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THE INFLUENCE OF FAMILY SIZE ON PHYSICAL HEALTH STATUS OF CHILDREN: IMPLICATIONS FOR FAMILY HEALTH EDUCATION


Evelyn N. Nwagu (Ph.D)
Department of Health and Physical Education, 
University of Nigeria, Nsukka.


Abstract 
The study utilized the ex-post facto research design to examine the influence of family size on the physical health status of children in Nsukka L.G.A. of Enugu state Nigeria. The instruments for data collection included a researcher made questionnaire, tape measure, weighing scale and a check list. The population of the study comprised all children 1-5 years in nursery and day care centers in Nsukka and their parents. A sample of 400 children and their parents was used for the study. The data collected from the study were analyzed using mean, standard deviation and the t-test for independent groups. The result shows that children from small families have slightly higher mean score on physical health status (39.47) than children from large families (38.09). There was however no statistically significant difference between the mean scores of health statuses of under-five children in small and large families. It was concluded that family size does not significantly influence the physical health status of under-five children in Nsukka L.G.A. Among the recommendations was that parents in large families should use all available human and material resources to ensure that their children receive adequate care and attention.

Key words: Family size, physical health, children, health status

Introduction
Physical health status is an important determinant of individuals’ survival and achievements in life. Physical health to a large extent determines the wellbeing of individuals. Though all the dimensions of health (i.e. physical, mental and social health) are essential aspects of the total wellbeing of individuals (Edlin, Golanty & Brown, 2000), the physical health of an individual is capable of influencing the other dimensions and is also the one dimension of health that can objectively be measured. Healthy people are more likely to survive and to achieve greater success in life. Hence individuals strive to achieve optimum health in order to actualize their dreams. Several factors, however, are capable of influencing the health of individuals and one of such factors is family structure. The health of individuals in the family has been shown to correlate with family structure (Parke & Buriel 1998, Izuorah, 2004; National Institute Of Child Health and Human Development, 2006). It has also been reported that such family traits as education, income, marital status, and family size have important impacts on the health of family members (Oyerinde, 2001; Blackwell, 2010). The above report noted that in general, children in two-parent households, and those in families with higher education and income were the healthiest. 
The family has been conceptualized as a group of people who are closely related by birth, marriage, or adoption (Laizos 2004). Traditionally in Nigeria, the family is not restricted to the father-mother-child triangle. It rather encompasses a wider group of people related by blood, marriage or by adoption. Hence, family members in the traditional Nigerian family include such persons as grandparents, aunts, uncles, nieces, cousins among others (Mbakwe, 2005). The family is the basic social unit of any society. The structure of the family affects the lives of members of the family in several ways especially that of children in the family.
Family structures in Nigeria have changed over the years as a result of industrialization and the introduction of modern family planning methods. Couples are now more able to determine the number of children they will have and when to have them. Also the inception of the Christian religion coupled with urbanization has contributed to the changing structure of families in Nigeria. The new family structures are characterized by smallness in size, nuclear family structure, divorce and separation, adoptive families and single parent families while the traditional families are characterized by large family size, (family size of eight people and above) extended family structure and polygamy. Traditionally, Fenske (2011) observed that in most rural areas of West Africa, men had more than one wife and many children. Prior to industrialization and urbanization, the traditional families needed the large family size to work in the farm since many of such families were farmers. Couples in those days also produced more number of children because the infant and child mortality rates were higher and couples were not sure of the number of their children that will survive to maturity.
