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ABSTRACT

Obesity 1s an unhealthy excess of body fat which increases the nsk of medical illness and
premature mortality. Overweight and obesity are the fifth leadmg nsk for global death.
They 1mpact on co-morbidity and constitute major risk factors for a number of chronic
diseases such as hypertension, cardiovascular disease and type 2 diabetes mellitus.
Adolescents and young adults are susceptible to obesity in the transition stages of
childhood/adolescence to adulthood. The university which is known for 1ts level of
independence exposes students to take up unguided lifestyles that could be detnmental to
their health. Therefore, the findings from this research work stand to help advocate and
emphasize the need for early identification and referral of overweight and obese students
for control. The purpose of this study s to determine the prevalence and factors associated

with overweight and obesity among newly admitted undergraduate students at the
University of Ibadan.

The study was conducted in the University of Ibadan. A cross-sectional study design was

used. A 3-stage sampling technique was used to randomly select 546 100Level
undergraduates” students across the departments. Using a semi- structured questionnaire,

information on the socto-economic status of both students and their parents were obtained,

anthropometric measurements to determine Body Mass Index and Waist Circumfcrence
wcre carried out.

Participants included 44.9% malcs and 54.9% females. Overail, thc prcvalence of
overwcight and obesity was 15% and 5.5%, respectively. Females were morc overweight
and obese (18% and 8%, rcspectively) compared to the males (11.4% and 2.4%,
respectively). After adjusung for othcr factors, gender, and family history of
overwcight/obesity werc predictors of obesity among the students at multivanate analysis.
[Females were four times morc hikcly than malcs to be obese (OR: 3.45: 95% ClI: 1.39 —

8.57). those who had family history of overnwcight and obesity werc threcc times more
likely to be obcse (OR: 3.04; 95% CL .16 - 7.95)

The study revcaled that gender, family history of overweight arc potcnt predictors of
obesity. Effective utilization of a curriculunt on nutrition education will help to improve
students’ knowledge about nutrition. promote healthy body and weight management
among students and reduce the prcvalence of overnwveight and obesity.

Keywords: Ovenveight, Obesity, Body Mass Index. Risk factors, Undcrgraduatcs
Word count: 370.
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CHAPTER ONE

INTRODUCTION

1.1 Background of the study

Obesity can be defined as abnormal or excessive fat accumulation that may.impair
health (WHO, 2015 ).It1s also known as an unhealthy excess of body fat which increases
the nisk of medical illness and premature mortality (Adrniana.2014) Obesity occurs when
there 1s imbalance between food intake and energy bum-off  (NIH, 2013). The
contributing factors that lead to obesity are physical inactivity, poor dietary intake,
smoking, excessive alcohol consumption and genetic _composition of an individual.
Obesity has been associated with several non-communicable diseases such as

hypertension, diabetes and lipid disorders as well as with increased morbidity and

mortality among adults. (WHO, 2002).

According to Pan American Health Organization, restrictions 1n access to food determinc
two simultaneous phenomena that are two sides of the same coin 1.e. poor people arc
malnourished because they do not have enough to feed themsclves, and they arc obese
because they cat poorly, with an important energy imbalance. The complications of
obesity include cardiovascular diseasc(CVD), high blood pressure, ostcoarthritis, gout,
gall bladder disease. respiratory problems, liver malfunction and complications in
pregnancy . and surgery (Whitmer, Gunderson, Baretttconner, Quesenberry, & Yaffe,
2005)..Once considered a high-income country problem overweight and obesity are now
on the rise 1n low-and middle —income countries, particularly in urban settings. Obesity
affects people of all ages, ethnic background and socioeconomic status. Globally, there is
a disturbing trend towards increasing adiposity and according to World Health
Organization fact sheet, 39% of adults aged 18years and over (38% of men and 40% of
women) were ovenveight in 2014, and this figure 1s more than double those between 1980
and 2015. Currently 300million people can be considered as obese and due to the rising
trend in obesity prevalence, this figure could be doubled by year 2025 if no action is taken
against this threat. In Nigeria, WHO report puts the prcvalcnec of overweight and obesity

at 26.8% and 6.5% respectively (Ejikc & ljeh, 2012),
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The major indicators to assess obesity are the Body Mass Index and Waist Circumference.
Body Mass Index (BMI) 1s a simple index of weight-for-height that 1s commonly used to
classify overweight and obesity in adult. It 1s determined by dividing body weight (in
kitograms) by the square of height (in meters). BMI in adults 1s classified thus:
<18.5kg/m’ 1s underweight,18.5-24.9kg/m* is normal while overweight is defined by a
BMI of 25.0-29.9kg/m?.and obesity is classified by a BMI >30.0kg/m-. regardless of sex.
Obesity has been sub-classified to Obesity Class 1 if BMI is 30-34.9kg/m-, Obesity class

[1 1f 35-39.9kg/m’ and class !l if BMI is >40kg/m° (National Health and Mcdical
Research Council, 2014).

Waist circumference - 1s considered a good estimate of the body fat (internal fat deposits)
and the hkelihood of developing weight related discase. It i1s used to assess central fat
distribution and degree of abdominal obesity. For male: Waist circumference is normal at
a value that is (<94cm), High (94-102cm), Very high (>102cm).For Femalc: Waist
Circumiference 1s normal at (<80cm). High (80-88). very high (>8R). (IDF 2011). The risk
of cardiovascular disease (CVD) and non-insulin dependent diabetes 1s high 11 men and

women with abdominal adiposity (Ken, Andre, kelly, Lynne, Steven, & Alan, 200R).

1.2 Problcm statement

A study 1n one of the Nigerian tertiary institutton shows that thc prevalence of obesity
among undergraduate students is 8% {(Olusanya & Omotayo, 2011).Overweight and
obesity are the [ifth leading nisk for global deaths. They impact on co-morbidity and
constitute mayjor nisk factors for a number of chronic disease such as hypertension,
cardiovascular diseasc and type 2 diabetes mellitus. (Poirier, Giles, Bray, Hong, Stemns,
Pi-Sunyer & Eckel, 2006). At lcast 2.8 million adults die each year as a result of being
overweight or obese. In addition, 44% of the diabetes burden, 23% of the ischemic heart
disease burden and between 7% and 41% of certain cancer burdens are attributable to
overweight and obesity (WHQ, 2013). Obesity can exacerbate the age-related decline in

physical function and lead to [railty.

Adolescents and young adults arc susceptible to obcsity in the transition stages of
childhood/adolescence to adulthood. The length of time a young adult is ohese is

associated with the developinent of silent or subclinical, heart discase in the middle age.
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It should be noted that each year that a young adult 1s obese. there ts a tendency for such
person to be at nisk of developing coronary artery calcification, a subclinical predictor of
heart disease. (NIH,2013). Therefore, the rnising prevalence of obesity, especially among

young adults, warrants the need to assess adiposity and prevent occurrences as early In

life as possible.

1.3 Justification for thc study

Change 1n foods habits, declining physical activity in schools and home, increase in
sedentary habit among young adults are significant factors which contribute to imbalance
between energy intake (600kcal/day) and energy expenditure as.a threat of developing
obesity. (CDC, 2015).The behavioral patterns (dietary, physical inactivity, smoking and
alcohol consumption) of some adolescents and young adults makes them prone to 1ssues
like overweight and obesity. The university which 1s known for its level of independence
exposes students to taken up unguided lifestyles that could be detrimentat to their health.
According to a study done on ‘“Physical Inactivity in Nigcria Adults: Prevalence and

Socio Demographic Correlates™ shows that the prevalencc of physical inactivity among

Nigeria young adult 1s 41% (Adegokc & Oycycmi, 201 1).

This 1s more so for new students who could be overwhclmed with the change in
environment and the demanding school activitics. In order to catch up, students 1nay skip
meals, cat late.or eat. unhealthy food such as high calorie junk food with sugar sweetcned
beverages which are more readily available. All these unhealthy behaviors can lead to
overweight or‘obesity which may later impact on physical and mental health, health
related quality of life, and generates considerable dircct and indirect costs among these
young adults. (CDC, 2015). The impact of the overbearing environment of the university
on health of young new intakes in the University could be more among those who already
have the risk factors. Studies have shown that such adolescents and young adults are at
greater risk for developing bone and joint problems, sleep apnea, social and psychological
problems such as stigmatization and poor self-esteem which could he worsened during
their stay in the University. In additon, obesc adolescents are morc likcly to have
prediabetes, a conditon in which blood glucose lcvels indicate a high risk for

development o f diabetes. (Lobstcin,Baur & Uauy, 2004)
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It should be noted that most of the young adults are not cautious about their health before
coming to the university and the opportunity missed as a result of pnior poor access to
adolescent healthcare could be addressed in the University (Katz & Ali. 2009).The
findings from this research work stand to help advocate and emphasize the need for early

identification and referral of overweight/obese students for control.

1.4 Research questions

1. What are the prevalence of overweight and obesity among newly admitted

undergraduate students?

2. What are the predominant nisk factors of obesity among undergraduate students?

3. What 1s the relationship between obesity and age, gender, physical activity and dietary

behavioral patiem anmiong new intakes at University of Ibadan?

1.5 Study objectives

Broad Objective: To determine the prevalence and factors associated with obesity among

newly admitted undcrgraduatc students at the University of 1badan.
Specific Objective:

. To determine prevalcnce of obesity among ncwly admitticd undergraduate students at

University of Ibadan.

2. To determine the prevalence of factors associated with obesity among undergraduate

students at University of Ibadan.,

3, To assess the relationship betwcen obesity and age, gender, physical activity, dietary

behavioral, family history of obesity, perception of individual about obesity pattern

among new intakes at University of Ibadan.
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CHAPTER TWO

LITERATURE REVIEW

2.1 Definition of obesity

Obesity has been defined simply as a condition of abnormal or excess body fal
accumulation 1n adipose tissue to an extent that impairs physical as well as psychosocial
health and well- being(Hoelscher, Lee, Frankowski,Kelder,Ward & Scheurer . 2003).The
degree of excess fat, its distnbution and the associated health consequences vary
considerably between obese individuals. [t has been shown thatthe cntical penods for the
development of obesity are infancy, early childhood, adolescence, young adult (Lobstein,
Baur, & Uauy, 2004). Obesity results from the interaction of genetic susceptibility factors
and modiliable environinental factors, with genetic varniations influencing a person's

susceptibility to environmental factors (Popkin, 2006).

