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INTRODUCTION

Inadequate physical activity and unhealthy dietary patterns established
during youth may extend into adulthood and may increase risk for chronic
diseases, such as coronary heart disease and cancer. Aims: this study aims to
investigate the prevalence of lifestyle-associated risk factors for non-
communicable diseases among nursing students of faculty of nursing - Tanta
University and evaluate its effect on their quality of life. Design: A cross-
sectional analytic design was used to conduct this study. Subjects: The study
subjects were nursing students in faculty of nursing, Tanta University during
the academic year 2013-2014.The total number of the study subjects were
475 students, 335 females and 140 males. Tools of data collection
include:1) A structured questionnaire sheet developed by the researchers
based on Global School Based Student Health Survey (GSHS) and comprises
three parts. Part (1): Socio-demographic characteristics of the students. Part
(2): Students’ personal and family health history and Part (3): Students’ life
style behaviors. 2) The World Health Organization Quality Of Life
(WHOQOL) — BREF. Results: about one third of both males and females
were overweight (28.6% and 30.4%) respectively. 8.6 % of males and 8.4 %
of females were obese. More than half of male students (57.1%) and about
one third of female students (33.7%) were classified as prehypertension (at
risk for hypertension). The highest proportion of the studied subjects of both
males and females were physically inactive (71.4% and 81.2%). The
majority of the studied subjects showed poor or fair scores of the different
quality of life domains. Conclusion: The highest frequencies of the studied
subjects their life style regarding breakfast, number of meals/ day, physical
exercise and leisure time was unhealthy and the majority of them exposed to
passive smoking. Recommendations: It is recommended that health
education messages for college students should be disseminated through
formal and informal programs to bring about life style behavior changes in
terms of physical activity and dietary habits.
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Non-communicable diseases (NCDs) and their associated risk factors have emerged rapidly and are becoming a
major public health challenge worldwide. Non-communicable diseases (NCDs) are a major contributor to the burden
of disease in developed countries and are increasing rapidly in developing countries. This is mainly due to
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demographic transitions and changing lifestyles of populations associated with urbanization “*. The impact of
NCDs is devastating in terms of premature morbidity, mortality, and economic loss ©.

Increasing trends of non-communicable diseases is a worldwide phenomenon. Globally, deaths from non-
communicable diseases are expected to climb to 49.7 million in 2020, an increase of 77% in absolute numbers and
increase in their share of the total from 55% in 1990 to 73% in 2020 ©. According to the World Health Organization
(WHO), this cluster of diseases accounted for 36 million (63%) of the 57 million total deaths in 2008 were due to
non-communicable diseases, comprising mainly cardiovascular diseases (48% of non-communicable diseases),
cancers (21%), chronic respiratory diseases (12%) and diabetes (3.5%). These major non communicable diseases
share four behavioral risk factors: tobacco use, unhealthy diet, physical inactivity and harmful use of alcohol (WHO
2010) ™ ®. The goals defined by the World Health Organization for 2008 to 2013 include the reduction of chronic
non communicable diseases (CNCDs) risk factors because these diseases account for up to 60% of global mortality,
this rate may reach 77 % in the next decade 2.

A significant amount of NCDs mortality and morbidity experienced worldwide today is preventable. The main
risk factors that were acknowledged in are known for decades and are similar in almost all countries ™. Non
communicable diseases are a group of diseases the onset and progress of which are concerned with lifestyle and
behavior factor(s) such as dietary habits, physical activities, rest, smoking, alcohol consumption.... etc. They are
chronic diseases including cancer, heart diseases and diabetes 2. The lifestyle-related diseases are also non-
communicable diseases (NCDs) against which worldwide actions are being taken 9.

Lifestyle-related risk factors included unhealthy diet with foods high in saturated and trans fat, salt and sugar
(especially in sweetened drinks), physical inactivity, tobacco use and the use of alcohol and illicit drugs contribute to
more than two thirds of all new cases of NCDs. They are responsible for the development of various metabolic
diseases such as hypertension, diabetes, hypercholesterolemia, overweight and obesity. Alarmingly, these risk
factors are also becoming rampant in adolescents and consequently, contribute to a higher cost to manage and treat
NCDs in the future “?%). Meanwhile, it is well established that a healthy lifestyle is of benefit in the prevention of
disease and promotion of well-being. Healthy practices, such as weight management, physical recreational activity
and sleeping habits, have an impact on the individuals’ health status. At least 80 % of heart disease, stroke and type
2 diabetes, as well as 40% of cancer could be avoided by healthy diet, regular physical activity and avoidance of
tobacco use 519,

Today, the health of young people is critically linked to the health related behaviors they choose to adopt.
Although morbidity and mortality from non-communicable diseases mainly occur in adulthood, exposure to risk
factors begins in early life. Adolescence and young adulthood are significant periods of growth and maturation,
unique changes occur and many adult patterns are established during this period “®. The importance of this age
group also lies in the fact that many serious diseases in adulthood have their roots in young age group. Young people
make up almost a fifth of the world’s population. Close to 85 ;)er cent of the 1.061 billion young men and women
between the ages of 15 and 24 live in developing countries 72,

In Egypt, Young adults aged 15-24 years constituted about more than one fifth (22.55%) of the Egyptian
population in 2008, and university students ®?. The World Health Organization has already warned of increasing
NCDs among adolescents and young people as a major public health problem. Any negative impact on such a
significant portion of the general population is bound to seriously affect national development. Young people seem
not to b<(323§aware of the effects of unhealthy behaviors, so they are less likely to engage in health promoting
activities™ .

Health-related quality of life plays an increasingly important role as an indicator of the population health. It is a
comprehensive concept, which is based on a holistic understanding of health and can be defined in different ways®®.
All experts agree that health-related quality of life can be understood as a multidimensional concept, which
comprises physical, emotional, mental, social and behavior-related components of wellbeing and depicts the ability
to function from the subjective view of the affected person. In contrast with the classic medical criteria for assessing
the health of a person, this concept includes the viewpoint of the affected persons with respect to their physical
functioning and their wellbeing ¢+,

World Health Organization (WHO) defines quality of life (QoL) as “an individual’s perceptions of their
position in life in the context of the culture and value systems in which they live, and in relation to their goals,
expectations, and concerns”. Good physical, social, emotional, and psychological health help protect young people
against behavioral problems, violence and crime, misuse of drugs and alcohol ?®. In the context of universities,
promoting health and well-being means promoting effective learning and human development ©”. Vice versa,
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education is a strong predictor of lifelong health and quality of life in different populations, settings, and time @4,

Measuring and monitoring health related quality of life (HRQoL) in youth and young adults continue to increase in
importance for both researchers and decision makers. Several factors can negatively predict the health related
quality of life of youth such as overweight and obesity, alcohol consumption, and physical inactivity &2,

Health maintenance of adolescents and adults is an integral component of primary health care (PHC). The
leading causes of death and disability among adults are largely related to personal health and lifestyle behaviors and
may be preventable through routine health maintenance interventions in the form of screening, counseling and
chemoprophylaxis. Life style related risk factors are mainly implicated for increased burden of CNCDs * 529,
Early identification of these risk factors especially among nursing students is essential, considering their role as
future nurses and role models in public health intervention.