However, with industrialization, urbanization, and technical advancement a lot of changes have occurred. Now there are modern drugs for treatment of diseases and infections and couple are more confident that their children will survive to maturity. Industrialization has also given rise to a different type of occupation other than farming; hence the large family size is no more needed to work in the farm. Again, women are increasingly joining the active work force, thereby sharing their time for child care with that of being bread winners (Ogunniyi & Dosunmu). Child rearing is also more complex in this modern era since children have to be given formal education, adequate medicare, proper feeding among others. The performance of these duties unto children, affect their health. Optimal physical health in a child requires that the child eats well, exercises and rests adequately, gets regular medical and dental health checkups including immunization, is protected from injuries and accidents (Insel & Roth, 2004). Children under the age of five years are vulnerable to diseases and injuries. According to the Federal Ministry of Health - Nigeria (2009), the survival of under-5 year old children depends largely on the knowledge and practice of key household behaviours of parents and care givers. The quality of care given to children by family members goes a long way to determine their physical health status (Ajayi & Owumi, 2013). This also will be influenced by the size of the family.   
Family size in this study refers to the number of people living together and sharing the family’s resources and responsibilities. Berk (2001) was of the view that adults and children benefit from small family sizes. This is because in small families, parents are less stressed economically and emotionally. Again in small families, family members are more patient with each other and have more time to devote to each child’s development (Fahey, Keilthy & Polek, 2012). It is also more likely that children are more widely spaced (born with more than two years apart) in small families. This adds to the attention and resources parents can invest in one another and in the upkeep of each child which in turn translates to better physical health.
Closely spaced large families affect the health of the mother as well as that of the children negatively (University of Southampton, 2010). The mother is not allowed to recover fully from the stress of pregnancy and childbirth before another pregnancy. This places the mother at high risk of complications of pregnancy. Children in such families might receive little attention and care as these has to be shared among the siblings. This invariable affects the health and wellbeing of the child. Children from larger families were less likely to receive treatment for their illness than children from smaller families (Jensen & Ahlburg, 2000). A healthy mind in a healthy body is, however, essential for optimal growth and development of children. In a study of problems of students with physical disability, Sulaiman (2005) observed that a significant relationship exist between students’ problem and academic performance. Children with physical health problems perform less in school. 
Laizos (2005) nevertheless pointed out that in spite of the numerous problems associated with large families; families adopting the extended family structure were seen to thrive better irrespective of family size. This is due to the facts that children growing up in the extended families have multiple care givers. At times, these children after weaning are given to extended family members to take care off. Fahey, Keilthy and Polek (2012) opined that the involvement of grandmothers and other experienced family members in the extended families in childcare have positive effect on the child’s growth and development. Again, Jensen and Ahlburg (2000) found that children from larger families became ill less often than those from smaller families. They argued that this may be associated with the experience of mothers in such families who probably acquired more experience in child care with more children than those in smaller families with fewer children. This makes them to become better able to protect their children from diseases and this overcomes any effect of large family size. Similarly, Bramlett and Blumberg(2007) noted that although family size affects the health status of children, this effect is moderated by family structure and culture. 
The health of the Nigerian child could depend on the quality of his environment and health – related care he receives from family members. With the economic down turn in Nigeria, the cost of providing clothing, food, accommodation, and medicare has gone beyond the reach of average parents. The low income earners could be finding it difficult to care for large family size that characterizes them. The direct implication is the possibility that the higher the family size the lower the physical health status of the children. Exploration of this possibility is the challenge before this study. Again the high mortality rate for under-five children (World Bank, 2014) is a source of worry which needs to be addressed as a matter of emergency. Every factor related to poor health status and its associated high mortality need to be given adequate attention to redress such a situation. 
Among the various dimensions of health; physical, emotional and mental health status, the physical health status is the one that could be easily assessed objectively using such anthropometric measures as weight, height, head circumference and upper limb circumference.  This study is therefore limited to the physical health status of children.

Research Questions              
Two research questions and one null hypothesis guided the study and they are;
1. What is the physical health status of children from small and large families?
2. How does the physical health status of children from small family compare with that of their counterparts from large families?

Hypothesis 
There is no significant different (p < .05) between the health status of children in small families and that of their counterparts from the large families.