2.2 Global burden of obesity

[t should be noted that almost 2 bsliion adults worldwide are ovenveight and obese which
make 1t an important ciinical and public health burdens worldwide. The prevalence of
ovcerweight were highest i thc WIHO Regions of the Americas (61% for overweight 1n
both sexcs ,and 27%. . for obesity) and lowest in the WIHO Region for South East
Asia(22% overweight in both sexes and 5% for obesity). Women had roughly double
prevalence.of obesity than men m all WHO regions. Therefore. the risc in obesity has led
to widespread calls for regular monitoring of changes in the prevalence of ovenweight and
obesity. among the populace. (Marie, Toin, Margaret, Blake, Nicholas & Christopher,
2014) Obesity has been linked to a multitude of health conditions including diabetes,
hypertension, ischemic stroke, heart disease, and different types of cancers and
reproductive conditions, considenng all these health conditions, obesity 1s now among the
leading factors for global morbidity and mortality and causes more global deaths than
underweight. (Kelly, Yang, Chen & Reynolds, 2008).Overweight and obesity arc linked
to more deaths worldwide than undcrweight. For example, 65% of the world's population
live 1n countrics wherc overweight and obesity kill more pcople than undenveight (this
includes all high-income and most middle-income countries). Once considered a high-

income country problcm, overwcight and obcsity are now on the risc in low- and middle-
AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
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Income countries, particularly in urban settings. In 2008, more than 1.4 billion adults, 20
years and older, were overweight. Of these, over 200 million men and nearly 300 millhon
women were obese. About 35% of adults aged 20 years and over were overweight in
2008, and 11% were obese. Overweight and obesity are the fifth leading nisk for global
deaths. At least 2.8 million adults die each year as a result of being ovenweight or obese.
In addition, 44% of the diabetes burden, 23% of the ischemic heart disease burden-and

between 7 and 41% of certain cancer burdens are attributable to ovenweight and obesity
(WHO, 2013).

The most commonly used method today for classtfying an adult as. overweight or obese ts
based on body mass index (BMI), a value that is determined by dividing body weight (in
kilograms) by the square of height (in meters). [n adults. overweight is defined by a BMI

of 25.0 kg/m2 , and obesity is defined by a BMI of 30.0 kg/m2 , regardless of
sex.(Racette,Susan & Robert, 2003).

Therefore, WHO recognized obesity as.a global epidemic which led to a new word

describing the global nature of the epidemic has been coined- “globesity”™. (WHO,
2010).The WO estimated that. adult BMI of 22-23kg/m* were prevalent in most

countries of Africa and Asia, while BMI of 25-27kg/m” were prevalent in North America,
Europe and parts of Latin America, North Africa and some Pacific Island countrics. It
estimated that obesity ratcs vary from bclow 5% i China, Japan and ccrtain African
countries to over 75% n urban Samoa. Howcver, in China, rates were as high as 20% in

some cities, similar to cities in the developed world. The rates of the epideniic in the UK

are some of the highest in Europe (Lokuiuka, 2013),

2.3. Geographical disparity in obesity rates

The US has the highest rates of obesity among developed countries (32%), in the adult
population .The rates vary with gender and ethnicity. It 1s higher in women than men (35
versus 33%), similar to other regions of the world. In the US, the scourge is higher among
African-Americans than other races. In Canada, the aboriginals tend to be more obese

than the Caucasian groups, Due to the dramatic nise in Class [11 obesity, more than 30% of

annual deaths in the US
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A recent study in South Africa discovered that the black women had the highest
prevalence of overweight and obesity (58.5%), followed by women of mixed ancestry
(52%), white women (49.2%) and Indian women (42.8%). The overall prevalence of
obesity and overweight in South Africa is high, with 29% of men and 56% of women
being classifted as overweight or obese. This is higher than reported tn other Afncan
countries, particularly among women, since 30% of South African women aged between

30 and 59 were reported obese. The other African region where obesity rates are as high

as 1n South Africais North Africa.

In Asia, India. China, Indonesia. Japan and Bangladesh are listed among the WHQO's 10
countries with the greatest prevalence of obesity. In India, morbid obesity in the 2ist
century has reached 5% of the country’s population. while in Chinese cities. [2% of

adults and 8% of children were reported obese (WHO. 2005).

2.3.1. Burden of obesity in Africa

Obesity 1s a threat to the health of populations, particularly in sub-Sahara Africa. The
World Health Orgamization (WHQ) has recognized obesity as a disease which is prevalent
in both developed and developing countries, affecting young adults .With an est:mated
.5 billion people overweight-worldwide, millions of people arc at nisk of developing
obesity-associated -~ co-morbid diseases.(WHO.2008). Most developing countries
particularly sub-Sahara Afnca is now disproportionately burdened with both
communicable and.non-communicable diseases. However, with recent wamings i1ssued by
the World Health Organization (WHQ) about the escalating pandemic of overweight and

obesity, which leads to wake up to the realities of the heavy burden posed by these

diseases .

In West Africa, the rate of obesity 1s about 10%. It 1s 3x higher among women than men,
In parts of West Afnca, the rates have more than doubled in the last 15 years. In South
Africa one in 3 men and one 1in 2 women are either overweight or obese. These South
African statistics arc close to the ligures for the US. In Morocco, the rate of obesity is
estimated to be 40% in the general population, while 1t 1s estimatcd to be about 12% in
Kenya (Luke, Dugas, Ebersole, Durazo-Arvisu, Chao, Scholler, Adeyemo, Brneger &

Cooper, 2009). Thus the following Africa countries have rate of obesity arc stated below
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Sudan (13%), Libya (15%), Egypt (14%), Ghana (15%). Senegal (10%), Niger (9%).
Kenya (13%), Uganda (12%), Tanzama (14%) (US Census Bureau, 2010).

The lack of space for sports grounds and facilities in Afnican cities 1s contributing o the
nse 1n rates of the epidemic in urban areas. The habit of families sitting for long hours
watching TV, videos and children playing video games for long, is also likely to

contnbute to the rising rates of obesity and overweight among affluent and middle class

urban dwellers.

2.3.2 Burden of obesity in Nigeria

In Nigena, it 1s estimated that about 6-8% of the population is obese (Luke ef al..
2009).Several studies on prevalence of overweight and obesity among adolescents and
young adults in Nigena varies across the geo-pohitical .zones in the country such as a
2007 study in Shagamu (south western Nigeria) showing a prevalence of ovenveight of
8.1% in males and 8.1% in females. It further showed a low prevalence of obesity of 2.7%
in males and 1.9% 1n fernales. Another‘study in Ajaokuta (southwesterm Nigena) reported
a higher figure of overweight/obesity as 17.3%% (Akinpelu, Oyewole & Oritogun, 2008).
This could be due to socioeconomic differences in sub populations studied. A study 1n
Jos, Northern Nigena found among males 17.2% was overweight, with 4.2% obese.
Among women 23,5% were overweight and 4.5% were obese (Puepet. Zoakah, &
Chuhwak, 2002):A study in the Niger delta southerm Nigeria found 22.04% ovenwveight
and 49.24 % were obese (Adienbo, Hart & Qyeyemi, 2012). In Abia Southeastern Nigeria
the prevalernce of ovenwveight/obcsity in the population was 28.4% . contrast to another the
report.form in Imo south eastern Nigeria were prevalence of obesity was 6.0%.while in a
community based study in Benue the prevalence of ovenveight was 9.7% and obesity
1.8% (Musa, Toriola, Monyekt & Lawal , 2012) It 1s opined that the increasing
consumption of processed and high fat fast foods. frequent snacking while watching
movies and lack of regular exercise are contributing to the rise of the scourge. Zizza and
others reported that between 1978 and 1996, there was a significant proportion of young

adults snacking, representing a case for concem worldwide (Zizza, 2011).
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2.4. Major risks factors for ohesity in adolescents/young adults

Obesity 1s a chronic condition that develop as a result of complex interaction a person’s
gene and the environment characterized by long —term energy imbalance due to excessive
caloric consumption, insufficient cnergy output(sedentary life style), low resting
metabolic rate (Khan, 2004). It should be noted that obesity usually results from a
combination of causes and contributing lactors. A risk factors is defined as an attribute,
charactenistic or exposure of an individual which 1ncreascs the hkelihood of developing a
discasc or injury .Risk factors are cither non-modifiable such as genctic endowment, racc,
age and sex or arc modifiable by behavioral or other interventions such.as changing dict,
use of exercise and reduction of tobacco and alcohol use. (WHO;2009) These includes
genetics, fanuly hfestyle, inactivity, unhealthy dict and cating habits, pregnancy. lack of

sleep. age. certatn medication socio cconomic status, medical problem (CDC. 2013).

2.4.1. Dietary factors

The incrcase in the consumption of junk foods and sugar-swectened beverages have been
to link to obesity. Therefore, there 1s an increase in caloric intake due to the excessive
consumption of sugar-swectened-beverage which have replace and reduce the intake of
other beverages such as milk and fruit juice in the diet of young adults. The adverse
metabolic and physiological effect of sugars includes the elevation of triglyceride levels,

lowering of high=density lipoprotein cholesterol level (“good cholesterol™) which could

increase the.risk of coronary heart disease.

Unbalanced nutntion 1s a key contributor to rising obesity rates and other dict-related
ilnessessuch as diabctes. heart disease. and hypcriension duc to failure to cat enough
fruity, wegclables and fiber. A study among university student revealed that all the students
involved tn the study patronized fast foods although more male (42.9%) than temales
(32%) did s0. (Dulloo, 2006)

Dietary patiern of adolescents and young adults has been studicd widely and repoerted in
the hiterature as being associated with ohesity, Irequent snacking and meal skipping

particularly breakfast (1sa & Masun, 201 1) students may make poar food choices which

may aflect their nutniuonal health status ac the beginning of their programme v higher
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institution and continue throughout their tertiary life (Adu. Falade. Nwalutu. Elemo &

Magbagbeola, 2009).
2.4.2 Skipping meals

Moy, Johan, Ismail. Mahad, Tie &Wan, 2009 reported that young adults are in the habit
of skipping meals. The results from a study by (Onyiriuka, Umoru & Ibeawuchi, 2013)
states that 30.4% of the respondents skipped the lunch meal .The prevalence of breakfast
skipping was 29.2% in a Malaysian study (Moy, Johari, Ismail, Mahad, Tie, Wan, 2009)
The results further reveal the reason why more females than males skip breakfast which
was similar 10 a study done by Shaw, 1998 which was due to differences.in reported
dieting behavior, attitudes toward body shape and weight between males and females of
the same age group. Some of the reasons for skipping meals reported from the study were

lack of uime, financial constraint, not in the habit of eating and for achieving weight loss

(Afolabi, Towobola, Oguntona, & Olayiwola 2013).

2.4.3. Physical Activity

Sedcntary lifcstyle and incrcasc risk for developing obesity among adolescents and young
adult occurs as result of numbers of hours spend in the front of television or computer
screen. Decrease physical activity plays an important role in obcsity. A physical activity
pattern such as sedcntary lifestyic, i1s also associated with weight change as wcll as
influences physiological regulation of body weight (Ogunbode, Ladipo, Ajayi.&
Fatiregun, 201 1)In 20L1, the Amerncan Collcge lHealth Association reported that college
students as a population are phystcally inactive, with only 20% reporting participation in
moderalc physical activity and 30% n vigorous physical activity on a regular basis from
2008 to 2010 with slight variation over years. In Egypt, the only available study of
physical activity among university students was done by (Abolfotouh, Bassiouni &
Fayyad, 2007). A study carried out in Obafemi Awolowo University,lle-1fe, Nigeria
among undergraduate students also revealed that more half of the respondents, 89.4% had
a moderately acuvity level (Taofeek. Rufus, Olufemi, Adegbesan, loseph, Idowu,
Chidozie , Esnat, Lukman, 2014).