Primary health care (PHC) is an important setting for addressing lifestyle risk factors because of its
accessibility, continuity, and comprehensiveness of the care provided ©?. There is evidence that clients expect to
receive lifestyle intervention from PHC clinicians. Lifestyle interventions delivered in PHC and health care centers
are effective in helping clients to stop smoking, reduce ‘at-risk alcohol’ consumption, improve weight, diet and
physical activity levels. The 5As (assess, advise (including motivational interviewing) and agree on goals, assist
(including referral), and arrange (follow up) have been developed as a framework for addressing these risk factors in
clinical practice %,

Nurses consider the provision of lifestyle intervention appropriate to their role and it is well accepted by clients
GL32)  There is inadequate data about the magnitude of the problem of NCD and its risk factors among the young
population in Egypt. Estimating the burden of the disease in the younger age groups will help in setting strategies for
prevention and control of the risk factors for CNCDs. Hence, there is a definite need to monitor the prevalence of
these risk factors in this age group and its effect on their quality of life to be able to plan intervention measures for
them.

SUBJECTS AND METHODS
The aim of the study was to:

o Investigate the prevalence of lifestyle-associated risk factors for non-communicable diseases among nursing
students of faculty of nursing- Tanta University.

o Evaluate the effect of associated life style risk factors on their quality of life.
Research Question

1. What is the prevalence of associated life style risk factors among nursing students of faculty of nursing Tanta
University?
2. What is the potential adverse impact of lifestyle associated risk factors on the quality of life of nursing students?

Research design

A cross-sectional analytic design was used to investigate the relation between lifestyle-associated risk factors for
non-communicable diseases among nursing students and their quality of life.

Setting
The study was conducted in the faculty of nursing / Tanta University

Sampling

Proportional stratified random sample technique was used in the selection of this study sample of nursing students.
30 % of each stratum (grade) was chosen randomly. A total sample of 475 students from both sexes was chosen
randomly from a total number of the four grades students equal (1584) as follows:

123 students from grade one, 125 students from grade two, 115 students from grade three, and 112 students from
grade four.

Subijects:
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The study subjects were nursing students in faculty of nursing, Tanta University during the academic year 2013-
2014.The total number of the study subjects were 475 students, 335 females and 140 males. Their ages ranged
between 17 to 24 years who appeared healthy and were willing to participate in the study.

Data collection tools:

Two different tools were used for the purpose of data collection. These included a structured questionnaire sheet on
risk factors of non-communicable diseases, based on Global School Based Student Health Survey (GSHS) and The
World Health Organization Quality Of Life (WHOQOL) -BREF.

Tool I: Structured guestionnaire sheet.

A structured questionnaire sheet which was developed by the researchers based on Global School Based Student
Health Survey (GSHS)®® was used. This tool comprises 37 questions, divided into three parts.

Part (1): Socio-demographic characteristics of the students (5 questions) which covers data about the students’
age, gender, grade, family income, and number of family members.

Part (2): Students’ personal and family health history (10 questions) as regard presence of any health problems
for the student or his family members. Subsequently, anthropometric measurements, blood pressure and glucose
level measurement were taken.

Part (3): Students’ life style behaviors (22 questions) which cover data about eating breakfast, foods they might
eat, drinking and eating habits, physical activity and the time they spend mostly sitting when they are not in faculty
or studying their lessons, cigarette and other tobacco use, drinking alcohol, drugs, such as marijuana, cocaine, or
heroine.

Tool 11: The World Health Organization Quality Of Life (WHOQOL) - BREF ©¥.

The WHOQOL - BREF Field Trial Version has been developed to provide a short form quality of life assessment
that looks at domain level profiles. The WHOQOL-BREF is therefore based on a four domain structure.1) Physical
domain consists of 7 questions that describe activities of daily living, dependence on medicinal substances and
medical aids, energy and fatigue, mobility, pain and discomfort, sleep and rest in addition to work capacity. 2)
Psychological Domain (6 questions) that describe bodily image and appearance, negative feelings, positive feelings,
self-esteem, spirituality / religion / personal beliefs, in addition to thinking, learning, memory and concentration. 3)
Social relationships (3 questions) that describe personal relationships, social support and sexual activity. 4)
Environmental domain consists of 8 questions to describe financial resources, freedom, physical safety and security,
health and social care: accessibility and quality, home environment, opportunities for acquiring new information and
skills, participation in and opportunities for recreation / leisure activities, physical environment (pollution / noise /
traffic / climate) and transport.

The WHOQOL-BREF contains a total of 26 questions. To provide a broad and comprehensive assessment, one
item from each of the 24 facets contained in the WHOQOL-100 has been included. In addition, two items from the
overall quality of life and general health facet have been included. The scoring system was as follow: Domain scores
are scaled in a positive direction. The mean score of items within each domain is used to calculate the domain score.
Mean scores are then multiplied by 4 in order to make domain scores comparable with the scores used in the
WHOQOL-100. There are also two items that are examined separately: question 1 asks about an individual’s overall
perception of quality of life and question 2 asks about an individual’s overall perception of their health.

Methods
1-Obtaining approvals

Official permission to conduct the study was obtained from the dean of the faculty of nursing, Tanta University
to conduct the study.

2-Developing the tools

The structured questionnaire sheet was developed based on GSHS. The developed tool was distributed to a jury
of 5 academic professors in community health nursing and medical surgical nursing to test their validity.
Accordingly corrections and modifications were done. A pilot study was carried out on (about 5 % of the target
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sample) (n= 24 students) to test the tool for relevance, clarity and reliability. Those students were later excluded
from the study sample.

3- The actual study
e Ethical considerations:

Students’ informed consent was obtained. They were informed about their rights to refuse or withdraw at any time.
The data collection tools were anonymous, and total confidentiality of the information obtained was ensured.

e The collection of the data continued during a period of three months starting from February till the end of April
2014.

e The data was collected by administering the questionnaire sheet to each student individually to complete it by
his/herself with the attendance of the researcher to offer guidance and clarification when needed.

Subsequently, anthropometric measurements, blood pressure and glucose level were assessed as follows:
» Height was measured to the nearest centimeter using a measuring scale without footwear.

» The weight was measured using a platform weighing scale with students wearing light clothing.