Methods
The ex-post facto design was used to compare physical health status of children in small and large families. The population for the study comprised all children 1-5 years in nursery and day care centers in Nsukka and their parents. Random sampling of eight nursery schools out of the 28 nursery schools in Nsukka was done. From the eight sampled schools, random sampling was again utilized to sample fifty (50) children from each school. Parents of the selected children became automatically selected for the study. The sample size was therefore 400 children and their parents. 
The instruments used to collect data for the study were; check list - used as a guide for the general physical examination of the selected children, weighing scale - for weighing the children, a tape measure - for measuring the head circumference, the height and the upper limb circumference of the selected children and a questionnaire for eliciting information from the parent about the age of their children, and their family size.
The check list contained twenty five statements structured to elicit information about the physical condition of the following parts of the body; scalp, skin, eyes, nose and throat, mouth, ear, upper limbs lower limbs and the vital signs (i.e. temperature, pulse and respiration). The questionnaire consisted of one section and was designed to collect information from the parents about the age of the child and the family size. The questionnaire and the checklist were given to three experts in health education who validated the instrument. The reliability of the questionnaire as an instrument for data collection was established using the Cronbach Alpha statistic which yielded a reliability coefficient of .96. This was considered high enough for the study.
Two research assistants who were undergraduates of Health and Physical Education Department in the University of Nigeria, Nsukka were trained on the use of the instruments. They conducted the physical examinations and recorded the data under the supervision of the researcher. In order to check for experimenter’s bias and inconsistency in measurements, one of the research assistants did all the measurements while the other did all the observation. The parents of the selected children were given the questionnaire to elicit information from them on their children’s age and their family size. The questionnaire was given to parents at the end of school when the parents came to collect their children from the schools. For children who were collected by house helps and older siblings, the questionnaire were sent to the parents through the house helps or the older siblings. The illiterate parents were guided by the research assistants to fill the questionnaire. Out of the 400 parents that filled the questionnaire, only 386 (96.5 %) were properly completed. Only these were used for data analysis. 
In order to ascertain the children’s health status, each feature on the check list for physical examination was scored one (1) mark each giving a total of 25 points. The anthropometric measures i.e. weight, height, head circumference and upper limb circumference were compared with the National Centre for Health Statistic-NCHS values (Fryar, Gu & Ogden, 2012.) and a maximum score of 5 was given to each. The upper limb circumference was scored 1, 2, 3, 4, or 5 corresponding to measurements falling in the 5th, 25th, 50th 75th and 95th percentile respectively. For weight and height, a score of 5 was given to each where the two fall in the same percentile while a score of 2.5 was given to each of weight and height where the two fall in different percentile. A score of 5 was also given for head circumference within the normal range for age. The maximum score for physical health status when summed up was 45.
The family sizes ranged from 4 to 11. Children whose family size ranged from 4 to 7 were group as small families, while children whose family size ranged from 8 to 11 were group as large families. The data collected from the study were analyzed using mean, standard deviation and the t-test for independent groups.        

Results
The data collected from the subjects were analyzed and the results presented below as they relate to the research questions and hypothesis.

Table 1:Physical Health Statuses of Children from Small and Large Families 
	Children
	N
	Sum of scores
	Mean score
	Standard Deviation

	From Small Family
	244
	9630
	39.47
	3.24

	From Large Family
	142
	5409
	38.09
	2.51

	Total
	386
	15039
	      38.62
	             2.87



Table 1 above shows that children from small families had a mean score of 39.47 and a standard deviation of 2.34 on their physical health status. On the other hand, children from large families had a mean score of 38.09 and a standard deviation 2.51 on their physical health status.
Comparing the physical health status of children in small and large families, Table 1 shows that children from small families have slightly higher mean score on physical health status (39.47) than children from large families (38.09). The large families however showed less variability.

Table 2  Summary of t-Test Analysis of the Difference between the Mean Scores of the Physical Health 

Statuses of Children from Small and Large Families
	Group
	N
	Mean score
	SD
	df
	t-cal
	t-crit
	Decision

	Small family
	244
	39.47
	3.24
	
	
	
	

	
	
	
	
	384
	1.30
	2.00
	Accept Ho

	Large families
	142
	38.09
	2.51
	
	
	
	



Table 2 shows the finding of the t-test analysis for the significant of difference between small and large families with regard to the physical health status of under-five children. The t critical required at .05 level of significance for 384 degree of freedom is 2.00. Since the calculated t-value of 1.30 is less than the critical t value, there was no evidence to reject the hypothesis at .05 level of significance. The null hypothesis was accepted. The result, therefore, shows that there was no significant difference between the mean scores of health statuses of under-five children in small and large families in Nsukka L.G.A. 