Physical activity (PA) levels are decreasing among young people in countries around the
world, especially in poor urban areas, and i1 is estimated that less than one-third arc

sufliciently active to have a strong impact on their present and futurc health and well-
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being. The maintenance of body weight occurs due to balance in the calones consumed
against calones used which 1s utilized by normal bodily function and exercise. Otherwise
if large abnormal amount of food 1s stored within the body and food ntake exceed

physical activity it will result to obesity. (Maruf, Akosile & Umunnah, 2012).

2.4.4. Genetic influence on obesity

Genotype-environment interactions also have been implicated in the development of
obesity. It 1s estimated that approximately 40% of the variance in daily energy
expenditure (excluding vigorous physical activity) is attnbutable to genotype. Despite the
influence of genetics in the regulation of body weight, the rapidity with which obesity has
escalated i1n the United States and other industnalized countries suggests that genetic
factors cannot play the predominant roie in the current obesity epidecmic(Racetlc er al.,
2003).Therefore, thec currcnt obesity epidemic appears to be the result of environmental

and behavioral factors interacting with genetic suscepuibility (Segal. Polansky & Sankar.
2007).

2.4.5. Smoking practiccs

The relation betwecn smoking and obcsity is incompletcly understood. On the one hand,
nicotine aculely increases energy.cxpenditure (EE) and could reducc appetite, which
likely explains why smekers tend to have lower body weight than do nonsmokers and
why smoking cessation is frequently followed by weight gain. Moreover, a belief popular
among both smokers and nonsmokers is that smoking 1s an ef{icient way to control body
weight ..On the other hand, studies indicate that heavy smokers (ie, those smoking a
greater numbcr of cigarciics) have grcater body wcight than do hght smokers and that
there 1s aclustering of smoking, obesity, and lowcr socioeconomic status, at least in
developed countrics, Finally, there is increasing evidence that smoking affects body fat

distribution and that it 1s associated with central obesity and insulin resistance

(Amaud,David.Fred & Jacques 2008)

The prevalence of smoking is 8.5% rcported by Aina. 2009.A study among Pakistan
students revealed a higher prevalence; it showed that 12.9% of mcdical students and
10.6% of non-medical students smoked cigarette (Rubina, 2009), A Malaysian study

found that the prevalence ol smoking among university students was 29% (Redhwan,
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Yun & Nor, 2013), this 1s close 10 the 32.8% prevalence reported among adolescents 1n

North east Nigera (Adeyeye, 2013).

2.4.6. Alcohol consumption

The abuse or harmful use of alcohol 1s a well-known nsk factor for disability and
premature mortality. (WHO, 2009). According to the World Health Organization (WHO).
hazardous or harmful use of alcohol was responsible for about 2.3 million global deaths in
2004, accounting for 3.8% of all global mortality. (WHO, 2008).This is because harmful
use of alcohol 1s a risk factor for non-communicable diseases such as cardiovascular
disease cancers, trauma/injuries and chronic liver disease, which have been on increase. It
1s also known that about 4.5% of the global burden of disease. measured by disability-
adjusted life years (DALYSs) is due to alcohol and 25% of these are due to the rclationship
of alcoho! to liver cirrhosis, cardiovascular disease and cancers.(Ogah.Madukwe.
Onyeonoro .Chukwuonye ,Ukegbu . Akhimien &Okpechi. 2013). A study camed out 1n
Nigeria revealed that 55.8% consumed alcohol.© The method of assessing alcohol

consumption using the Quantity-Frequency method of assessment with a timeframe of last

one year (Chukwuonyc, Chuku, Onyconoro, Madukwc, Oviasu & Ogah, 2013).

2.4.7 Slceping Pattern

Adults require eight hours of sleep pcr day, sleep pattcrns of adolescents and young adult
differ from those of their adult countemparts. According 1o the Intemational Classification
of Slcep ~Disorders, conditions such as dyssommas, parasomnias and
medical/psychological disorders which arc often neglecicd, may be rcsponsible for altered
patterns among students and as a result students may use drugs to overcome these
problems (Ali, Muhammad, Kanwal, Amanda & Mulazim, 2013). Sleep loss occurs not
only as a result of habitual behavior, but also in presence of pathologtcal conditions
associated with disturbed sleep. like obstructive sleep apnea (OSA). The increase in both
the prevalence and the severity of obesity has translated into an increase 1n thc prcvalence

of obesity-related comorbidities including OSA. (Gugliemo & Stlvana,2011).

2.5. Health consequences of overweight/obesity
Obesity has many and varted consequcnccs, ranging [yom an incrcascd risk of precmaturce

death 10 sevcral non-fatal but debilitating complaints that impact on immediate quality of
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life. Obesity 1n adolescents and young adults also leads to several obesity —associated

morbidities and NCDs including elevated blood pressure, cancer. dyslipidemia, insulin

resisiance and type-2-diabeles.

(a)Obstructive sleep apnea: Obstructive sleep apnea is another complication of

childhood/adolescents obesity which has been reported to cause hypoventilation and even

sudden death 1n severe cases.

b) Orthopedic Complications: Studies have shown that obese young adult can suffer from
orthopedic complications. The more serious of these include slipped capital femoral
epiphysis and Blount's disease (a bone deformity resulting from overgrowth of the tibia)

while the more minor abnormalities include knock knee (genu valgum) and increased

susceplibility to ankle sprains. (Daniels. 2009),

(c) Hepatic and gastric complication: Hepatic complications, particularly hepatic steatosis
which 1s charactenzed by raised scrum transaminase level have been repoited in obese

adolescents/young adults. Abnormal liver enzymes may be associated with choleclithiasis

but this condition is rare in young. adults.

(d)Cardiovascular risk factors: Dyslipidemia, hypcrtension and insulin resistancc are
frequently present in obcse young adults and appears to be related to increased abdominal

fat distribution. Sertm hpid and lipoprotein levels. blood pressure and plasma tnsulin all

follow from childhood. into young adulthood, with obesity at baseline being a significant

predictor of adult values.
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CHAPTER THREE

METHODOLOGY

3.1 Study Area

The study was conducted in the University of Ibadan, which 1s located in Ibadan North
Local Government Area of Oyo State, Nigena. University of [badan 1s the first Umversity
established 1in Nigera. It was founded in 1948. The University compnses. thirteen
faculies: Arts, Sciences, Agnculture and Forestry, the social sciences, Education,
Vetennary Medicine, Clinical Sciences, Basic Medical Sciences Technology, Law, Pubhic
Health, Dentistry, Pharmacy. In addition it has a number of Institutes. The university also
has a College of Medicine. The University admits above 3000(<3500) candidates yearly

and for the 2014/2015 Academic session 3.474 students were admitted and these

constituted the students included in thss study.

The university has twclve (ten undergraduate and two postgraduate) halls of residence and
other basic amenitics including a primary healthcarc facility. The health services of the
University of [badan is a National Health [nsurance Scheme accredited primary care. [tis

a user outfit situated at Jaja Avenuec 1n the University, hence-it 1s often called Jaja clinic.

[n addition to a compulsory medical screening of students, University Health Service
offer the following services :general outpatient clinic, Emergency care, public health
services, medical soctal works scrvices, visual care, data management ’health records
services ,pharimaceutical services, environmental health services, physical therapy (both at
primary and secondary levels of care to students including for sport 1njuries). [n addition,
there are some outreach programmes developed to help students with health challenges.

These include Mental Health Clinic, Surgical out-patient/orthopedic clinic, Dental Clinic

and Diabetic Clinic.

The University of Ibadan maintains a well-rounded programme of sporting and athletic

activiies on campus under the over —all supervision of Director of Sports. Apart {rom

maintaining a sound body which is an asset for advanced thinking and rigorous acadcnic
pursuit, students have the addcd advantage of cxposure to modcm facilitics and

techniques through active participation in the vanety of sports.
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3.2 Study design

Cross- sectional study design was used for this study. This was used to investigate the

prevalence and factors associated with obesity among undergraduate students at the

University of Ibadan, Nigena.

3.3 Study population

The population studied were the male and female 2014/2015 new- 1ntake undergraduate

students (100 Level) of the University of Ibadan, Ibadan. Oyo state.

3.3.1 Inclusion Criteria

e 100 Level students of University of Ibadan in the age bracket (15 to 35years)

of adolescents and young adult (NIH, 2015).

e Male and female who have been duly informed of the study and ready to

participate voluntarily was included.

3.3.2 Exclusion Criteria

e Those who meet inclusion critcna but found to have physical deformity such as
limb shortcning or others that may alter the true anthropometry measurement.

e Those who werc pregnant was excluded.

3.4 Study sample calculation
The statistical formulae for calculating sample size for cross sectional study is stated

below:

- (p)XI _P)(Zﬂ)z
(d)?

(Jaykaran & Tammoghna, 2013).

P=8% ( A study in one of the Nigenia tertiary institution shows that the prevalence of
obesity among undergraduate students 1s 8% ) (Olusanya et «/.2011). Sincc the
prevalence of the previous study is less than 10% *d" (degree of precision) =0.3 x 0.08

(prevalence of the previous study) 1.e. this incrcased the sample size and the precision was
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improved by 30% (i.e. reducing the error of estimate by 30%) (Naing, Wmnn, & Rusl.
2006).

Z .= standard normal deviate at 95% confidence level = 1.96

_ (0.08)(1-0.08)(1.96)’

" =490.9= 491
(0.3x0.08)°

Assuming 10% non-response rate = | - %o =0.9

491 <. o <

s SO 546.

The minimum sample size for this study was 546.

3.5 Sampling Tcchnique

The list of registered 100 Level students for 2014/2015 Academic session across all the

departments in University of Ibadan was obtained from the Management Information

Systern (MIS) Unit University of Ibadan.

A 3-stage sampling technique was used to select subjects for this study.

Stage |

The University of Jbadan has academic programmes n thirteen Faculties nainely, Arts,
Sciences, Agriculture and Forestry, the social sciences. Education, Veterinary Medicine,
Clinical Scicnces, Basic Medical Sciences Technology, Law, Public Health, Dentistry,
Pharmacy. The facuities of the Basic Medical Sciences, Chinical Sciences, Public health
and Dentistry are organized as a College of Medicine. Six faculties were randomly
selected from the nine faculties while all the faculties in College of Medicine, University
of Ibadan were selected for the study. The following were the randomly selccted faculties:
Arts, Science, Technology, Agriculture and Forestry, Social sciences and Education and

faculties of the Basic Medical Sciences, Clinical Sciences, Public health and Dentistry are

organized as a College of Medicine was selccted for the study (See Appendix 1 for Table

1)
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Stage 2

Also 50% of the departments 1n each randomly selected faculties was considered except

in faculty of dentistry and public health where only one department was chosen while 1n

Clinical Sciences 100% of the departments that offer admission for 2014/2015 academic

session was used.

(See Appendix I for Table 1).