» The body mass index (BMI) was calculated as follow:

BMI = weight in kg + (height in meter) 2. The students categorized according to BMI into:

Weight description BMI
Underweight if the BMI Less than 18.50
Average (normal) weight if the BMI 18.50 to 24.99
Over weight if the BMI 25.00 to 29.99
Obese if the BMI 30 or more

> The blood pressure was measured using a mercury sphygmomanometer. Measurements were taken from the right

arm of subjects seated and at rest for at least 5 minutes, no less than 30 minutes after any meal. The blood pressure
of each student was classified according to the following table. This table shows the classification of blood pressure
adopted by the American Heart Association for adults who are 18 years and older ¢

Category Systolic, mmHg Diastolic, mmHg
Normal Less than 120 Less than 80

At risk (Prehypertension) 120-139 80-89

High blood pressure 140 or higher 90 or higher

» Glucose level was measured using blood glucose test strips (Gluco LAB auto-coding blood glucose test
meter).The blood glucose level of each student was classified according to American Diabetic Association
guideline (ADA) ®. The reference values was as follows:

Category of random blood sugar Value of random blood glucose level
Normal 79 — 110 mg/dl

Pre- diabetic Between 140 — 200 mg/dI

Diabetic More than 200 mg/dl

e The average time spent for collecting data from each student was approximately 30 - 45 minutes to complete the
questionnaire sheet and the questions of health related to quality of life scale in addition to completing the needed
measurements.
e The quartiles of calculated percentage score for quality of life domains were identified. Poor level was
considered if the total score percentage was below 60% , fair if the total score percentage was 60-70% and good if
the total score percentage was >70%.
4- Statistical analysis

The data were coded, entered and analyzed using SPSS (version 20). For categorical variables, frequencies, and
percentages were calculated for baseline sociodemographic characteristics of the study subjects and the associated
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life style risk factors. Differences between categories of each variable were statistically analyzed using chi square
test (X?). The association between variables was calculated by Spearman correlation coefficient (r). For numerical
data, the mean and standard deviation were calculated. Paired t / F tests were used to analyze the relationships. The
level of significance was adopted at p < 0.05.

Results

Table (1) shows Distribution of the studied group according to sociodemographic characteristics.
Regarding the age distribution of the studied group, about two thirds of male students were in the age group less
than 20 years (62.9 %) where the highest frequencies of female students were in the age group of > 20 years old
(69.9%). The mean age of the studied group was 19.22+1.18 for males and 20.29+1.28 for females. About two thirds
of both males and females their income was enough and save of it (62.1 and 63.9 %) respectively. Only 10 % of
males suffering from diseases compared to 24.5 of female students. 21.4 % of males and 32.9 % of females were
suffering from arthritis. 22.1 % of male students and 30.4 % of female students had family history of chronic
diseases where the highest proportion of both male and female students had obese member in the family (54.8 % and
66.7 %) respectively. More than half of male student and slightly less than half of female students +had more than
one relative suffering from chronic diseases (51.6% and 49.1 %) respectively. There were significant differences
between male and female students in relation to age, students suffering from disease, and the type of disease (P<
0.001).

Table (2) and figure (1) shows the distribution of the studied group according to their enroliment grade, it
was clear that the highest frequencies of the studied sample was females in grades two, three and four (70.4 %, 79.1
%, and 95.5 %) respectively, while 60.2 % of the first grade were males compared to 39.8 % females. There was a
significant difference between males and females (P < 0.001).

Table (3) shows the distribution of the studied group according to their opinion about their body weight
and the actions taken. This table revealed that the highest frequencies of both male and female students reported
that their weight is near to appropriate weight (68.6 % and 47.8 %) respectively. No actions were taken regarding
the weight by more than one third of both male and female students (35.7% and 38.5 %) respectively. However,
slightly less than half of the studied subjects either males or females tried to lose weight (47.9 % and 48.1 %).

Table (4) illustrates the prevalence of health related risk behaviors among the studied group by sex. It
was clear that more than half of males and more than two thirds of females were of normal (healthy) weight (56.4%
and 69.7 %) respectively. While, about one third of both males and females were overweight (28.6% and 30.4%)
respectively and 8.6 % of males and 8.4 % of females were obese. No significant differences were observed between
males and females (P > 0.05). As for the overall blood pressure, this table shows that more than half of the male
students (57.1%) and about one third of the female students (33.7%) were classified as prehypertension (at risk of
hypertension). The majority of the studied group either males or females had normal blood glucose level (96.4% and
99.1%) respectively. Only 3.6 % of males and 0.9% of female students had low level of blood glucose. Less than
half of the male students (46.4%) and about two fifths of females (39.7%) live sedentary life with no physical
activity for long periods. Regarding the physical exercise, the highest proportion of the studied subjects of both
males and females practiced physical exercise for less than three days / week (71.4% and 81.2%) respectively. Only
6.4% of males and 0.9 % of females were smokers for less than one year for more than half of males (55.6%) and all
the females (100%). Furthermore, the highest frequencies of both males and females were exposed to passive
smoking (70% and 60.3%) respectively. Significant differences were observed between males and females in
relation to body weight, BP, glucose level, Leisure time, Physical exercise, smoking behavior and exposure to
passive smoking (P < 0.05).

Table 5: Presents the distribution of the studied group according to their dietary habits. The table shows
that, the highest frequencies of both males and females never or sometimes have breakfast and taking only one meal
/ day (64.3% & 51.7% and 55.7% and 60%) respectively. Significant differences were observed between males and
females (P < 0.05). As regard the daily consumption of fruit and vegetables, the highest proportion of both males
and females, more than three quarters of them take fruits and vegetables 1-3 times / day (77.1% & 67.7% and 78.6%
& 72.5%) respectively. Concerning the consumption of milk and milk products, the majority of both males and
females take them once or less than once / day (82.9% and 86.6%) respectively. As regard the consumption of fast
food, chips, spicy food and soft drinks, the highest proportion of the studied subjects from males and females
reported that they take them once or less than once / day(55% & 77.6%, 68.6% & 69.6%, 65% & 51.3% and 54.3%
& 71%)respectively. No significant differences were observed between males and females in relation to the
consumption of fruit and milk & milk products (P> 0.05).
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Table (6) shows Prevalence of associated life style risk behaviors among the studied subjects. It was
obvious that most of the associated life style risk behaviors were adopted by the highest proportion of the study
subjects either males or females. Meanwhile, less frequencies of males and females reported that they using spicy or
extra salt, take soft drinks more than three times / day or smoking cigarette (2.9% & 4.4%, 6.4% & 1.5%, and 6.4%
& 0.9%) respectively.

Table 7 presents the means of systolic and diastolic blood pressure values and blood glucose levels in the
studied group. There were significant differences between males and females (P < 0.05). Males showed higher
systolic and diastolic blood pressure than females as indicated by their mean and S.D (116.07+ 66.31 & 113.20
+12.45 and 77.57+ 5.41 & 73.00 £8.46) respectively. On the other hand, Females showed higher glucose level than
male as indicated by their mean and S.D (115.39 + 21.06 and 107.44+ 19.15).

Table (8) shows the age and sex distribution of the studied group according to their quality of life and
health perception. It was obvious that the highest frequencies of the studied subject had good quality of life and
health perception scores regardless their age and sex. Significant differences were observed between ages of males
and females in relation to their quality of life and health perception (P < 0.05).

Table (9) presents age and sex distribution of the studied group according to different domains of quality
of life. It was clear that the least frequencies of the studied subjects had good scores of physical domains regardless
their age (10% of students less than 20 years and 2.1% of students aged 20 years or more), and sex (3.7%of males
and 4.9% of females) . Significant differences were observed in relation to age and sex of the studied subjects. As
regard the psychological domain, Less than 5 % of the studied subjects had good scores. The studied subjects shows
relative increase of the scores of the domain of social relationship (24.3% of less than 20 years and 9.3% of students
aged 20 years or more) and (16.4 %of males and 11.9 % of females). Significant differences were observed in
relation to age and sex of the studied subjects. Concerning the environmental domain, the majority of the studied
subjects showed poor or fair scores. No significant differences were observed.