Discussion 
The data in Table 1 revealed that children from small families had only slightly higher physical health status than children from large families.  The extent of the difference in the children’s physical health statuses was further examined in Table 2 which shows that the calculated t value was 1.30. This is not significant at .05 level of significance. Hence, the null hypothesis of no significant difference in the mean health status of children from small and large families was accepted.  This was surprising, since it was anticipated that children from small families will be markedly higher in their physical health status but they rather showed only slight difference. The finding contradicts previous research findings (Jensen & Ahlburg, 2000; Sulaiman 2005) which showed that children from small families were healthier and do better than children from large families. Jensen and Ahlburg (2000), however, noted that resources are not necessarily fixed and parents in large families may reduce their consumptions in favour of their children. Older siblings may work and increase family resources while larger kin groups can share the cost of child-rearing. Hence the total number of children may not impact the health of individual child (Jensen & Ahlburg, 2000). Bramlett and Blumberg (2007) corroborated the above statement by noting that although family size influence the health of children, this effect is moderated by family structure and by culture.
The reason for this lack of significant difference in the mean scores of physical health status of children from small and large families could be explained from the stand point that Nsukka LGA is not purely an urban area. Many sections of Nsukka LGA were still largely rural in nature. People living in rural area often adopted the extended family structure whereby you have up to three generations living together in one house hold. In such families, caring for children is not left to the parents alone, but grandparents and other relations are involved. Therefore, the child from a large family may have adequate care and attention depending on the number of adults available in the home to assist with caring for the child.

Implications for Family Health Education
The findings of this study have some important implications for family health education. 
1. Since there was no significant difference between the mean scores of health statuses of under-five children in small and large families, family health education should emphasize adequate child care with less emphasis in the number of children. Parents should be encouraged to take good care of their children. Large families with many children and with limited resources should be encouraged to prioritize their needs putting the care of and provisions for the younger children at the top of their priorities.  
2. The extended family network should be encouraged to help provide needed care for the under five children. 
3. Since children from small families had higher physical health status than their counterparts from large families, couples should be encouraged to limit their children to the number they can cater for and to space them adequately to ensure better health of their children.

Conclusion
Based on the results of this study, it was concluded that although children from small family sizes had better physical health status than those from large family sizes, the physical health statuses of children from both type of families does not differ significantly in the area of study.  

Recommendations 
1. Parents in large families should use all available human and material resources to ensure that their children receive adequate care in order to ensure optimum health. 
2. Adequate spacing of births limiting the number to a manageable size is also essential.
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‘THINK-HOME’: A PHILOSOPHICAL FRAMEWORK FOR MOVING SPORTS MANAGEMENT IN AFRICA INTO NEW FRONTIERS

Prof. Okey A. Umeakuka (Ph.D), mnae, mipn.
Professor of Physical Education (Recreation and Leisure)
(Master of Sports Management)
Department of Health and Physical Education
University of Nigeria, Nsukka

Abstract
Sports management in Africa is still lagging behind those of the more advanced nations of the world. Lack of sound and relevant philosophical guide-post was implicated as one of the factors responsible for this unsatisfactory situation. This paper, therefore, recommended the “Think-Home” philosophy for African countries. According to this philosophy traditional physical education and sports activities which are consistent and relevant to Africa’s way of life should guide sports management decisions and actions. It is a call on African countries to rediscover themselves vis-à-vis their performances in global sports meets. This paper highlighted some of traditional physical education and sports activities in African contexts and then drew attention to colonial incursion as being responsible for Africa’s poor performance in international competitions. The paper also related excellence in specific sporting activities to some specific cultures. It was then concluded that it is only when African nations focus their sports development efforts on sporting activities that are consistent with their culture and environment that they can move sports management in their respective countries into new frontiers.
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Introduction
Today, Africa has realized that she is lagging behind such sporting nations as Unites States of America, Germany, Canada etc. Most countries in Africa do not record impressive sports performances both at the national and international meets. The records set at such mega sports meets as the Olympic Games provide standards for each nation to judge itself.
A look at the positions of African countries on the Olympic medals table will be necessary to enable us appreciate the performance level of Africa.
	