Stage 3

The total number of 100 Level students (study population) in the randomly selected
departments was obtained and thereafter proportional allocation of the sample was carried
out to determine the number of 100Level students to be allocated from each department
(See Appendix [ for Table 2). Thereafter, systematic random sampling was used to select
the research participants (Students) from each department with use of the sampling
interval. Then, a number was assigned 10 every singlc person (student) 1n each
department, every Kth pcrson were taken from the total number of 100 Level students in

each randomly selected departmcents-and thc starting point was choscn at random.

3.6 Instrument for Data collection

A semi- structured questionnairc was used (Appendix [1). The questionnaire has been
developed using.some questions from literature on the subject and a related research work
on lifestyle of undcrgraduatcs carried out at the University of Ibadan. (Ogundero. 2013).
Anthropomnctric. measurcinents to dctcrmine Body Mass Index and Waist Circumference
was carried out. The questionnaire was face validated by experts and thercafter pre-tested

among twenty first year students not selectcd for the study. The quecstionnaire was

administered by six trained research assistants.
The questionnaire was divided into five sections (A to E).

Section A: Sought information on socio-demographic charactenstics which include age,

sex, ethnicity of respondent parents.
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Section B: information about diet (A food frequency questionnaire that reveals the

frequency of consumption of each food group among the respondents was adopted in

this study).

Section C: questions to ascertain the level of physical activities using the validated

international physical activity questionnaire short form (IPAQ-SF). (Pate, Pratt. Blarr.
Haskell, Macera, Bouchard. 1995).

Section D: lifestyle and medical history.

Section E: anthropometric measurements. Height was measured using measuring tape. It
was taken in meters (m).

Respondents were asked to take off their foot wears or shoes.to get their accurate herght.
They were also asked to stand by a wall with their heels touching the wall.

With a ruler placed over the head, touching the wall, a mark was made with a pencil on
the wall. The respondents were asked to step aside and measurements was taken from the
floor to the mark made with the pencil. The weight of each subject was taken using the
mechanical personal scale also known as the bathroom scale. Foot wears of the subjects
were taken off. The respondents stoed on the scale with heads raised and kept at eyes
level. BMI of each participant.was evaluated by dividing the weight of each participant in
kilogram (kg) by squared of the height 1n mcters (m-) (Anyiam. Ogala & Onuora, 2008).
The waist circumfercnce (WC) of each participant was measured using a non-elastic
measuring tape. Waist circumfcrence was measured midway between the lowest rib and
the superior border of the iliac crest at the end of normal expiratton to the nearest 0.1cm
(Ejike & Ijeh, 2012),

3.7 Data Managcment and Analyvsis.

3.7.1 Study Variabhles
Independent Variables: The independcnt variables 1n this study were-socio demographic

characteristics like age, sex, family background, anthropometric measures (BMI Waist
Circumference), and behavioral risk factors such physical activity, smoking, alcohol

consumption, dietary pattern.

Dependent variabte: The dependent variables was obesity and ovenwcight
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3.7.2 Data analysis

The data was compiled, entered and analyzed using SPSS version 135. Descriptive

statistics such as frequency distribution, mean, percentages, was used to summanze the
data.

Categorical vanables were summarized as proportions while continuous vanables were

summarized as means. Pearson’s Chi-square test was used to find the association between

categoncal vanables.

Student’s t-test was used to compare means of continuous vanables. Binary logistic
regression was used to analyze the predictors of obesity. The level of significant was set at
p<0.05. The leve! of physical activities. (Using the validated intemational physical

activity questionnaire short form [IPAQ-SF) data was analyze using the following value.

Walking MET-minutes/week =3.3 x walking minutes x walKing days

Moderate MET-minutes/week = 4.0 x moderate-intensity activity minutcs x moderate

days

Vigorous MET-minutcs/wcek=8.0 x vigorous-intensity activity minutcés x vigorous-

intensity days.

Total physical activity MET-minutes/week = sum of Walking + Moderate + Vigorous

MET-minutes/week scores.

Therefore any participant who had at least 3000 MET -minutes/week was categorize 1o

have

“High” physical activity level, those with at least 600 to 2999 MET -minutes/week were
categorize to have “Moderate™ physical activity level while those with less than 600 MET

-minutes/week were categorize to have “low" physical activity level.
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3.8 Ethical considerations

Written I[nfornmed consent was also obtained from the individual participants (see

Appendix II).Ethical approval for study implementation was obtained from UL/UCH
Ethics commuttee (see Appendix III).

Confidentiality of data collected: Data collected was entered and saved on a password
protected computer and a data back-up to an extemal hard-dnve. Only authonzed

individuals was allowed to handle participants’ information. Names of the participants

was not used and questionnaire was identified by codes.

Translation of protocol to the local language: The study population were literate.

therefore translation was not applicable.

Beneficence to participants: The findings from this research work would be used to
advocate and emphasize the need for early identification of students that are at nisk of

being obese and referral for control would be beneficial to such students.

Non-maleficence to participants: The research work was non-invasive because only

interview admrnister questionnaire was used and anthropometnc measurement was

earmied out.

Voluntariness: There was no form of undue influence and coercion .Therefore the

research participants were autonomnous persons who can decide to voluntarily take part in

the research.
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CHAPTER FOUR

RESULTS

4.1 Socio-demographics characteristics

A total of 546 fresh undergraduate students (100 Level Students) participated in the
survey. The majority of the respondents 443 (81.1%), were between the ages of 15-20
years, while the mean age of the respondents was 19 + 2.2 years. Table 4.1 showvs the
socio demographic distnbution of the study participants. More than half of the
respondents were females 300 (54.9%) and majority were single 536 (98%), Chnstianity
458 (83.9%) was the prcdominant religion practiced. Most of the students hved in the
University hostels 476 (87.2%).Majonty of the participants had fathers who were business
owners 190 (34.8%), others had fathers who were civi| servants 128 (23.4%), professional
77 (14.1%) and teachers/lecturers 66(12.1%).The participants whosc mothers wcre
business owners were 210 (38.5).While others had mothers who were civil servants 142
(26%), lecturers/teachers 91 (16.7%),professionals 44(8.1%). For respondents staying

with a guardian and not their parents, guardian’s occupation included: lecturers/tcachers

29 (5.3%), civil servant 24 (4.4%). business owners 15 (2.7%).

About 187 (34.2% )of the respondents got monthly allowancc ranging [rom 85,000 to
&N10,000 while 96(17.6%) got monthly ranging from & 10001 to & 15,000.Also,

171(31.3% ) of thc respondents spent morc than N 5,000 on food monthly while
91(16.7%) spent between (4,001 and N3000)
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4.1a: Frequency distribution of the Socio-demographic characteristics of the respondents
(N=546)

Variables Frequency Percent (%)
Gender

Male 245 44.9
female 300 54.9
No response 1 0.2
Age group(Years)

15-20 443 R1.1
21-25 27 15.9
26-30 11 1.6
No response. 5 0.9
Marital status

Single 536 08.2
Married 6 1.1
No response 4 0.7
Rcligion

Christianity 458 R3 0
Islam 73 13.4
Others 2 0.4
No response i3 2.4
Residence

University hostel 476 87.2
Oft campus 38 7.0
B/Q within the university 17 3.)
No response 1S A
Monthly allowance (N)

5,000-10,000 187 344
10,001- 15,000 96 17.6
15,001 - 20,000 40 1.3
<5,000 39 7.1
25,000-30,000 25 4.6
20,001-25,000 18 33
>30,000 9 1.6
No response. 132 242
Amount spent on fnod monthly

(M)

< 5,000 171 K7 =%
4,000- 5,000 ol 16.7
2,001 - 3,000 G2 1.4
3,001 - 4,000 37 6.8
1,001- 2000 35 6.4
<1,000 2 0.4
No response 148 27.1

» B/O=Boys quarters of staff houses on the campus
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Table 4.1h: Frequency distribution of the Socio-demographic Characteristics of the respondents

Parents and guardian

Variablcs

Frequency (N=546) Percent (%)
Father's occupation
Business ' 190 34 .8
Civil servant 128 23 4
Professional * 77 141
Lecturer/Teacher 66 121
Others 36 6.6
Farmers 16 25)
Not applicable 14 2.6
No response 19 3.
Mother's occupation
Business' 210 385
Civt} servant 142 26.0
Lecturer/Teacher 91 167
Professional ? 44 8.1
Others 23 4.2
Farmer 6 1.1
Not applicable 4 0.7
No response 26 4.8
Guardian’s occupation
Not applicable 449 82
Lecturer/Teacher 29 53
Civil servant 24 4.4
Businessman/woman ' 15 ¥
Professional? L5 2.7
Others 10 1.8
Farmers 4 0.7

[ "Business category :ncludes al! forms of business including trading, self-employment and large scale farming.2The

professional occupation group was computed as all professional practitioncrs sncluding doctors, bankers, Architect and

othess

AFRICAN DIGITAL HEALTH REQ(?ITORY PROJECT



Physical activity level of respondents
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Figure4. 1: Categories of Physical Activity among the Respondents

Figure 4.1 shows the physical activity level of the respondents using the short form of
the Intemational Physical Activity Questionnaire (IPAQ) for assessing the level of
physical activity for indtviduals. More than half of the respondents had Meodcratce
physical activity level 461(84.4%) while 5(0.9%) had high physical activity level and 50
(9.2 %) had low physical acuivily level.
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4.2 Lifestyle and eating habits.

This section provides information on the lifestyle practices and eating habits of the

respondents such as average sleeping hour per day, number of meals eaten per day. meal

often skipped, reading of food labels before buying food products and preference of spicy

and fned foods above other forms of food among others.

Table 4.2 below reveals that close to half of the respondents 246 (45.1%) said that they
ate two meals per day while only 224 (41.0%) eat three meals per day, about 216 (39.6%)
mentioned they always add salt to the food on the table, 267 (48.9%) preferred spicy food.

177 (32.4%) preferred fried foods to other forms of food while only 338 (61.9%) read
food labels always before buying food products.
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Table 4.2: Eating habit of respondents

Variables Frequency Percent (%)

Number of times mecals were caten per day

Once 14 2.6
Twice 246 45.]
Thrice 224 41.0
More than thrice 47 8.6
No response 15 A=

Add salt to food on the table

Always 216 39.6
Occasional 106 19.4
Never 175 321
No response 49 9.0

Prefer cating spicy foods

Yes 267 48.9
No 165 30.2
Don’t Know o2 11.4
No response o 9

Prcfcr eating fricd foods to other food

Yes | 77 324
No 244 44.7
Don't know 78 14.3
No response 47 8.6

Reading food labels before buyving food

products.