Table (10) illustrates the correlation between the students’ quality of life and health satisfaction and their
dietary habit. It was clear that there was significant and strong positive correlation between Quality of life of the
studies subjects and their health satisfaction, having breakfast and number of meal / day (P < 0.1). Meanwhile,
negative correlation between quality of life and fast food, chips and consumption of spicy and salty food were
observed. As regard students’ health satisfaction, there were strong positive correlation were observed in relation to
breakfast, number of meals, fruit, vegetable and soft drinks consumption / day (P < 0.1).

Table 1: Distribution of the studied group according to sociodemographic characteristics

Sex
Demographic data Males = 140 Females = 335 X? P
No % No % value
Age
Less than 20 yeas 88 | 62 101 30.1 | 409" | <0.001
20 — 25 years 52 37. 234 69.9
Mean +S.D 19.22+1.18 20.29+1.28 2.25 0.521
Family income
Not enough 21 15. 39 11.6
Enough 32 22. 82 24.5
Enough and save of it 87 62. 214 63.9
Students suffering from diseases 14 10 82 245 | 13.90* | 0.001
Disease No =14 No = 82
DM 0.0 0.0 11 13.4
Arthritis 3 21. 27 32.9 7135 0.068
Heart disease 0.0 0.0 9 11
Others ( acute) 11 78. 35 42.7
Presence of family health 31 22, 102 30.4 | 3.37* 0.041
Disease N =31 No =102 12.90* 0.045
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Hypertension 5 16. 19 18.6
DM 9 29 8 7.8
Arthritis 0 0 2 2
Heart disease 0 0 2 2
Obese 17 54, 68 66.7
Others (acute) 00 0 3 2.9
Kinship of affected member
Patents 13 41. 35 34.3
Grand parents 0 0.0 4 3.9 5.49 0.240
Uncle / aunt 2 6.5 13 12.7
More than family member 16 5L 50 49.1
Table2: Distribution of the studied group according to the enrollment grade
Enrollm Males Females
ent grades No % No % X? P
1* grade 74 60.2 49 39.8
2" grade 37 26.6 88 70.4
37 grade 24 20.9 o1 791 93.527* <0.001
4™ grade 5 4.5 107 95.5

Figure 1: Distribution of the studied group according to their enrollment grade.

Percentages of students'
enrollment grades

(o] = =4
T

100 70.4 7.1 l
80 60.2 . |
60 139.8 B Males %
40 265 20.9 W Females %
20 ‘ l 4.5
0

1stgrade 2ndgrade 3rdgrade 4thgrade

Table3: Distribution of the studied sample according to their opinion about their body weight and the
actions taken

Variable Males (140) Females (335) X? P
No | % No | %
Student opinions 29.48* <.001
Much less than appropriate weight 11 7.9 17 5.1
Slightly less than appropriate weight 10 7.1 39 11.
Near to appropriate weight 96 68.6 160 | 47
Much more than appropriate weight 2 1.4 51 15,
Slightly more than appropriate weight 21 15 68 20.
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Action done by the students .824 .662
No actions was done 50 35.7 129 38.
Try to lose weight 67 47.9 161 48.
Try to gain weight 23 16.4 45 13.
Table 4: Prevalence of health related risk behaviors among the studied group by sex
Health related risk behavior Males (140) Females (335) X? P value
No | % No | %
Actual body weigh status
Under weight 9 6.4 5 15
Normal (healthy) 79 56.4 200 69.7 | 8.46* | .037
Over weight 40 28.6 102 30.4
Obese 12 8.6 28 8.4
Overall BP 23.77* | <.001
Normal 60 42.9 216 64.5
Prehypertension 80 57.1 113 33.7
Hypertensive 0 0 6 1.8
Glucose level 4.27* | .052
Low level 5 3.6 3 0.9
Normal 135 96.4 332 99.1
High level 0 0 0 0
Leisure time 9.265* | .010
Physical activity 13 9.3 70 20.9
Sedentary life/Lack of physical 65 46.4 133 39.7
Both activity 62 44.3 132 394
Physical exercise 5.89* | .055
< three days/ week 100 71.4 272 81.2
3-5 days/week 20 14.3 35 10.4
> 5 days/ week 20 14.3 35 104
Smoking behaviors 12.27* | .001
Non smoker 131 93.6 332 99.1
Smoker 9 6.4 3 0.9
Duration of smoking
Less than one year 5 55.6 3 100 | 14.07* | .001
Year or more 4 44.4 0 0
Passive smoker 98 70 202 60.3 | 3.99* |.048
Table 5: Distribution of the studied group according to their dietary habits
Dietary habits Males (140) Females (140) X? P
No | % No | %
- Having 6.38* .012
Never /sometimes 90 64.3 173 51.7
Often / always 50 35.7 162 48.4
- Number of 6.32* .042
One meal / day 78 55.7 201 60
Two meals/day 56 40 131 39.1
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> three meals 6 4.1 3 9
- Taking fruit .603 740
< once / day 13 9.3 38 11.3
1-3 times/day 108 77.1 257 76.7
> 3 times / day 19 13.6 40 11.9
- Vegetable 9.544* | .008
< once / day 16 114 74 22.1
1-3 times/day 110 78.6 243 72.5
> 3 times / day 14 10 18 5.4
- milk and milk 1511 470
< once / day 116 82.9 290 86.6
1-3 times/day 22 15.7 39 11.6
> 3 times / day 2 1.4 6 1.8
- Fast food 30.181* | <.001
< once / week 77 55 260 77.6
1-3 days/week 43 30.7 63 18.8
> 3 days / week 20 14.3 12 3.6
Chips, Biscuits 6.981* | 0.030
< once / day 96 68.6 233 69.6
1-3 times/day 31 22.1 90 26.9
> 3 times / day 13 9.3 12 3.6
- Spicy food 7.45% .024
< once/ day 91 65 172 51.3
1-3 times/day 45 32.1 149 445
> 3 times / day 4 2.9 14 4.2
- Soft drinks 16.81* | <.001
< once/ day 76 54.3 238 71
1-3 times/day 55 39.3 92 275
> 3 times / day 9 6.4 5 15
Table 6: Prevalence of associated life style risk behaviors among the studied subjects
Health related risk behavior Males (140) Females (335)
No % No %
Over weight / obese 52 37. 130 38.8
Never /sometimes having breakfast 90 64. 173 51.7
Less than 3 meals / day 13 95. 332 99.1
Vegetable < once / day 16 11. 74 22.1
Taking fruit < once / day 13 9.3 38 11.3
Using spicy /extra salt 4 2.9 14 4.2
Soft drinks > 3 times / day 9 6.4 5 15
Chips > 3 times / day 13 9.3 12 3.6
Fast food > 3 times / week 20 14. 12 3.6
Sedentary life / long period of sitting 65 46. 133 39.7
Physical exercise < three times/week 10 | 71 272 81.2
Smoker 9 6.4 3 0.9
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98\ 70\ 202\
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Table 7: Means of systolic and diastolic blood pressure values and blood glucose levels in the studied

group
Variable Males Females F P. value
Systolic BP 116.07+ 66.31 113.20 +12.45 6.682 0.010*
Diastolic BP 77.57+5.41 73.00 +8.46 34.73 <0.001°*
Glucose level 107.44+ 19.15 115.39 + 21.06 14.48 <0.001*