	Olympic
	1st African Country on the Medals Table
	Position

	1.
	2004 – Athens
	Ethiopia
	28th

	2.
	2000 – Sidney
	Kenya
	29th

	3.
	1996 – Atlanta
	Kenya
	28th

	4.
	1992 – Barcelona
	Kenya
	22nd

	5.
	1988 - Seoul
	Kenya
	17th

	6.
	1984 – Los Angelis
	Kenya
	25th

	7.
	1980 – Moscow
	Ethiopia
	18th

	8.
	1972 – Munic
	Kenya
	16th


Source:	http://www.darmoni.net/joete.htm

By any stretch of imagination the picture of Africa painted in the above table is unacceptable. There is the need for African countries to improve their performances, especially, in international sports arenas. The table raises so many questions like: Is Africa made up of Ethiopia and Kenya alone? Are the performances of the two countries so wonderful? Where are the other countries in Africa? What is the problem with sports development in Africa?
   The 8th All African Games, otherwise called Abuja 2003, named the game’s Mascot “Wakie Wakie” which is a call on Africa to “wake-up.” In one of the games bulletin titled ‘Nigeria awaits the 8th all African Games”, it is explained that Mascots convey the spirit and character of the games; they communicate the mood, style and aspirations of the games. The choice of a cock, then, as the Mascot for the 8th all Africa Games appropriately signifies the need for Africa to wake up in sports matters. It is popularly acknowledged in Africa that cock heralds the beginning of a new dawn. The opportunity of this game was expected to awaken a new thought and direction for moving sports in African into new frontier.
African countries have had enough dwindling sports fortunes. Many factors can be held responsible for this poor showing. This author believes that lack of clear-cut philosophy in sports management is one of those factors. Sports management entails the effective manipulation of the men, materials, money, and machines so that ends could be attained optimally and adequately (Ikhuoya, 2001) A good and relevant philosophy is necessary to secure achievement of the above stated expectations. According to Bucher and Krotee (1998) philosophy promotes the development and clarification of beliefs and values that serve as a foundation for the bahaviour and ultimately the performance outcome of the management team and organization. They noted that one of the fundamental components of management and one that is often neglected is the establishment of a sound philosophy concerning physical education and sports. Writing on Physical Education in Nigeria, Momodu (1998) observed that in the statement of objectives not clear enunciation of the philosophy of the curriculum or its rationale and aims is evident. While contributing ideas on effective organisation of sports in Nigeria too Amuchie (1977) suggested development of  a sound philosophy. Still on the importance of sound philosophy Okeem (1982) quoted Maritain as having stated thus in relation to philosophy of History:
The philosophy of history has an impact on our actions. In my opinion many mistakes we are now making in social and political life proceed from the fact that, while we have many true principles, we do not always know how to apply them intelligently. Applying them intelligently depends to a great extent on a genuine philosophy of history. If we lack in this, we run a great risk of applying good principles wrongly – a misfortune, not only for us but for our good principles as well .

This author shares the view that a relevant philosophy of sports management practice in Africa, and indeed any other country or continent, should derive from the history of such nations. It is from this perception that this paper hopes to address the problem of inadequate philosophy for effective sports management in Africa. The ‘Think-Home’ philosophy is, therefore, being propounded for the African countries as a promising guide for moving sports management in African into new frontier.