Yes 338 61.9
No 183 335
No response 25 4.6
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4.3 Information on Meal skipping by Respondents

Table - 4.3 shows that more than half of the respondents skipped either lunch or
breakfast, with 239 (43.8%) skipping lunch and 218 (39.9%) skipping breakfast. About
362 (65.5) of the respondents attnbuted their skipping meals due to lack of time. while 45

(8.1%4) attributed 1t to effort at weight control.
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Table 4.3: Information on Meal skipping by Respondents

Variablcs Frequency Percentage (%)

Meal often skipped/day(N=346)

Break(fast 218 39.9
Lunch 239 43.8
Dinner 14 2.6
None 43 7.9
No response 32 5.9

Rcasons for skipping meals(N=553)

No time 362 65.5
Financial constraint 85 154
Not in the habit 0] 11
Weight control 45 8.1

AFRICAN DIGITAL HEALTH RE@SITORY PROJECT



4.4 Information on smoking and sleeping pattern
Table 4.4 reveals that majonty of the respondents 490 (98.2%) never smoked cigarette

while 399 (78.9%) of the respondents slept between four and seven hours per day.
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Table 4.4: Information on smoking and sleeping pattern

Variables

Frequency Percent (%)

Smokinge Habit(N=499)
Non smokers 490 98 .2
Regular smokers 3 0.6
Occasional 3 0.6
Smoke cigarettes last a year ago 3 0.6
Average siceping  hours per

day(N=506)

<4 hrs. 39 79
iy 399 78.9
8-10 hrs. 68 13 4
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4.5: Food Frequency Pattern of the Respondents
Table 4.5 shows that only 10% of the respondents took fruit. 8.7 % took vegetables
daily. 61% took food made of cereals and their products daily, 21% consumed snacks and

soft dnink four to six times per week and 83% never consumed alcohol.
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Table 4.5: Food Frequency Pattern of the Respondents

“Food item Frequency
Daily 4-6xs/wk. >3xs/wk. Occasional Never Total
n Yo n % n % n % n Y% N
Cereals &  their 319 610 113 210 36 68 S8 TN 0.2 527
products
Root & Tuber products 66 §12.5 109 206 161 304 187 353 6 1.1 529
Fruits 53 9.7 66 12.1 159 291 244 46 2 6 1 528
Milk & milk products 145 277 135 25.8 117 224 122 23 3 4 D& 325
Meat, Poultry &their 214 409 145 27.7 93 17.8 69 {37 2 04 523
pdt.
Legumes,Nuts,Pulses 72 i 133 25.5 183 204 156 299 7 L3~ 5721
Snacks 131 25.0 110 21,0 Pr]y v2s 168 320 3 06 325
Softdrinks 73 139 76 14.4 112 213 249 47 3 16 30 S26
Alcoholic drinks S 1.0 3 0.6 S Led 75 143 434 R2.7 525
Vegetables 4.6 8.7 78 14.8 138  26.] 254 43.1 12 A3 S

AFRICAN DIGITAL HEALTH BI%’OSITORY PROJECT



4.6 Sedentary hechaviour

Table 4.6 shows the sedentary behaviour of the participants. About 239 (67.5%) of the
respondents spent one to two hours in watching television, while 240 (74-1% ) of the
respondents spent one to two hours playing video games and 201 (55.2% ) spent one 10
two hours on a computer (Personal Computer).Majonty of the respondents 195 (52.6%)

spent more than four hours sitting.
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Table 4.6: Distribution of participants’ sedentary behaviour

Variables Frequency Percent
(%)
Average duration of time spent per dav watching
television(Hours}(N=354)
< 54 15.3
1-2 239 67.5
>2 61 17.2
Average duration of time spent per day on  vidco
games(Hours)(N=324)
<] 49 15.1
1-2 240 74.1
> 35 10.8
Average duration of time spent per day on using
computer(Hours)(N=364)
<1 50 13.7
189 201 B e
> 2 113 31.0
Avcrage duration of time spent per day sitting(kHours)(N=371)
<. | 11 3.0
I -4 165 44.5
> 4 195 52.6
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4.7. Family history of respondents on non- communicable diseases and body weight.

Table 4.7 shows the facts of the respondents  towards the nisk factors for non-
communicable disease. About 456 (90.1%) of the respondents had no family history of
overweight/obesity -Seventy-eight (15%) had family history of diabetes mellitus, ninety-
two (18% ) had family history of hypertension and 50 (9.9%) had history of
overweight/obesity .Only 13 (2.5%) mentioned they were bom premature. 20.8% have a
birth weight of 3.5kg at birth and 64 (12.5%) were told they were small compared with

their other siblings at birth (Childhood) while 26% said their culture encourage individual

to be fat and 99.8% had no health condition.

Table 4.7: Family history of respondents on non- communicable diseases and hody
weight.
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Variables Frequency Percent

(%)

Have you ever been told by health workers that you
were obese(N=512)

Yes 41 8.0

Is there any history of overweight/obesity in any member
of your family(N=506) 50 9.9
Yes

Is there any history of diabetes mellitus in any member
of your family(N=505) 78 15.4
Yes

Is there any history of hypertension in any member of
vour family(N=510)

Yes 92 18.0

Were you born prematurc(N=515)
Yes 13 2.2

Were you told you were small comparced with your other

siblings or other children when you were horn (N=510)
Yes 64 12.5

Do you have any of this health condition(N=418)
Yes 1 0.2

Does your culture encourage individual to be fat (N=492)
Yes 128 26
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4.8. Anthropometric Profile of respondents.

The nutntional status of the respondents based on anthropometric measurement s

presented in Table 4.9. The mean value of weight and height of the respondents study was
62.1 £ 10.1kg and 1.7 £ 0.1m, respectively.

Among the male participants. two hundred and twenty six (93.4%) had-a waist
circumference value <94cm, fourteen (5.8%) had waist circumference value between

94cm to 102cm,while among the female respondents about 67( 22.8%) had waist

circumference value between 80cm and 88cm.

The prevalence of obesity and ovenwveight was 5.6% and 15.2%. respectively.
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Table 4.8: Anthropometric Profile of respondents.

Vartables

Frequency

Percent (%)

Body Mass Index Profile (N=339)
Underweight (<18.5kg/m?)

Normal weight(18.5-24.9kg/m?)
Overweight(25-29.9kg/m?)

Obese (> 30kg/m’)

Waist Circumference for male (N=242)

Normal (<94cm)
High (94-102cm)

Very high (>102cm)

Waist circumference for female (N=294)
Normal (<80cm
High (80-88cm)

Very high (>88cm)

57

226

14

2

200

67

10.6

68.6

5.2

5.8

0.8

68

22.8
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4.8.1: Anthropometric Profile of respondents

Table 4.8.1 shows the mean anthropometric measurements of the participants by sex. The
mean value of weight were significantly higher in males 63.1kg compared to females
61.4kg while the mean value of Body Mass Index were significantly higher in females
(23.1kg/m?) compared to males (21.8kg/m?). Although, the males were sigmificantly
taller than the females (1.71m versus 1.63m; p< 0.05).The mean value of the respondents

weight, Height, BMI was 62.1kg, 1.7m and 22.5kg/S kg/m* ; p< 0.001.

AFRICAN DIGITAL HEALTHEPOSITORY PROJECT



Table 4.8.1 Anthropometric Profile of respondents.

Al

Male Female respondents  p-value
Weight 63.07 + 8.97kg 61.39 + 10.83kg 0.053
Height 1.70 + 0.09m 1.63 + 0.08m <0/001
Body Mass Index 21.84 +3.60 kg/m> 23.05 +4.10 kg/m* <0.001
BMI of all 225 +39 <0.001

respondents

Note: Results was based on independent sample t-test for companng means.
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4.9. Association between nutritional status and risk factors of overweight and obesity

among respondcnts.

Bivariate analysis was carried out to ascertain association between the nutritional status
and respondents’ socio-demographic characteristics, dietary pattem, physical activities.
sedentary behaviors and facts on body weight. Six (2.5%) of males compared to 24

(8.1%) of the females respondents were obese which was significant at p-value < 0-05
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Table 4.9.1: Association

between

obesity and socio demographic factors

characteristics of the respondents

Obese

Yes No Total \*? p-value
Sex (N=540)
Male 6(2.5%)  236(97,5%) 242 7.909 0.005
Female 24(8.1%)  274(91.9%) 208
Age (N=525)
15-20 24(5.5%) 415(94.5%) 439 0.976 0.807
21-25 6(7%) 80(93%) 86
Marital Status (N=537)
Single 30(5.6%)  501(94.4%) 531 0,479 0.924
Marrned 0(0%) 6(100%) 6
Retigion (N=529)
Christianity 24(53%)  431(94.7%) 458 0.486 0.784
Islam 5(7%) 66(93%) 71
Residence ((N=524)
University hostel 27(5.7%) 444(94.3%) 471 0.68S 0.710
B/Q with the university 1(6.7%) 14(93.3%) 15
Off campus 1(2.6%) 37(97.4%) 3
Father’s Occupation (N=192)
Business 11(59%) 1 76(94.1 %) 187 31820 0.70!
Civil servant R(6.3%) 120(93.7%) 128
Professtonal 2(2.6%) 74(97 .4%5) 76
Lecturer/teacher 4(2.6%) 61 (93.8%) 65
others 3(8.3%) 33(9).7%) 36
Mother's Occupation (N=505)
Business 9(d.3%) 198(9S .7%) 207 4.275 0.640
Civil servant 11(7.7%)  131(92.3%) 142
Professional [(2.3%) 43(97.7%) 44
Lecturer/teacher 7(7.9%) 82(92.1%) &9
others 1(4.3%) 22(95.7'%) 23
Monthly allowance (X) (N=411)
<5.000 2(5.1%) 37(94.9%) 39 8.482 0.205
5.000-10.000 14(7.5%) 172(92.5%) 186
10.001415.000 2(2.1%) 03(97.9%) 95
15.001-20,000 2(5%) 38(95%) 40
20.001-25.000 3(17.6%)  14(82.4%) 17
25,001-30,000 1(4%) 24(96%) 25
>30.000 0(0%) 9(100%o) 9
Estimated Amount spent on
food monthly(®) (N=375)
< 1000 ({(1%) 2(100%) 2 3482 0.626
1.001-2000 411.4%) 31(88.6%) 35
2.001-3000 2(3.2%) 60(96.8%) 62
3,001-4,000 2(5.4%) 35(94 6%) 37
4,001-5000 6(6.7%) 84(93.3%) 70
>5.000 Rid.7%) 161(95.3% 169 -
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4.9.2 Meal commonly skipped by Gender

Table 4102 shows that more females (44.1%) than males (37%) skip breakfast while
more males (47.3%) than females (44.1%) skip lunch. The p-value which was greater than

5% shows that there ts no significant relationship between meal commonly skipped and

gender of respondents.
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Table 4.9.2 Meal commonly skipped by Gender.