Table 8: Age and sex distribution of the studied group according to their quality of life and health

satisfaction

Age Sex
Variable Less than 20 20 -25 years Males Females
No | % N % No | % N[ %
Quality of life
Very poor 2 1.1 7 24 4 2.9 5 15
Poor 5 2.6 22 7.6 5 3.6 2 6.6
Satisfactory 29 15.3 52 18. 23 16. 5 17.3
Good 121 64.1 17 61. 85 60. 2 63
Very good 32 16.9 30 10. 23 16. 3 11.6
X? 10.56* 4.39
P .032 . 356
Health perception
Very poor 1 A4 12 4.2 4 2.9 9 2.7
Poor 17 5.9 36 12, 10 7.1 4 12.8
Satisfactory 33 115 46 16. 20 14. 5 17.6
Good 109 38.1 16 58 86 61. 1 56.4
Very good 29 10.1 26 9.1 20 14, 3 10.5
X? 10.88* 5.22
P .028 .266
Age and sex Age and sex
distribution of disrtribution of
health satisfaction, age quality of life
80 Less 80 H Age Less
60 than 60 than 20years
20 : s 20 ge =
0 0 years
Los > [
§ § g § 'gn § § g § -b§D L Sex Males
g g g g G g Sex Females
> 8 > > E" g

Table 9: Age and sex distribution of the studied group according to different domains of quality of life

Domain

Male (140)

Female

( <20 years

> 20 years

No‘

%

N |

% N\% N

%
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Physical
Poor 64 457 24 73 1 5 20 69.
Fair 62 443 83 24 7 3 72 25.
Good 14 10 7 2. 7 3. 14 4.9
X? 37.69* 9.73*
P <0.001 .008
Psychological
Poor 77 55 24 73 1 6 20 72.
Fair 57 40.7 87 26 7 3 72 25.
Good 6 43 2 0. 2 1. 6 2.1
X? 19.99* 9.35*
P <0.001 .009
Social
Poor 49 35 15 45 6 33 1 47.
Fair 57 40.7 15 45 9 50 1 40.
Good 34 24.3 31 9. 3 16 3 11.
X? 19.23* 10.03*
P <0.001 .007
Environment
Poor 10 72.9 27 81 1 79 2 78
Fair 36 257 | 62| 18] 3] 19| 6 21.
Good 2 1.4 1 | o | 1 55| 2] 7
X2 5.35 ] 275
P 0.069 872
Quality of life Quality of life
domains in relation domain in relation
to studied subjects'... to sex
80 100
e . E—— - 50
L21§ H_ “ 2 =| B <20 years 0 l. i ll. | H males
£’ g ° TS

Table (10): Correlation between the students’ quality of life and health satisfaction and their dietary
habit

Diet items Quality of life Health perception

R Sig R Sig
Quality of life .363** <.001
Breakfast 119** .009 119** .009
Meals’ number/ day 174%* <.001 142%* .002
Fruit / day .046 .320 .140** .002
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Vegetable/ day .039 .391 .201** <.001

Milk and milk product .053 .249 123** .007

Soft drinks /day .033 473 .094* .040

Fast food / week -010 .836 .013 74

Chips, Biscuit and ice -076 .097 - .028 .539

Spicy food /day -057 212 .035 442
DISCUSSION

Lifestyle diseases in adults have been related to the prevalence of risk factors in childhood and adolescents.
Most of these diseases have the relationship between the development of non-communicable diseases and the
interactions between the environment, the genetic predisposition and lifestyle. Lifestyle diseases like hypertension,
atherosclerosis, coronary heart disease, and type 2 diabetes mellitus with their complications now emerge as the
most severe health problems in developed and developing countries. These diseases take a tremendous toll in
premature sickness, disability, death and have a major economic impact on its victim and health care delivery
system 7. 1dentifying health problems and inadequate lifestyles such as obesity, smoking, alcohol consumption
and sedentary life can be of great importance for the survey of a community’s health needs and priorities 2.

Several studies proved that the perceived condition of health and the health related quality of life are associated
with future health status, functioning and even mortality ©°. This study carried out to investigate the prevalence of
life style associated risk factors for non-communicable diseases among the nursing students and to identify its effect
on their quality of life. In this study, it was found that many students are putting themselves at risk for future
diseases by engaging in unhealthy behaviors. Most of associated life style risk behaviors were adopted by the
highest proportion of study subjects either males or females. Out of total subjects aged 17 to 24 years, approximately
one half of males and two fifths of females spend sedentary leisure time, the majority of both males and females
were physically inactive, and the highest frequencies of both groups were exposed to passive smoking. Regarding
their health status, slightly less than one third of both males and females were overweight and about one tenth of
them were obese. More than half of males and about one third of females were pre hypertensive (their BP more than
1201/80 and less than 140/90). In addition, the present study revealed bad dietary habits among the study subjects as
regard number of meals/day, breakfast, fast foods, fruit and vegetable consumption. These results are in agreement
with the results of other studies that conducted to assess the university students and young adults’ lifestyle related
risk behaviors ¢940-42),

On the other hand, the present study carried out with nursing undergraduates, reveled elevated prevalence of
healthy lifestyles in relation to using spicy or extra salt, soft drinks consumption and smoking which may be
attributed to the fact that many of study subjects were resident the university hostel that follow strict rules regarding
diet and smoking. As regard smoking, 6.4 % of males compared to only 0.9 % of females claimed to be smokers that
may be explained as smoking is socially unacceptable especially in rural and semi urban communities such as Tanta
in Egypt that may force students particularly female students to avoid reporting being a smoker. Low smoking
prevalence in consistent with the findings of Alves de VVasconcelos et al (2012)“*’ and other studies performed with
undergraduate health students who reg)orted prevalence of elevated prevalence of healthy lifestyles in relation to
smoking and alcohol consumption**®. In the same line, the smoking prevalence in this study is consistent with the
prevalence observed in more than 12 cited articles on smoking among university students in Saudi Arabia (Al-Turki
and Al-Rowais, 2008; Al-Mahmoudi and Amin, 2010)“"“® where the overall tobacco consumption among female
students ranged from 1 to 16%. Low prevalence has also been observed in other studies conducted on female college
students of different universities in Saudi Arabia, where the prevalence was (8.6 and 4.3%, respectively) (Koura et
al., 2011; Al-Kaabba et al., 2011)“**. The observed lower prevalence of smoking among female students in their
studies can be attributed to the social stigma that may force students to avoid reporting being a smoker, as smoking
is considered a taboo in conservative communities such as Saudi Arabia, especially Taif which may be responsible
for the underreporting among females (Mandil et al., 20112(51). In contrast, a higher smoking prevalence was found
in a study with undergraduate biological science students ¢4 %%