The ‘Think-Home” Philosophy  
The “Think-Home” Philosophy was propounded by the first civilian Executive Governor of Anambra State of Nigeria, His Excellency Dr. Chukwuemeka Ezeife, in 1992. The press Department of the Government House Awka (1993) explained that this was a strategy adopted by the governor to persuade the wealthy people of Anambra State to contribute individually and collectively to the speedy development of the young state. The governor made the call when he noticed that wealthy people of Anambra State origin, who live in other states of Nigeria, play very significant roles in the development of those states but without much contribution in their home state. Hence the call to “Think-Home”. 
In the face of dwindling sports fortunes in Africa today it has become necessary to redirect the minds of sports managers in Africa towards a viable approach to moving sports in Africa forward. The “Think-Home” in relation to sports development in Africa, would require every country in Africa to look back to their history and identify those sporting activities that are consistent with their culture and environment and channel their effort and resources towards their development. Cultural and environmental factors do suggest certain physical education and sports activities for a group or society. Such activities are usually interwoven with the people’s way of life. Performance of these activities are usually natural to the people of the society in question. When such activities are identified and development efforts focused on them in different countries of Africa, it is expected that the hope of making it to even international level will be brighter.



The Issue 
Sports development and management in almost all Africa countries is very much tied to their colonial experiences. The practice is, therefore, dominated and determined by foreign ideas and influences. The scramble for Africa in the 19th Century by the British, French, Portuguese, and the German resulted in colonization of the counties in Africa by these overlords, Fafunwa (1980) noted that during the colonial regime, Western education of one type or another was introduced to the countries and that each of the affected countries has taken on some of the characteristics of the cosmopolitan power in terms of the social, cultural, economic, and political practices. Writing on the situation in Tanzania Okeem (1982) reported that the German enforced their sovereignty and established their administration by a series of wars, punitive expeditions, and suppressive campaigns. The average African was conditioned to believe that the European was a superior individual and therefore, made themselves slaves of the colonial systems (Fafunwa,1980). Cultural values and practices were therefore abandoned for the foreign and completely alien way of life. This new way of life completely neglected the traditional and familiar practices. According to Okeem (1982) exposure to the modern led to the abandonment of the old and the acquisition of the new life-style which implies triumph of the new over the old order.
In the spirit of the ‘Think-Home’ Philosophy being propounded in this paper, all hopes for rekindling African nature in sports development and management are not lost. “If Africa is to make progress unconventional approaches … will have to be devised (Fafunwa, 1980). In the words of Joyce Cary as reported in Okeem (1982):
…any given civilization however primitive, in Africa as in Europe, has a life of its own. It consist of people who have grown up with certain ideas, ties, obligation, expectations, and a certain relation with their government. Any sudden and violent change in such a civilization, or its method of government, is like the dislocation of a human body. It breaks what was a living and homogenous unit, possibly crude and simple in form, but self-respecting and energetic, into a mere scattering of human units, despondent and usually corrupt p.158.

African countries can still wake up from this despondency in their sports management. One of the sure way to achieve this is by focusing sports management practices in the sports that are consistent with Africa cultural heritage. Every country in Africa and elsewhere has some physical activities and sports skills which are traditional to her in which she has a competitive advantage over other nations.