Meal skipped

Breakfast Lunch Dinner None Total X+ p-value
Gender
Male 90(37%) 115(47.3%) 5(2.1%) 33(136%) 243(45%) 6.078 ~ 0.108

Female 131(44.1%) 131(44.1%) 10(3.4%) 25(8.4%) 297(55%)

Total 221(40.9) 246(45.6%) 15(2.8) 58(10.7) 540(100%)

|

—_—————
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4.9.3: Alcohol intake by Gender

Table 4-9-3 revealed that more males consumed alcohol regularly than females However,

the difference was not significantly different.
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Tablc 4.9.3: Alcohol intake by Gender

Gender Alcohol

|

Intake
Regularly Occasional Not at all Total X? p-valuc
Male L1(5%)  36(16.2%)  175(78.8%) 222(44.8%) 3.197" 0.202

Female 9(3.3%) 32(11.7%)

Total 20(4%) 68(13.7%)

232(85%)

407(82.2%)

273(55.2%)

495 (100%)
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4.9.4: Association between ohesity among respondents and dietary intake

Those who ate twice are more obese compared to the respondents that ate once, thrice and

more than thrice. Although, the difference was not significantly different-

Respondents that said the reason why they skipped meal was for weight control are more

obese than those that said it was due to financial constraint that was why thev skipped

meal. However, difference was statistically significant.
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Table 4.9.4: Association between obesity among respondents and dietary intake

Obese
= . Yes N & -val
How many times do you eat daily (N=576) 0 Total X p-value
Once _
Twice 2(14.3%)  12(85.7%) 14
Thrice 14(5.7%) 230(94.3%) 244 3.129 0372
More than= thrice 12(5:4%) 209(94.6%) 221
1(2.1% %
Which meal do you skip (466) ey 36(T%,33x) i
E:;:fas‘ 15(6.9%) 203(93.1%) 218
13(5.6%) 221(94 .4%) 234 4.118 0 749
Dinner 5 h
0(0%) 14(100%) 14
Recason for skipping meal
No time to cook (N=459)
Yes 19(5.3%) 340(94 7%) 359 1.036 0 309
No 8(8%) 92(92%) 100
Not in the habit (N=458)
Yes 6(10%) 54(90°%) 60 2.097 0.148
No 21 (53) 377(94.7%) 398
Financial constraint (N=458)
Yes 1(1.2%) 83(98 8% R4 4.104 0.0423
No 26(7%) 348(93%) 374
Weight control  (N=506)
Yes 7(35.2%)  39(84.8%) 46 7.454 0.006
No 21(5:1 %) 393(94.9%) 460
How often do you add s:lt to your food (N=493)
Always 9(4.2%) 206(95.8%) 215
Occasjona"y R(7.6%) 97(92.4%) |05 1781 0410
Never 11(6.4%) 162(93.6%) | 73
Do you prefer cating spicy food (N=428)
Yes | 3(4.9%) 253(95.1%) 166 1,940 0379
No 12(7.4%) 1 50(92 6) 162
Do prefer cating fricd foods to other food (N=417)
Yes 6{3.4%) 1 70(96.6%) |76 3.782 0.151
No 19(7,.9%) 322(92.1 %) 241
Do you read labels and the implication hefore
: 25
l\).::mﬂ food products (N=517) 23(68%)  31493.2%) 337 3753 Seh
No 5(2.8%) 175(97.2%) 180
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4.9.5a: Association between obesity in respondents and dietary intake.

Table 4-10.4b shows that 17(5.4%) respondents who ate cereals and their products daily
were obese, ten (6:3%)who ate fruits less than three times per week were obese and

thirteen (5-1%) ate vegetables occasionally were obese. However, the difference was not
significantly different,
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Table 4.9.53: s :
Sa; Associatign between obesity in respondents and dietary intake.

Obese
Yes No Total \° p-value
How often do you cat
Cereals and their
products=(N=522)
Daily 17(5.4%) 300 (94.6%) 317 2.665 0613
4-6Xs/wk. 4(3.6%) 108 (96.4%) 112
<IXs/wk. 3(83%) 33(91.7%) 36
Occasional 5(89%) 51(91.1%) 36
Never 0 (0%) | (100%) l
Root and tuber products.
N=5§24
Daily 2(3.1%) 63 (96.9%) 653 4.025  0.403
4-6Xs/wk. 4(3.7%) 104 (96.3%) 108
<3 Xs/wk. 8 (5%) [51°(95%) 159
Occastonal 15 (8%) 172 (92%) 187
Never 0 (0%) 5 (100%) S
Fruits. N=523
Daily 3(59%) 48(94.1%) 51 1.494  0.828
4-6Xs/wk. 547.6%) 61 {92.4%) 66
<3 Xs/wk. 8 (5%) 151 (95%) 159
Occastonal 15(8%) 172 (92%) 187
Never 0 (0%) 5 (100%0) 5
Vegetables. N=523
Daily 3(6.8%) 41(93.2%) 44 6.514  0.164
4-6Xs/wk. 5(6.4%) 73 (93.6%) 78
<3Xs/ 'k, 8 (5.8%) 129 (94.2%) 137
Occasional 13 (5.1%) 240 (94.9%) 253
Nevér 0 (0%) 11 (100%) L

N=Total number of respondents in cach group. n=numbecr n respondenis that chose the ophions in each group
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Table 4.9.5h: Association hetween obesity

in respondents and dietary intake.

Obese
Yes No Total X* p-value

Meats, poultry and its
products (N=518)
il 14 (6.6%) 197 (93.4%) 211 8.524 /0,074
S 7(4.9%) 136 (95.1%) 143
e 4 (4.3%) 89 (95.7%) 93
T 3(43%)  66(95.7%) 69
PG 1 (50%) | (50%) 2
Legumes,nuts and
pulses (N=516)
Daily 4 (5.6%) 68 (94.4%) 72 0.699 0951
4-6x Xs/wk. 7 (5.3%) 125 (94.7%) 132
<3Xs/wk. 10 (6.6%) 142 (93.4%) 152
Occassonal 8 (5.2%) 146 (94 .8%) 154
Never 0(0%) 6 (100%) 6
Snacks
(N=520)
Daily 5(3.9%) 124 (96.1%) 129 2680 0.613
4-6x Xs/wk. 4 (3.6%) 106 (96.4%) 110
<3Xs/wk. 7 (6.3%) 105 (93.7%) 112
Occasional 12(7.2%) 154 (92.8%) 166
Never 0:(0%) 3 (100%) 3
Soft Drinks
N=(521)
Daily 2 (2.9%) 68 (97.1%) 70 18.112  0.003
4-6xXs/wk. 4 (5.3%) 72(94.7%) 76
S arn 6 (5.4%) 106 (94.6%) 112
ok a Nl 15 (6.1%) 231 (93.9%) 246
Never 25 (5.8%) 15(93.8%) 40
Alcoholic drinks
(N=520)
Daily 0 (0%) 5 (100%) 3 1.606 0.808
4-6xXs/wk. 0 (0%) 3 (100%) ’
“3Xs/wk. 1(12.5%) 7 (87.5%) 8
Occasional 3(4%) 72.(6%6) &

o 404 (94.2%) 429
Never 25 (5.8%)

N=Total number of respondents in each group,
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4.9.6

Physical activity level by sender

Physical activity level

Gender  Nonec low moderate high Total \? p- value
Male 16(6.5%) 20(8.2%)  206(84.1%)  3(1.2%) 245(45%) 5190 0534
Female  13(4.3%) _ 30(10%)  255(85%) 2(0.7%) 300(55%)

Total 29(53%) S0(9.2%) 461(84.6%) 5(0.9%) 545(100%)
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4.9.7: Association between Body Mass Index (BMI) and Physical activity level

Table 4.10.6 revealed that the respondents with normal body mass index had more high

physical activity than those respondents that are obese. Also. the difference was not

significantly different.
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[ Table 4.9.7: Association hetween Body Mass Index (BMI) and Physical activity Level

Mi Physical Activity [ evel
IC

ategory

No activity  Low Moderate  High Total \? p-value

Underweight 1(2.8%) 3(8.3%)  31(86.1%)  1(2.8%)  36(7.0%) 6.460 0:693

Normal 20(5.4%) 36(9.8%) 308(83.9%) 3(0.8%) 367(71.3%)
Weight

Overweight  7(8.5%) 7(8.5%)  68(82.9%)  0(0%)  82(15.9%)
Obesc 1(3.3%) 1(3.3%)  28(93.3%)  0(0%) .30(5.8)

Total 29(5.6%) 47(9.1%) 435(84.5%) 4(0.8%)  515(100%)
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4.9.8 Association hetween obesity in respondents and level of physical activities

Respondents who had moderate activity are more obese than those w'ho had high physical

activity. However the difference was not significantly different.
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Tablc 4.9 8- iati
Association hetween obesity in respondents and level

No activity

Low

Vioderate

High

Total

of physical activities

Obhese
Yes No
Total
1(0.2 %) 29 (5.4 %) 30 (5.5%)
1(0.2 %) 49 (9.1 %) 50 (9.2%)

28(5.2 %)

5(0.9)

30 (5.5%)

428 (79.1 %) 456 (84.3%)

0(0%) 5 (0.9%)

511 (94.5%) 541 (100%)

x!
2082

p- value
0.556

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT
o



4.9.9: Obesity and family history of overweight and being obese.
There was an association between obesity and those who have being told by health
workers that they are obese, respondents that had family history of obesity and those w ho

were bom premature. These were statistically significant with p-value < 0°05
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Table 4.9.9: ‘ TIPS
4.9.9: Obesity and family history of overweight and being obese.

Obese
Have you ever been told by = = o U pvajue
health workers that you
were obese
(N=506)
i 9(24.3%) 28(75.7%) 35 27119 <0.001
No 19(4%)  452(96%) 471
Is there a history of
overweight/obcsity in any
member of your family
(N= 502)
Yes 6(13.3%)  39(86.7%) 45 5.646 0.017
No 22(4.8%) 435(95.2%) 457
Were you born prematurc
(N=523)
Yes 0(0%) 25(100%) 25 1.485 0.223
No 28(5.6%) 470(94.4%) 498
Does your culturc cncourage
individual to be fat
N=488
s 8(6.3%)  119(93.7%) 127 0.489 0.485
No 17(4.7%) 344(95.3%) 36
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4.10: i i
Predictors of obesity among respondents.

Binary logistic regression was ysed to determine the predictors of obesity among the

respondents and reference category s used for each of the vanables put in the model.

Table 4.11 shows the result of binary regression of the factors associated with Obesity
among respondents. After adjusting for other risk factors. only gender. famuly history of

overwelght/obesity, perception of being fat were statistically associated with obesity

among respondents.

Females were four times more likely than males to be obese (OR. 3.45; 95% CI: 1.39

—38.57), those who had family history of overweight and obesity" were three times more

likcly to be obese (OR: 3.04; 95% CI: 1.16 - 7.93) .