Physical inactivity is considered an independent risk factor of a number of chronic diseases such as coronary
heart disease, diabetes and hypertension ®¥. In the present study the majority of both male and female students
(71.4% and 81.2%) respectively were physically inactive (Table 5) The high level of physical inactivity observed in
this study may be attributed to the students’ tendencies to social networking sites instead of sports in addition to lack
of public courts and playgrounds. This result is in agreement with other studies revealing high prevalence of
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physical inactivity among all Saudi females generally, and among university students particularly (desouky et al.,
2014 and Lollgen et al., 2009)®% ),

This results are in consistence with results from the WHO STEPwise approach to NCDs surveillance conducted
in Saudi Arabia in 2005, where 76.2% of females aged 15 to 24 years were physically inactive (Saudi Arabia
Ministry of Health, 2005)¢®®). They attributed this finding to the limited opportunities of Saudi females to engage in
physical activity due to the absence of physical education programs for girls, in addition to cultural reasons where
families may not encourage females to engage in physical activity. Moreover, most of Saudis rely on cars rather than
walking for short-distance travel (Al-Hazzaa, 2011; Al-Hazzaa et al., 2012)®”*®. In the same line, the results of our
study are in agreement with those revealed from other Iranian and Jordanian studies (Kelishadi et al., 2007
Suleiman et al., 2009)®%%%,

Also, the present study showed that a high proportion of the study subjects males and females (46.6% and
39.7%) respectively spent most of their time sedentary watching T.V or playing computer games. College students
are highly exposed to unhealthy eating habits leading to body weight gain. The present study revealed that about one
third of males and about one fifth of females eat fast food one to three days per week. Furthermore, 14.3% of males
and 3.6% of females eat fast food more than three days / week.

This may attributed to the easy accessibility of fast food with growing prosperity. Furthermore, the students
spend most of the daytime in the faculty. In addition, males are permitted to hang out with their friends than females.

As regard the status of body weight, the highest frequencies of study subjects reported that their weight was
nearly appropriate. They take no actions in this regard despite approximately two fifths of both males and females
were either overweight or obese. The problem of obesity among university students is alarming. The high
prevalence of overweight and obesity is probably due to the recent trend of youths of eating fast food, which is high
in saturated fats, in restaurants, most of the days of the week, and the inadequate practice of physical activity. The
same result was found by other studies which indicate that today’s children are probably less fit than children
decades ago and tend to be more over Weight and sedentary® Y. Meanwhile this result disagree with Alves de
Vasconcelos et al (2012) who reported that female undergraduates showed low prevalence of weight excess and
attributed this to the participants' socioeconomic status, the women’s desires to be thin are very common among the
ones belonging to a higher social class®®.

Hypertension is an important single independent risk factor for heart disease and stroke. Up to 57.1 % of males
and 33.7 % % of female students were prehypertention (at risk of hypertension). This may attributed to the high
prevalence to lifestyle changes towards urbanization and dietary eating habits. According to the prevalence of pre-
hypertension, this study results are in consistence with those observed from another study on female university
students in Dammam city, where 13.5% of them were pre-hypertensive (Koura et al., 2012)“®. However, a higher
prevalence of prehypertension observed in another study on male students in the same region (Sabra, 2007) ©9.

Quality of life of university students is an important issue in order to tackle the physical, mental, social
problems as early as possible to produce future leaders for the future developed nation. One of the objectives of this
study was to identify the effect of life style behaviors on the nursing students’ quality of life. This study showed that
generally, the overall QoL and health perception among university students is good despite the differences between
the different domains.

The highest values of the QoL were obtained for social relation domain. About two thirds of males and those
who were less than 20 years in addition to more than half of females and those who 20 years or more showed fair or
good social relation. This may explained as a great proportion of the students were resident the university hostels
which provide an excellent opportunities for social interactions. Moreover, the university students participate in
leisure activities that arranged by the university to enhance the connections between university and the community
and fun-based activities for more interactions between students from different programs and their lecturers.

On the other hand, the lowest score of QoL were obtained for environmental domain were more than three
fourths of the students had poor score. This may attributed to low socioeconomic standard, environmental pollution,
overcrowding and inadequate transportation. Moreover, the university locates in suburban city and the majority of
students resident the surrounding village. The study showed that, there was a significant difference in QOL and
health perception according to age of the student's. Younger age scored higher in WHOQoL- Brief as indicated by
their high scores. This may attributed to the fact that older ones may experience a wider range of stressful life events
compared to younger ones.

In addition, this study revealed that males had better self- perceived health and quality of life than females.
This can be explained by the fact that males are preferred to females in our Egyptian society particularly rural areas
and they gain more attention and care. Meanwhile, no significant differences were observed between male and
female students. The results of this study were in agreement with other studies who revealed that Health-related
quality of life decreases with increasing age for all physical subscales and the summary scale and that Women report
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a lower health-related quality of life than men in the German population ©% ®). In the same line, this is consistent
with other studies that investigate predictors of young university students’ HRQoL 36469,

Generally this result disagree with those of Al-Naggar et al (2013) who reported that there was no difference in
QOL according to age®. However, another study reported that the only consistent QoL finding differentiating the
medical from nonmedical student groups was in terms of the WHOQoL-Brief environment domain®®.

The findings presented in this study highlighted the association between students' quality of life and health
perception and their dietary habits. Strong positive and significant correlations were observed between the students'
quality of life and break fat and number of meals per day, concerning the correlation between the students' health
perception and dietary behavior, significant correlations were found between health perception and the daily intake
of fruit, vegetable, breakfast, number of meals. This result is in consistent with other studies that reported that the
lifestyle behavior of students linked to their HRQoL particularly for dietary habits ¢ 2%29),

Conclusion

Based on the results of this study it was concluded that, the highest frequencies of both male and female
students reported that their weight is near to appropriate weight and no actions were taken regarding the weight by
more than one third of both male and female students despite that about two fifths of both male and female students
were overweight or obese. The highest frequencies of the studied subjects their life style regarding breakfast,
number of meals/ day physical exercise and leisure time was unhealthy and the majority of them exposed to passive
smoking. More than half of males and about one third of the females were at risk of hypertension and categorized as
prehypertension. The majority of the studied subjects showed poor or fair scores of the different quality of life
domains.

Recommendations

1- Health education messages for college students should be disseminated through formal and informal
programs to bring about life style behavior changes in terms of physical activity and dietary habits.

2- Health communication programs should be designed targeting college students that address all types of
risky behaviors.

3- Comprehensive intervention program which should focus on various health promoting issues such as access
of healthy food, prohibition of smoking at home and work should be emphasized.

4-  The availability of and access to safe playing courts and ground should be assured.

5- Environmental changes should be made to improve their quality of life.

6- Conducting further research on a larger scale to identify the magnitude of preventable risk behaviors.