Physical Education and Sports In Traditional African Contexts
Before the advent of Europeans various ethnic groups in Nigeria and indeed in Africa had sporting activities as components of their cultural life (Omoruan, 1996). He also noted that in African tribal life, men and women enjoyed leisure, not according to “Clock-time” but whenever they were free from the routine of daily life. Such leisure time activities, according to him, include wrestling, archery, horse racing, acrobatic feats, fishing, and hunting. Commenting on physical education and sports in the early days in Nigeria, Oduyale (1983) reported that there was a great deal of natural play in the streets and alleys. According to him among the local people in Lagos for example, wrestling, dancing and acrobatic activities were common physical activities which had been handed down from their great ancestors. Around 1900 in Nigeria, children practiced physical and sporting activities after school in front of huts, on the farm, in the open private spaces where boys were taught various techniques in wrestling, sword bearing, throwing the spear and archery by their peer groups (Adedeji, 1980). According to him, dung hills were used in teaching stunts, somersaults,, and tumbling skills, roadsides were used as practice areas by boys while running errands for agility like Cart-wheel, Arab spring, high and long jumps over tree trunks and across streams.
	Illustrating Kenyan sports performance structure, Njororai (2003) identified two major players as external and internal factors. Contextually the external factors fit into the present discourse. According to him the external factors consists of the natural environmental conditions such as climate, weather, attitude, terrain etc. In a similar sense, Pufaa (2003) noted that before colonial incursion into Ghana the communities practiced traditional games and sports which were generally related to the economic and social interest, traditional practices, as well as environmental needs of the people. In specific terns he identified rope pulling, running, rowing, swimming, boxing, throwing of missiles, wrestling, climbing, shooting and jumping. Writing on sport in Tanzania Ogundare (2003) noted that the country is made up of about one hundred and twenty -three tribes and that in their traditional setting games and sports were practiced according to the needs, ways of life and style of the diverse communities. “Think-Home” is of the view that the various traditional sporting activities in African countries are suggestive of areas where the countries are most likely to have competitive advantage in international competitions. Presently most African concentrate and channel their resources and energies towards sporting activities which their colonial masters brought to them only to go to international sports meets to compete with them.
From the afore - going, the following sporting or related sporting activities seem to have been suggested for African Countries to channel substantial part of their available resources towards their development. These include: wrestling, boxing, swimming, gymnastic activities, tract athletics, sprints, middle distance raced, long distance raced, field athletics, Javelin, shots put, discuss, long jump, high  jump, relays, and hurdles etc.
The ‘Think- Home’ Philosophy would require countries in Africa to recapitulate the traditional African nature of Physical activities as a guide to the choice of sporting activities to emphasis in their sports management plans. To do this African nations should consider their geographical features, religious dispositions, level of technological development, the anthropometric dispositions of her citizenry, and the economic and political climates prevalent in the localities. Management of culturally related sports in Africa is expected to yield more impressive results as against management of foreign ones. The sports related to people’s way of life promise to be less expensive to develop as availability of personnel and natural facilities can always be guaranteed and people are naturally familiar with the skills. African countries should, for now, prune down the number of championship sports and channel development efforts to the few which are consistent with their culture and environment. It is better to participate and make impact in few sports than to participate in every sport with little or nothing to show for it.
When the Europeans colonized Africa they introduced their own systems of education, which included sporting activities.  They brought with them such games as football, handball, netball, hockey, cricket, tennis, badminton, table tennis etc. Non of the above mentioned sports has its origin in Africa.   As had been pointed by Okeem (1982) exposure to these modern sports led to abandonment of the indigenous ones.  The sports experiences in the various schools were completely new and lacked originality.  The white man’s sports were preferred to the detriment of the indigenous ones.  Even when the new sports prove to be more expensive to administer than the indigenous ones, African countries continue to lavish their scarce resources on them just to answer participants.  The white man’s sports became so popular that African countries seem to have forgotten the fact that it is the number of gold and other medals a country wins in international sports meets that gives her a place in the sports performance rating and not necessarily the number of athletes they took to the competition. 
	Most of the sports introduced by the white men in Africa are team games and majority of those related to African culture are either individual or dual sports.  It is by far more expensive to raise a team than to train one or two athletes for individual and dual sports respectively.  African economy generally is not known to be buoyant for very expensive sports programmes.  A win in a team game attracts a medal just as a win in individual or dual sport would also attract a medal.  A gold medal in football is not greater than a gold medal in wrestling.  At the end of sporting competitions the number of medals won by each of the participating country is counted and the type and number forms the basis for rating.  While not asking the African countries to completely stop participating in the numerous imported team games, one could still question the justification for the continued huge material and human resources being expended in these sports over the years.  Most African countries have not made significant impact in these sports despite the huge sums of money they expended in them even at the expense of other social needs.  Now is the time for African countries to reexamine their sports management philosophy and try to come to terms with the reality of their cultural and environmental dispositions.
The environment of a nation could naturally predispose the inhabitants to one form of physical activity or the other.  In other words the nature of a country’s environment may dictate what sporting activity they play.  Sports and games provide a touch stone for understanding how people live, work, and think (Cozens and stumpf, 1953).  The political, social and economic nature of a nation’s environment: availability of such features as hills and mountains, rivers and lakes, snow etc have implications for physical activities and sports within an area.  But it is only when the occupants of the area recognize and harness their natural endowment that they could be expected to excel in the related sporting activities.
	Many nations have excelled in sports which can be related to their nature and their environment.  The Americans are normally tall and so they exploit that height for such games as basketball and volleyball.  Also American society can be viewed as relatively rough and perhaps this justifies their preference for rough and vibrant sports such as roughby and American style of wrestling.  Since they are a buoyant economy and technologically advanced they could afford divergent and expensive sports programmes.  The same can be said of such sporting nations as Germany, Canada, South Africa etc.  The hilly topography of the East African Countries implies the necessity for endurance in the normal everyday engagements.  The East Africans, therefore, excel in endurance activities like the long distance races.  In Brazil football has become part of the culture and every child naturally grows up to play football.  The environment of such countries as China, Korea, Japan made it necessary for individuals to be ready to defend themselves at any point in time.  The nationals of these countries, therefore, excel in martial arts like Karate, Kong-Fu, Taekwondo etc.  Even within a country people from different parts prove to be better in one form of sporting activity or the other due to the peculiar circumstances of their environments.  Think-Home is also concerned with African country identifying the sporting predispositions of the different sections of each country and try to harness and encourage them. 