Furthermore, results showed that those with moderate physical activity werc - tw'o times
more likely to be obese compared to those who had high level of physical activity
(OR:1.89: 95% CI :0.25 —14.44), thoesc who skipped breakfast meal in a day were tour
times more likely than thosec who didn't'skip any mcal to he obese-(QR!4:15. 95% CI:
0.54 — 32.09),whilc the odds-of obesity was about twice higher among those who have

family history of hypertension than those who never had- (OR1.56 . 95% CI1:0:64 - 3-80).

factors were however not statistically sigmificant.
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Table 4.10- Binary

logistic regression between risk factors and obesity among
respondents.
95% C.I for OR p-value
Adjusted OR Lower  Upper
Gender
Male
Female
345 1.385 8.571 0.008
Physical Activity
No activity!
Low 0.59 0.036 9.826 0.714
Moderate 1.89 0.249 14,443 0.536
High
How many times do you cat in a
day
Once ! 0.365 0.074 1.795 0213
Twice 0.344 0.069 1717 (0.193
Thrice 0.130 0.011 1562 0.108
More than thrice
Which meal do you skip in a
day
None '
[.unch 3.25 416  25.36! 0.261
[s there any history of
overweight/obesity  in  any
member o f your family
Yes 3.04 1,164  7.947 0.023
No '
Docs VYour culture cncourage
individual to be fat
g Yes 1.36 0.572 3.233 0486
No '
Is there a history of
hypertension in any member of
! ¢ mil ]
i Ak Yes 1.36 0.644 1.797 0.324

————

"I =Reference group 0

m_ m =
R =adds ratio *

No'

e —

==—s]g_ni!71cam at p<0.05
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CHAPTER FIVE

DISCUSSION

This stud '
Y provides the BMI status and related behavior of 100Level undergraduate

students who are mostly young adults at University of Ibadan, [badan Nigena. The study
revealed that the prevalence of overweight (15.2%) and obesity (5.6%) was higher than
the 9% overweight and 39% obese prevalence previously reported by (Ogundero. 2013) for
undergraduate (young adults) students at University of Ibadan. Result tfrom thts study
shows that the prevalence of both ovenwelight and obesity by gender was highest among
females (18% and 8% respectively) compared to the males (11:4% and 2.4% respectively)
and was far higher than the previous prevalence of overweight and obesity among female
compared to male (10% and 5.1% vs. 4.6% and 1:3% respectively) reported by Olusanya
and Omotayo, 2011 among undergraduate students of Tai Solarin University of Education

ljagun, 1jcbu-Ode.

This study also showed significant diffcrence in prevalence of obesity for gender, family
history of ovcrweight and obesity at multivanatc analysis. The prevalence of both
overweight and obesity was higher among females compared (o males. A higher
prevalence of both ovenrweight and obesity in female undergraduate students compared to
males have also been observed from studies conducted 1n Nigena, (Olusanya ef af,, 201 1;
Ejike & ljeh-2012) as well as globally (Manc et af., 2014: WHO, 2013).The diffcrence in

the prevalerice of overweight and obesity between the genders may result from differences

in energy expenditure between males and females (NIH, 2013) wlich was similar to this

study which revealed that more females were engaged in low physical level activity

compared to males.

The prevalence of overweight and obesity was highest among the age bracket of (15-20

y ) compared to older young adults (>21).the prevalcnce of obesity was highest at age
years ¢

18. with about 23.3% of the students were obese while 35.4 were overweight. This finding
, Wi 23.
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of EdUC&tiOn,]'a un '
Jagun.and fjebu-Qde whereby the highest proportion with overweight(25%)

and obesity(33 3y '
y 0) were in the age group between 20-24years old. This could be due to

the age Of the I ]) n(l ! ||le
€Spo ' T y
entS In (he tWO StUdleS. In Oul SlUdy, lhe IeSpondentS WETE Onl

new int '
akes who were hkely to be younger than those studied in TASUED.

Regard; | ,
garding f{ruits and vegetable consumption, only a small number of the Tespondents

9.7% ' -
( o) eat fruits and (8.7%) ate vegetables daily. This low consumption rate is Similar to

the findings of Adu e al., 2009 on nutritional status of undergraduate in‘a Nigena in
South-west Nigeria. The results further show an association between monthly income of
the respondents and fruits consumption. A study by Adenegan e¢ al.. 2009 at University of
Ibadan also reported that fruit consumption increased-with family’s material wealth and
higher parental occupational status. Cereals and -cereal products were the type of food
mostly consumed daily (61%) while 39% consumed meat. fish. eggs and their products
daily. Results from this study showed that 25% of the respondents takes snacks either
daily, weekly or occasional whilc 13.5% consumed soft dnnks daily, this low
consumption of fast food is in contrast with the findings of Arulogun and Owolab, 2011
on a research work cdone on_fast food consumption among undergraduate students of the
University of Ibadan, Nigeria showcd that 80.5% of the rcspondents nvolved n their
study consumed fast food. . However. it 1s similar to the findings by Ganasegeran cr «al..
2013 on Social and psychologica! factors affccting cating habits among univcrsity
students in-a Malaysian medical school: that showed low consumption of fast food
among-medical students.About 46% of the respondents cat less than three timcs a day,

17% arid 41% of males and femalcs respectively. Threc hundred and sixty-two (65.5%) of

the respondents gave the reason of no time for skipping meals, this 1s similar to previous

study (Moy et a/. 2009) that reported that young adults are in the habit of skipping meals:

In contrast to the results froma study by Onyiriuka, Umoru & Ibeawucht, 2013 on weight
n

tatus and eating habits of adolescent Nigerian urban sccondary school girls states that
status

30.4% of th respondents skipped the lunch meal results from this study show that lunch
4/ 0 €

frequently skipped meal (4.
29 prevalence in a Malaysian study (Moy et al., 2009).

19%).The prevalence of hreaklast skipping was
wWas the most

40.5% which 1s higher than the 29.

' females than males skip breaklast which was similar
| eveal while more
The resuits further
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to a study ¢
One by Shaw, Mary E 1998. Some of the reasons for skipping meals reported

from the stud :
e udy were lack of time. financial constraint. not in the habit of eating and for
achievi ' . -
ng weight loss which were similar to the reasons stated by Afolabi er a/.. 2013

their study on
4 pattern of fast foods consumption and contribution to nutnent intake of

Nigeria University students.

According to a recent data from WHO and released in 2011, Nigena tops the list of
Afrnican countries 1n alcohol consumption (alcohol consumption measured in equivalent

litres of pure ethyl alcohol consumed per capita per year. It should be noted that harmful

usc of alcohol 1s a risk factor for non-communicable diseases such as cardiovascular

disease cancers, trauma/injuries and chronic liver disease, . which have been on the
increase. It 1s also known that about 4.5% of the global burden of disease, mcasured by
disability-adjusted lifc years (DALYSs) is due to-alcohiol; 25% of these are due to the
relationship of alcohol to liver curhosis, CVD and cancers (Ogah, Madukwe, Onyeonoro.
Chukwuonye, Ukegbu, Akhimien, Okpechi, 2013). A study carried out in Nigeria
revealed that 55.8% consumcd alcohol. This was due to the method of assessing alcohol

consumptton using the Quantity-Frequency method of assessment with a timeframe of last

onc year (Chukwuonye et al, 2013).

A small percentage of the respondents (8.6%) reported that they smoke. This low ratc is
similar to the smoking prevalence rate (8.5%) rcported by Aina, 2009 in University of
Lagos. A study among Pakistan students revealed a higher prevalence: 1t showed that
12.9% of medical students and 10.6% of non-medical studcnts smoked cigarettc (Rubina.
2009). A Malaysian study found that the prevalence of smoking among university

students was 29% (Redhwan ef a/, 2013), this 1s close to the 32.8% prevalence repotted

among-adolescents in North east Nigeria (Adeyeyc, 2013) which was in contrast with the

finding in this study.
The findings of this study show that more than half of thc respondents slept averagely for

ght hours a day. they had irregular sleeping time at night and woke up time 1n

less than el
ority said they tend 10 sleep for lesser hours per day during

the moming and maj
s similar to a study done by Al ef «/. 2013 on effects of

examination periods which 1
performance in medical students.

different sleeping patterns on academic
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In this stud
Y» results show that more than half of the respondents were physically actve.

Ma:]Ol’It)' (>70%) of the respondents were moderately active, while few fell into the high
aclive category. This is a similar 1o a study camed out in Obafemi Awolowo University,
lle-Ife, Nigeria among undergraduate students also revealed that more half of the
respondents, 89.4% had a moderately activity level (Taofeek et al. 2014), these are 1n
agreement with a previous study that showed that majonity of the respondents were found
to be nvolved in aVerage acuivity (Bailey et al.,, 2009) had a moderately activity level.

while 38% fell into the low active category.

Only 5.5% of the respondents 1n the study had a low physical activity level .Maruf et al.
2012 in a study among umiversity undergraduates in Nigema reported 17.6% of the
respondents having low physical activity level while Odunaiya et ¢/, 2010 1n a study

carmed out n Ibadan, Nigena reported that 38% of the respondents had a low physical

activity level.

The study further revealed that males tend to be more physically active than females. of
the 5.5% that fell into the low active category, 2.4% were females. while more males were
found 1n the high physical activity level. This 1s contrast to previous findings Abolfouh ¢t
al., 2010,in Alcxandria University hostels and Maruf ¢ «/. 2012 n stated that more
females than males tend to be physically inactive. Results also revealed that the age ol the

respondents influences their physical activity level; this 1s 1n agreement with findings of

CDC, 1995 and Health Education Authonity, 1997.

5.2 Implications of findings of the study.
[t should benoted that most of the young adults are not cautious about their health before

coming to the university and the opportunity nussed as a result of poor adolescent health

facility could be addressed in the university where health factlity 1s through the approach

of the Leavell’s levels of prevention strategics (Katz & Al 2009) such as:

calendar whicl
[¢ will be essential for every restaurant in the university

(11) Primary Prevention:
community to sell fruits for stude
to consunie less food with high cholesterol.

nt consumption after meal. This will also cncourage

student
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(111) Second -
ary Preven : : - : -
lion: Screening and treatments ie dietary changes. exercise.

behavio DU
ral change, Prescription weight-loss medication.

(IV) Tertia Pr T 1 - o
'y ¥revention: This stage 1s importance for the management and control of

obesit -
Yy among the obese/overweight students by going to the school sport facility

specialized for exercise such as the gymnasium_

3.3 Limitations of the sty dy
It sl - kel

1ould be noted that cross —sectional study design is prone to bias due-to likelthood of
low response and misclassification due to recall bias. It 1s difficult to determine whether

overweight and obesity followed the factors associated with obesity in‘time

5.4 Conclusion
The prevalence of overweight and obesity among.100 Level undergraduate students
2014/2015 academic session from this study were 152% and 5.6% respectively. The

prevalence of overweight and obesity was-more common of females students compared to

male students (11.4% and 2.4% vs. 18% and 8% rcspectively).

The physical activity Icvel of the respondents using the short form of the Intemnational

Physical Activity Questionnaire. (IPAQ) for assessing the level of physical activity for

individuals revealed that more-than half of the respondents had Modcrate physical activity

level 461(84.4%) while 5(0.9%) had high physical activity level and 50 (9.2 %) had low
physical activity level. More than halt of thc respondents skipped eithcr lunch or

breakfast. with-239 (43.8%) skipping lunch and 218(39.9%) skipping brcakfast. About

362 (65.9) of the respondents attributed their skipping meals due to lack of time, while
45(8.1%) attributed 1t 0 effort at weight control. Fifty-three (10%) of the respondcnts

ffuit. 46 (8.7 %) took vegetables daily. Threc hundred and ninetcen (61%) of the

took
« food made of cereals and their products daily,110( 21%) respondents

respondents too
ft drink four to six tumcs per week and 434 (83%) respondents

consumed snacks and so

alcohol. Responde
an those that said 1t was due to financial constraint that

d nts that said the reason why they skipped mcal was for
never consume

' th
weight control are more obese

kipped meal However, difference was statistically significant.
ysS |

was Why the
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S.5. Recommendation

1) Public n |
(1) health strategies to prevent the nisk factors of obesity should begin 1n the
university and extend to the entire community.

