutrie N: A workplace intervention to promote stair climbing: greater effects in the overweight. Obesity. 2006, 14 (12): 2210-2216. 10.1038/oby.2006.259.PubMedCrossRef

27.
Ainsworth BE, Haskell WL, Whitt MC, Irwin ML, Swartz AM, Strath SJ, Brien WL O, Bassett DR, Schmitz KH, Emplaincourt PO: Compendium of physical activities: an update of activity codes and MET intensities. Med Sci Sports Exerc. 2000, 32 (9; SUPP/1): S498-S504.PubMedCrossRef

28.
Winett RA, Carpinelli RN: Examining the validity of exercise guidelines for the prevention of morbidity and all-cause mortality. Ann Behav Med. 2000, 22 (3): 237-245. 10.1007/BF02895119.PubMedCrossRef

29.
Shephard RJ: Is active commuting the answer to population health?. Sports Med. 2008, 38 (9): 751-758. 10.2165/00007256-200838090-00004.PubMedCrossRef

30.
Minetti AE, Moia C, Roi GS, Susta D, Ferretti G: Energy cost of walking and running at extreme uphill and downhill slopes. J Appl Physiol. 2002, 93 (3): 1039-1046.PubMedCrossRef

31.
Lynch J, Helmrich S, Lakka T, Kaplan G, Cohen R: Moderately intense physical activities and high levels of cardiorespiratory fitness reduce the incidence of non-insulin-dependent diabetes mellitus in middle-aged men. Arch Intern Med. 1996, 156: 1307-1314. 10.1001/archinte.1996.00440110073010.PubMedCrossRef

32.
Gómez LF, Parra DC, Buchner D, Brownson RC, Sarmiento OL, Pinzón JD, Ardila M, Moreno J, Serrato M, Lobelo F: Built environment attributes and walking patterns among the elderly population in Bogotá. Am J Prev Med. 2010, 38 (6): 592-599. 10.1016/j.amepre.2010.02.005.PubMedCrossRef

33.
Troped P, Saunders R, Pate R, Reininger B, Ureda J, Thompson S: Associations between self-reported and objective physical environment factors and use of community rail-trail. Prev Med. 2001, 32: 191-200. 10.1006/pmed.2000.0788.PubMedCrossRef

34.
Nguyen DM, Lecoultre V, Hills AP, Schutz Y: How does a hilly urban environment influence daily physical activity in obese individuals?. J Phys Act Health. 2013, 10 (5): 617-625.

35.
Rodríguez DA, Joo J: The relationship between non-motorized mode choice and the local physical environment. Transport Res D-Tr E. 2004, 9 (2): 151-173. 10.1016/j.trd.2003.11.001.CrossRef

36.
Titze S, Willibald J, Stronegger S, Oja P: Association of built-environment, social-environment and personal factors with bicycling as a mode of transportation among Austrian city dwellers. Prev Med. 2008, 47 (3): 252-259. 10.1016/j.ypmed.2008.02.019.PubMedCrossRef

37.
Brownson RC, Baker E, Housemann R, Brennan L, Bacak S: Environmental and policy determinants of physical activity in the United States. Am J Public Health. 2001, 91 (12): 1995-2003. 10.2105/AJPH.91.12.1995.PubMedPubMedCentralCrossRef

38.
Villanueva K, Pereira G, Knuiman M, Bull F, Wood L, Christian H, Foster S, Boruff B, Beesley B, Hickey S: The impact of the built environment on health across the life course: design of a cross-sectional data linkage study. BMJ Open. 2013, 3 (1): e002482-PubMedPubMedCentralCrossRef

39.
National Regional Profile: Perth (Statistical Division): [http://​www.​abs.​gov.​au/​ausstats/​abs@nrp.​nsf/​lookup/​LGA57080Main+Fea​tures12007-2011] []

40.
Oliver L, Schuurman N, Hall A: Comparing circular and network buffers to examine the influence of land use on walking for leisure and errands. Int J Health Geogr. 2007, 6 (1): 41-10.1186/1476-072X-6-41.PubMedPubMedCentralCrossRef

41.
Hooper P, Foster S, Nathan A, Giles-Corti B: Built Environmental Supports for Walking. Physical Activity and Public Health Practice. Edited by: Ainsworth B, Macera C. 2012, Boca Raton, FL: CRC Press (Taylor and Francis Group, LLC)

42.
Christian H, Bull F, Middleton N, Knuiman M, Divitini M, Hooper P, Amarasinghe A, Giles-Corti B: How important is the land use mix measure in understanding walking behaviour? Results from the RESIDE study. Int J Behav Nutr Phy. 2011, 8: 55-67. 10.1186/1479-5868-8-55.CrossRef

43.
Giles-Corti B, Timperio A, Cutt H, Pikora TJ, Bull FC, Knuiman M, Bulsara M, Van Niel K, Shilton T: Development of a reliable measure of walking within and outside the local neighborhood: RESIDE’s Neighborhood Physical Activity Questionnaire. Prev Med. 2006, 42 (6): 455-459. 10.1016/j.ypmed.2006.01.019.PubMedCrossRef

44.
US Department of Health and Human Services: Physical Activity Guidelines for Americans, Be active, healthy, and happy. 2008, Washington DC: United States Department of Health and Human Services