Reference
1 Khuwaja A. Khawaja S. Motwani K. Khoja A. Azam 1.S. Fatmi Z. Ali B.S. and Kadir M. Preventable
Lifestyle Risk Factors for Non-Communicable Diseases in the Pakistan Adolescents Schools Study 1.
Journal of Preventive Medicine and Public Health, July 2011; Vol. 44, No. 5: 210-217. This article is
available.
Z Awosan, K. J. lbrahim, M. T. O., Essien, E., Yusuf, A. A. and Okolo, A.C. Dietary pattern, lifestyle,
nutrition status and prevalence of hypertension among traders in Sokoto Central market, Sokoto, Nigeria.
Int. J. Nutr. Metab., January, 2014; 6(1):9-17.
% Singh A.K., Maheshwari A., Sharma N. and Anand K. Lifestyle Associated Risk Factors in Adolescents.
Indian Journal of Pediatrics, October, 2006; Volume 73: 55.60.
Decola P., Benton D., Peterson C., & Matebeni D. Nurses’ potential to lead in non-communicable disease
global crisis. International Nursing Review. (2012); International Council of Nurses.
> Joubert J., Norman R., Lambert E.V., Groenewald P. Schneider M., and Bull F. Estimating the burden of
disease attributable to physical inactivity in South Africa in 2000s. Afr Med J, 2007; 97:725-31.
The Executive summary of the Global Burden of Disease Study, Harvard University Press. Available
online
World Health Organization (2010) Global status report on non-communicable diseases. Available at:
8. World Health Organization (2013), The Sixty-sixth World Health Assembly. Follow-up to the Political
Declaration of the High-level Meeting of the General Assembly on the Prevention and Control of Non-
communicable Diseases. Available

443



ISSN 2320-5407 International Journal of Advanced Research (2015), Volume 3, Issue 5, 429-446

10.

11.

12.

13.

14,

15.

16.

17.

18.

19.

20.

21.
22.

23.

24,

25.

26.

217.

28.

29.

30.

31.

32.

33.
34.

35.

36.

Da SilvalK., Lopes A., VasquesD.G., Da Costa F. and Da Silva R. Clustering of risk factors for chronic
non communicable diseases among adolescents: prevalence and associated factors. Rev Paul Pediatr,
2012;30(3):338-45.

Bakar, A.A. Health-related quality of life among youth: Evaluating measurement model fit. International
Journal of Social Science and Humanity, 2012; 2: 282-285.
Ford, J., Spallek M. and Doson A. Self-rated health and a healthy lifestyle are the most important pre-
dictors of survival in elderly women. Age and Ageing, 2008; 37: 194-200.
Schmidt, M. Predictors of self-rated health and lifestyle behaviors in Swedish university students. Global
Journal of Health Science, 2012;4: 1-14.
Tiimkaya, S. Humor styles and socio-demographic variables as predictors of subjective well-being of
Turkish university students. Education and Science, 2011; 36: 158-170.
Moghnie, L. and Kazarian, S.S. Subjective happiness of Lebanese college youth in Lebanon: Factorial
structure and invariance of the Arabic subjective happi- ness scale. Social Indicators Research, 2011; 109:
203-210.
Al-Naggar R.A., Bobryshev Y. and Noor N.A. Lifestyle Practice among Malaysian University Students.
Asian Pacific J Cancer Prev, 2013; 14 (3): 1895-1903
Wagner K.H. and Brath H. A global view on the development of non communicable diseases. Preventive
medicine, 2012; 54: 538-541.
Refaat A. Practice and awareness of health risk behavior among Egyptian university students. Eastern
Mediterranean Health Journal, 2004; 10: 72-81.
WHO. Global status report on non-communicable diseases. World Health Organization, Geneva,
Switzerland. 2012.
Ahmed Q. R., Seth R. and Mahmood S.E. Prevalence of hypertension, obesity and anemia among first
year dental students in Bareilly. Jemds, 2014; 3(44): 10881-10885.
Htays., Myo O., Yoshida Y., Rashid H. and Sakamoto J. Risk behavior and associated factors among
medical students and community youths in Myanmar. Nagoya J. Med. Sci., 2010; 72; 71 — 81.
Youth and Information and Communication Technologies (ICT) World YOUTH Report, 2008;

sbaa¥l s daaill (5 S jall Jlead) (CAPMASS 2008).

Ellert U. Kurth B.M. Health-related quality of life in adults in Germany: Results of the German Health
Interview and Examination Survey for Adults (DEGSL1). Bundesgesundheitsbl, 2013; 56:643-649.

WHO (2013b). Global strategy on diet, physical activity and health. WHO Fact Sheet. World Health
Organization, Geneva, Switzerland. Available

WHO (2013c). Raised blood pressure. Global Health Observatory. World Health organization. Geneva,
Switzerland. Available
WHO report on the global tobacco epidemic 2008. World Health Organization, Geneva, Switzerland.
Available at:
Al-Naggar R.A., Osman M.and Musa R. Quglity of life among university students in a single Malysian
institute. Pensee Journal, 2013; 75(10):165-179.

Sabbah I, Sabbah H., Khamis R., Sabbah S.,and Droubi N. Health related quality of life of university
students in Lebanon: Lifestyles behaviors and socio-demographic predictors. Health, 2013; 5: 1-12.
Pan H.J., Cole B.M. and Geliebter A. The benefits of body weight loss on health related quality of life.
Journal of Chinese Medical Association, 2011; 74: 169-175.
Sabra A., Attia Z. Taha A.Z., Al-Sebiany A., Nabil Y. Al-Kurashi N. and Al-Zubier A. Coronary Heart
Disease Risk Factors: Prevalence And Behavior Among Male University Students In Dammam City,
Saudi Arabia. J Egypt Public Health Assoc, 2007; 82 (1 & 2): 21-42.
Harris M, Chan B., Laws R., Williams A., Davies G., Jayasinghe U., Fanaian M., Orr N., and Milat A.
The impact of a brief lifestyle intervention delivered by generalist community nurses. BMC Public Health,
2013; 13:375.
Japanese Nursing Association. Nursing for the people with lifestyle-related diseases in Japan. 2014.
Available at: http://www8.ca0.go.jp/syokuiku/about/plan/pdf/2kihonkaiteihonbun.pdf
Egyptian Global School-Based Student Health Survey. 2011; available at www.who.int/chp/gshs/en/
Orley J. WHOQOL-BREF, introduction, administration, scoring and generic version of the assessment,
Field Trial Version. World Health Organization. Geneva. December 1996.

Martind, Hypertension Guidelines: Revisiting the JNC 7 Recommendations. The Journal of Lancaster
General Hospital;2008;3(3):91
American Diabetes Association. Diagnosing Diabetes and Learning About Prediabetes. Available at:
http://www.diabetes.org/diabetes-basics/diagnosis/

444


http://www8.cao.go.jp/syokuiku/about/plan/pdf/2kihonkaiteihonbun.pdf
http://www.who.int/chp/gshs/en/

ISSN 2320-5407 International Journal of Advanced Research (2015), Volume 3, Issue 5, 429-446

37.

38.

39.

40.

41.

42,

43.

45.

46.

47.

48.

49.

50.

5L

52.

53.

54.

55.

56.

57.

58.

Mane SV. Agarkhedkar S.R. Karwa D.S. Pande V. Singhania S.S. and KarambelkarG.R. Study of risk
factors for lifestyle diseases among adolescents in Western India. Int J Pharm Biomed Sci, 2012; 3(4):
224-228.