(2) Universities should review their policies and procedures to promote healthy eating
habits and regular physical activity.

(3)Weight loss programs should be introduced in the university and financial incentives

should be introduced which wtll be effective in motivating some students to_ lose weight-
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TABLE 1: Selection of faculties

Appendix |

+departments and pumber of students
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Serial Faculties, |
Number Drcrpa"me“ts . that | Randomly Selected | Total number of
Oifered  admissjon Departments 100 Level
(2014/201s Students
] = academic session)
an%ncu | Agriculture | 88
F Forestry resource 33
- 2Ty Total=221
D, ——
Al k2 Communicatio&l.anguage | 49
English 4R
European Studies 34
History 64
Linguistics 37
Philosophy h g
- _ Total=284
3 Education |6 Adult Education 63
Guidance & Counselling 30
Teacher Education 61
Total=174
4 Science 8 Chemistry D]
Geology 52
Mathematics 62
Microbiology 46
Total=281
5 The Social | S Geography ;?
: Psychology
sciences
Sociology 74
N dotal=22]
6 Technolog | 6 | Ciwil Engincenng 32
y Industrial ProductionkEng 37
Electrical ~ &Electronics | 36
Engincening ‘Total =105
: LvS1 59
7 Basic 4 Physiology
L |
rsw?dlca Biochcmistry 59
CléncCcs. —[OFa]=] ]8
Medic |22
8 C]m|cal 2 viedtcineg
Sciences NS g 25
Total=147
. Dental Surgery 34
9 Dentistry I |
Human Nutrition 48
10 Public ! |
Health — ' Grand Total=1633



TABLE 2. Proportignal

Departments Allocationff sample size forpselection of respondents.
Numbher | proportional Sample size for
of 100 | Allocation cach department
level

2 ‘Apniedl studcents

: iIculture
188 1_16%83)(546=63 63

2. Forestry resou -

y rce. 33 1_2_3'3(546:] I ¥
3.Communication and | 49 49 x 6
Language Arts. 1633 X

= 16

4 .English 48 ﬁ;—ggx546=16 16

5. European Studics 34 %x546:l | | ]

6. Histor 64 64 21

2 1633 x546
= 21

7. Linguistics 37 %x546=12 12

&. Philosophy 52 -:—i;x546217 17

9. Adult Education 63 1221 x546=21 &

10. Guidance and |50 e e =17 [

| 1633
Counsclling = -
| |. Teacher Education 61 = x546=20 =0
. & ¥

12. Chemistry 121 1‘63‘3 x546=40 |40
52 = =17 |17

13. Geology. 113 x546=1 .

1 4. Mathematics 62 T x546=21 -

. | 16 =y FF 15

15. Microbiology 46 Im—AXS%_I 5

76 s 25

16. Geography 76 E;EXS46-23

71 39 24
1 7.Psychology 71 i;ﬁxSl% 24 .
4 N
- ——x546=25 -
18. Sociology 74 1%3_*' 6 $
: - : | 39 =< +v546=11
19.Civil Engine€nng ) Tpaz> o 3
T 37 - v
20.IndustrialProduction | 37 EXSMS =l
Engincering
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21.Electrical&E|ectron; | 36 =
=" = 12
cs Engineenng 1633 x546=12
22 Physiology 59 59 & 0
| Te—agx546—20
23 Biochemistry 59 _l_zz_ix546=20 0
24 Medicine 33 22—x546=41 41
. 1633
25. Nursing 25 25, c46=8 8
2633
26.Dental Surgery 34 B G 11
1633
27. Human Nutrition. | 48 8 ,c46=16 |10
1633
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Appendix Il

TITLE OF STUDY: PREVALENCE OF OBESITY AND THE RISK FACTORS

AMONG NEWLY ADMITTED UNDERGRADUATE STUDENTS AT THE

UNIVERSITY OF IBADAN, NIGERIA

QUESTIONNAIRE

Dear Respondents,

[ am a postgraduate student of the above department .I am currently carrying out a
research among university undergraduates. The research is for academic purposes and all
information coliected shall be treated with confidentiality. Finding of this study will
provide information that will be useful for the university to provide intervention to control

overwelght and obesity among university students. Thanks for your cooperation.

By stgning below, you agree to take part in this project

...............................................................

Serial No Tunc Start:

.....................................

COULSE OF STUAYZ: oo+ -or v esmres srnnmn s srssnasnsatanrinrss s
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INSTRUCTION- PLEASE WRITE TH

FOR E APPROPRIATE ANSWERS (IN NUMBERS)

EACH QUESTION N THE CODE COLUMN

SECTION A: SOCIO-DEMOCRAPHIC DATA

S/N UESTI
Q ONS copf
1 .
Gender: (| )Male (2)Female
2 Age in years:
o Marital status :( t) singlc (2) married (3) cohabit

(4) Divorced/separated/widowed.

4. Religion :( 1) Christianity (2) Islam

(3) Others please specify.......c0..veeeiiiiiiinin.o.

Stateolongin; ... L.... 8. o

0.
Faculty/Department ............ crms . o oo e T e o L B

7. Residence:(1)University hostel (2)B/Q within the umversity
(3)Off campus

2 Father’s  Occupation:  (1)Businessman  (2)Civil  servant
(3)Professional

(4)Lecw rer/Tcacher (5) Farmer (6 )Not applicablc

(7) Others speCHy.coovvrroeneee
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10.

i

h 1 . .
Mother’s Occupation:  (1)Businesswoman (2)Civil servant
(3)Professional

(4) .LeclmerfTeacher (S) Farmer (6) Not applicable (7) others
SPEEIY. ... o

Guafdi‘an’s Occupation(if you live with a guardian); (!)Trader
(2)Civil servant (3)Professional (4)Lecturer/Teacher (3)Farmer
(6)Not applicable

(7)Others specify. .....coooooiv i,

Your monthly allowance

OOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOOO

(state actual or average cstimate)

Estimated amount spent on food monthly:
(state amount)

...............................................

SECTI®N B

DIETARY PATTERN

S/N
13

14

15

16

QUESTIONS
How many times do you eat in a day?

(1) Once (2) twice (3) thrice (4) more than thrice.

Which meal(s) do you often skip in a day? (1)Brcakfast

(2) Lunch (3) Diwnncer (4) None. |if you don't skip meals .go to

Question7]
Jno time to cook or eat (2) Not 1n the

traint(4)weight  control  (5)others
[multiple ansSwers

Why do you skip meals (I
habit  (3)financial ~ cons

......
.......
.............
® - o
00000
¥ 0w

specify
allowed]

H fien do you add salt to your food at the table (1)always
ow O
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(2)occasionally (3)Never

17 D - :
O you prefer cating spicy foods (1 )Yes (2)No (3)! don’t know

18 | :
202 ?’0” prefer eating fried foods to other foods (1)Yes (2)No (3)l
don’t know

] .
9 Do you read food 1abels and the rmplication before buying food
(a) products (1)Yes (2)No

20(b) I-f No, why (1) lack of knowledge (2) Lack of time (3) waste of
I time (4) all of the above (5) others, specify.........c..coeeereioios
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FOOD FREQUENCY QUESTIONNA[RE

Pl '
ease tick how often YOu eat these different foods (Presently as an undergraduate
students).

S/N
Hegu Daily 4-6Xs/wk. Lessthan Occasional ~Never

INs/wk.

21 Cereals and their products e.g.
rice,maize,comflakes,spaghettie

22 Roots and Tubers & products
e.g.yam,potatoes,Garri,Amala,
fufu etc.

23 Fruits

24 Vegetables
25 Milk and milk products.
26 Meat, Fish egg and their

products.

27 Legumes,nuts and pulses e.g.
beans, groundnut, Akara,
moImot ctc.

28 Snacks.

29 Soft drinks.
30 Alcoholic drinks
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SECTION C: pHy

S/N
31

33

34

35

36

SICAL ACTIVITY LEVEL
QUESTIONS

Dunng the ]ast 7days. on how man

as heavy lifting, y days did you do vigorous physical activities such

fast bicycling, swimming, aerobics. fetching water from well etc.?

+o-eeeenen.days per week

How much time do you usually spend doing vigorous physical exercise on one these
days?

........................... hours per day

.......................... minutes per day

During the last 7days, on how many days did you do modecrate activities activitics such
as playing tcnnis, bicycling at.a regular pace, carrving light load?

.............................. days per week

How much time do you usually spend doing moderate physical activity on one of these

days?

hours per day

e O
OOOOOOOOOOOOOOOOOOOOOO

__....minutes per day

During the last 7days on how many days did you walk for at least ten minutcs?

days per week

¢¢¢¢¢
................
a e

How much time do you usually spend walking on one of these days?

hours per day

r o
............
e s 0
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SECTI : '
ON D: LIFESTYLE AND MEDICAL HISTORY

SN QUESTIONS

Cod
38 Average duration of i .
O ime spent per day(in hours)

a) Watching television. ..

b) Playing video..............

c) Using computer.............ooeveiiiienin

@Y S LETTNE 0 o 0, B st e e e e e
39 Average duration of sleep per night(in hours)
40 Smoking habit

(1) Nonsmokcrs (2)Occastonal smokcers (3)smoke cigarctte last

a year ago (4)Regular smoker
41

Average Number of cigarettes per day..........................
42 Alcohol intake

(1)Not atall (2)Took alcohol regularly

(3)Took alcohol regularly bclore ,but now lakes 1t only
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44

45

46

47

48

49

50

occasional ly

(4)Take alcohol only occasionally

Have you ever been told by a health worker that you were
Obese /Overweight

(1)Yes (2)No

[s there a history of overweight/obesity 1n any member of your
farmly?

(1)Yes (2)No
If yes, plcase state person affected?

(1)Father (2)Mother (3)Grandparents (4)Sibling

(5)Others (please Specify).....oeeeeeiiiceaareiniiaiannnni.s

Is there a history of Diabetes Mellitus in any member of your
family?

(1)Yes (2)No

If yes, pleasc state person affected?

(1)Father (2)Mother (3)Grandparcnts (4)S:bling
(5)Others (please specily) oo

Isothere a history of hypcrtension 1n any mcmber of your
family?

()Yes (2)No

If yes, please state pcrson affected?

(1)Father (2)Mother (3)Grandparents (4)Sibling
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51

52

53

54

55

(5)Others (please specify)

o )
..................
................

Delivery history

Were you bomn premature? (1)Yes (2)No
What was your birth weight when you were born?

Don’'t know

Were you told you were small compared with<your other

siblings or other children when you were bon?
(1)Yes (2)No

Do you have any of this health conditions?
Hypertension

Diabetes

Others (Specify)

Does your culture cncourage individuals to be fat?

(1D)Ycs ..(2)No

Section L: ANTHROPOMETRIC MEASUREMENT

Waist Circumferencc

Time end:
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