45.
Python Software Foundation: Python v2.6. 2008, Wolfeboro Falls, NH, USA: Python

46.
Li F, Harmer P, Cardinal B, Bosworth M, Johnson-Shelton D: Obesity and the built environment: does the density of neighborhood fast-food outlets matter?. Am J Health Promot. 2009, 23: 203-209. 10.4278/ajhp.071214133.PubMedPubMedCentralCrossRef

47.
Frank L, Schmid T, Sallis J, Chapman J, Saelens B: Linking objectively measured physical activity with objectively measured urban form: findings from SMARTRAQ. Am J of Prev Med. 2005, 28 (2 Suppl 2): 117-125.CrossRef

48.
Pereira G, Foster S, Martin K, Christian H, Boruff B, Knuiman M, Giles-Corti B: The association between neighborhood greenness and cardiovascular disease: an observational study. BMC Public Health. 2012, 12: 466-10.1186/1471-2458-12-466.PubMedPubMedCentralCrossRef

49.
Armstrong T, Bauman A, Davies J: Physical activity patterns of Australian adults. Results of the 1999 National Physical Activity Survey. 2000, Canberra: Australian Institute of Health and Welfare

50.
Australian Institute of Health and Welfare: The Active Australia Survey: A Guide and Manual for Implementation, Analysis and Reporting. 2003, Canberra: Australian Institute of Health and Welfare (AIHW)

51.
Besser L, Dannenberg A: Walking to public transit: steps to help meet physical activity recommendations. Am J Prev Med. 2005, 29: 273-280. 10.1016/j.amepre.2005.06.010.PubMedCrossRef

52.
Brownell K, Stunkard A, Albaum J: Evaluation and modification of exercise patterns in the natural environment. Am J Psychiatry. 1980, 137 (12): 1540-1545.PubMedCrossRef

53.
Haskell WL, Lee IM, Pate RR, Powell KE, Blair SN, Franklin BA, Macera CA, Heath GW, Thompson P, Bauman A: Physical activity and public health: updated recommendation for adults from the American College of Sports Medicine and the American Heart Association. Circulation. 2007, 116 (9): 1081-1093.PubMedCrossRef

54.
Gyourko J, Saiz A: Construction costs and the supply of housing structure*. J Reg Sci. 2006, 46 (4): 661-680. 10.1111/j.1467-9787.2006.00472.x.CrossRef

55.
Everson SA, Maty SC, Lynch JW, Kaplan GA: Epidemiologic evidence for the relation between socioeconomic status and depression, obesity, and diabetes. J Psychosom Res. 2002, 53 (4): 891-895. 10.1016/S0022-3999(02)00303-3.PubMedCrossRef

56.
Janssen I, Boyce WF, Simpson K, Pickett W: Influence of individual-and area-level measures of socioeconomic status on obesity, unhealthy eating, and physical inactivity in Canadian adolescents. Am J Clin Nutr. 2006, 83 (1): 139-145.PubMed

57.
Parsons TJ, Power C, Logan S, Summerbell CD: Childhood predictors of adult obesity: a systematic review. International Journal of Obesity and Related Metabolic Disorders: journal of the International Association for the Study of Obesity. 1999, 23: S1-S107.

58.
Wang Y, Beydoun MA: The obesity epidemic in the United States—gender, age, socioeconomic, racial/ethnic, and geographic characteristics: a systematic review and meta-regression analysis. Epidemiol Rev. 2007, 29 (1): 6-28. 10.1093/epirev/mxm007.PubMedCrossRef

59.
Connolly V, Unwin N, Sherriff P, Bilous R, Kelly W: Diabetes prevalence and socioeconomic status: a population based study showing increased prevalence of type 2 diabetes mellitus in deprived areas. J Epidemiol Community Health. 2000, 54 (3): 173-177. 10.1136/jech.54.3.173.PubMedPubMedCentralCrossRef

60.
Sayeed MA, Mahtab H, Khanam PA, Ahsan KA, Banu A, Rashid AB, Khan AA: Diabetes and impaired fasting glycemia in the tribes of Khagrachari hill tracts of Bangladesh. Diabetes Care. 2004, 27 (5): 1054-1059. 10.2337/diacare.27.5.1054.PubMedCrossRef

61.
Zenk SN, Schulz AJ, Matthews SA, Odoms-Young A, Wilbur J, Wegrzyn L, Gibbs K, Braunschweig C, Stokes C: Activity space environment and dietary and physical activity behaviors: a pilot study. Health Place. 2011, 17 (5): 1150-1161. 10.1016/j.healthplace.2011.05.001.PubMedPubMedCentralCrossRef



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

Authors’ contributions
KV developed the first draft of the manuscript. MK, FB, and BGC contributed to the conception and design of the study. MK provided statistical advice. SH computed the GIS measures and developed the figures. MK, JK, SH, SF, HB, AN, FB and BGC provided feedback on the manuscript’s contents and approved the final submission. All authors read and approved the final manuscript.


OEBPS/sidebar.gif





OEBPS/A12942_2013_Article_573_Fig1_HTML.jpg
Legend

[ sovioos 55
Ccostne  [me7

Slope (%) [7¢

- o

o s

e B
—H T naus
Clx Elws
(= .

o 30 O
s

A: Neighbourhood with low slope-mean

Legend
Sovice ves [T 56
Slope (%) 1

[ 07a
[ 34ss

B: Neighbourhood with high slope-mean






OEBPS/A12942_2013_Article_573_Fig2_HTML.jpg
[ cABoundary
Slope (%)

Lowest Tertile

Widde Tertile






OEBPS/contact.gif