Maditinosa D., Papadopoulosb D. and Prats L. The Free Time Allocation and its Relationship with the
Perceived Quality of Life (QoL) and Satisfaction with Life (SwL). Procedia Economics and Finance,
2014; 9: 519 — 532.

Alves de Vasconcelos H.C. Marinho N.P. Freire de Freitas R. Ximenes L. Pinheiro A. and Damasceno M.
Risks for non-communicable chronic diseases: A cross-sectional study with undergraduate nursing
students. Journal of Nursing Education and Practice, August 2012; Vol. 2(3): 103-109.

McCracken M. lJiles R. and Michels H. Health Behaviors of the Young Adult U.S. Population: Behavioral
Risk Factor Surveillance System, 2003. Prev Chronic Dis, 2007; 4(2), Available from:
http://www.cdc.gov/pcd/issues/ 2007/apr/06_0090.htm.

De Vasconcelos H.C. Marinho N.B. de Freitas R. Ximenes L. Pinheiro A. K. and Damasceno M. Risks
for non-communicable chronic diseases: A cross-sectional study with undergraduate nursing students.
Journal of Nursing Education and Practice, August 2012; Vol. 2, No. 3: 103-109.

Abolfotouh M.A., Bassiouni F.A., Mounir G.M., and Fayyad R. Health related lifestyles and risk
behaviors among students living in Alexandria university hostels. Eastern Mediterranean health
journal,2007; 13 (2): 10-23.
Santos KP, Rodrigues A, Reinaldo AMS. Nursing students’ academic training and their perception of
smoking. Rev. Eletr. En [Internet]. 2007; 9(2):432-442. Available from: 44. Cinelli AN, Silva EC, Mello
LC, Silva MPM, Nunes RN, Ueda SY. Review of knowledge of smoking in students of 5° half of graduate
courses in nursing, physical education, physical therapy, and the psychology at unianchieta university.
Revista Multidisciplinar da Satde. 2010; year 11(03): 47-61.

Petribld MMV, Cabral PC, Arruda IKG. Nutritional status, food consumption and cardiovascular risk: a
study on university students. Rev. Nutr. 2009; 22(6): 837-846.

Singh A. Maheshwari A. Sharme N. and Anand K. Lifestyle associated risk factors in adolescent. Indian
Journal of pediatrics, 2006; 73:901-906.

Al-Turki Y, Al-Rowais N (2008). Prevalence of smoking among female medical students in college of
medicine, Riyadh, Saudi Arabia.Saudi Med. J. 29:311-312.

Al-Mahmoudi H, Amin T (2010). Pattern and prevalence of smoking among students at King Faisal
University, Al-Hassa, Saudi Arabia. East Mediterr Health J. 16(1):56-64.

Koura MR, Al-Dossary AF, Bahnassy AA (2011). Smoking pattern among female college students in
Dammam, Saudi Arabia. J. Family Community Med. 18(2):63-68.

Al-Kaabba AF, Saeed AA, Abdalla AM, Hassan HA, Mustafa AA (2011). Prevalence and associated
factors of cigarette smoking among medical students at King Fahad Medical City in Riyadh of Saudi
Arabia. J Fam Community Med. 18(1): 8-12. Retrieved from:

Mandil A, BinSaeed A, Dabbagh R, Shaikh SA, AlSaadi M, Khan M (2011). Smoking among Saudi
university students: consumption patterns and risk factors. Eastern Mediterranean Health J. 17(4):309-316.

Desouky D. Omar M. Nemengani D. Jabbar J. and Tarak-Khan N. Risk factors of non-communicable
diseases among female university students of the Health Colleges of Taif University. Int. J. Med. Med.
Sci., 2014; 6 (3):97-107.

Silva LVER, Malbergier A, Stempliuk VA, Andrade AG. Factors associated with drug and alcohol use
among university students. Rev Saude Publica. 2006; 40(2): 280-288

Al- Nozha MM, Abdullah M, Arafah MR, Khalil MZ, Khan NB, Al- Mazrou YY, Al- Maatouq MA, Al-
Marzouki K, Al- Khadra A, Nouh MS, Al-Harthi SS, Al-Shaheed MS, Al-Mobeireek A (2007).
Hypertention in Saudi Arabia.Saudi Med. J. 28(1):77-84.

Lollgen H, Bockenhoff A, Knapp G (2009). Physical activity and all-cause mortality: an updated meta-
analysis with different intensity categories. Int. J. Sports Med. 30:213-224.

Saudi Arabia Ministry of Health (2005). WHO STEP-wise Approach to NCD Surveillance
Country-Specific standard report. Saudi Arabia, Ministry of Health, Kingdom of Saudi Arabia in
collaboration with World Health Organization, EMRO 2005. Available from:

Al-Hazzaa HM, Abahussain NA, Al-Sobayel HI, Qahwaji DM, Musaiger AO (2012). Lifestyle factors
associated with overweight and obesity among Saudi adolescents. BMC Public Health. 12: 354-365.
Retrieved

Al-Hazzaa HM, Abahussain NA, Al-Sobayel HI, Qahwaji DM, Musaiger AO (2011). Physical activity,
sedentary behaviors and dietary habits among Saudi adolescents relative to age, gender and
region.International Journal of Behavioral Nutrition and Physical Activity. 8: 140-154. Retrieved at:

445


http://www.fen.ufg.br/revista/v9/n2/v9n2a11.htm%20%20%20%20%204

ISSN 2320-5407 International Journal of Advanced Research (2015), Volume 3, Issue 5, 429-446

59.

60.

61.

62.

63.

64.

65.

Kelishadi R, Ardalan G, Gheiratmand R (). Association of physical activity and dietary behaviours in
relation to the body mass index in a national sample of Iranian children and adolescents: CASPIAN study.
Bull. World Health Organ, 2007; 85:19-26.

Suleiman AA, Albogai OK, Yasein N, EI-Qudah JM, Bataineh MF, Obeidat BA (2009). Prevalence of and
Factors Associated with Overweight and Obesity among Jordan University Students. J. Biological Sci. 9
(7):738-745.

Proimos J, Sawyer S. Obesity in childhood and adolescence. Aust Fam Physicians 2000; 29(4):321-6.

Lam ET, Lam CL, Fong DY, Huang WW. Is the SF-12 version 2 Health Survey a valid and equivalent
substitute for the SF-36 version 2 health survey for the Chinese? J Eval Clin Pract, 2013; 19:200—208.
Laguardia J, Campos MR, Travassos CM. Psychometric evaluation of the SF-36 (v.2) questionnaire in a
probability sample of Brazilian households. Pesquisa Dimensoes Sociais das Desigualdades (PDSD),
2011; 9: 61.

Schmidt, M. Predictors of self-rated health and lifestyle behaviors in Swedish university students. Global
Journal of Health Science, 2012; 4, 1-14.

Salam, A A., Alshekteria, A.A., Mohammed, H.A.A., Al Abar, N.M., Al Jhany, M.M. and Al Flah, M.F.
Physical, mental, emotional and social health status of adolescents and youths in Benghazi, Libya. Eastern
Me- diterranean Health Journal, 2012; 18: 586-597.

446