Conclusion
	The author would want to conclude this paper with the following questions for the African Nations:  What were the traditional pass time activities of the people of your country?  Which of them are related to the sporting activities which feature in National and International sports meets?  What natural sporting facilities are obtainable in your locality?  How far have you tried to harness them in your sports management plans?  How buoyant is your economy and how have you tried to define the scope and depth of your sports programmes in relation to the economy of your country?  Have you tried to explore all cultural aspects in your environments which are capable of enhancing your sports performance outcomes?  By trying to provide answer to the above questions African Nations would be compelled to “Think-Home”, which this paper believes, has potentials for moving sports management in the entire continent of Africa into new frontiers.  When African countries channel their efforts and resources to development of those culturally related sporting activities they stand a good chance of making a significant mark in both National and International sports competitions.  
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Abstract
The study was to investigate curriculum transformation and the use of ICT in teaching physical education in secondary schools in Onitsha L .G.A of Anambra State. Descriptive survey research design was used and the population consisted of all the physical education teachers in all the 30 secondary schools in the L.G.A, hence, no sampling. Researchers made questionnaire were used for data collection and research questions were answered using mean scores. 2.50 was set as the criterion mean in the study. The results revealed the following: Use of ICT in teaching P.E improve students’ skills and techniques; Assist students in the review and evaluation of their performance; Develop student’s knowledge and understanding of the subject; and Develop student’s understanding of the human body and health. Based on the results, the researchers recommended that Ministry of Education should map out ways to ensure that teachers integrate ICT in teaching of physical education. 
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Introduction
	Globally, curriculum forms the bedrock of every nation’s education system. Curriculum goes a long way to determine the extent of success to be attained by the educational system and the caliber of human resource to be produced in a nation. According to Longstreet (2000), curriculum is the subjects that are most useful for living in contemporary society which involves all the experience learners have under the guidance of the school. Marsh and Willis (2003) defined curriculum as the totality of learning experiences provided to students that they can attain general skills and knowledge at a variety of learning sites. Curriculum can be simply termed a brief written account of one’s past history, e. g. education and many other aspects of life endeavour. Experiences of educational reform have shown that curriculum is at the same time a policy and a technical issue, a process and a product, involving a wide range of institutions and actors. Curriculum involves the courses offered by an educational institution, set of courses constituting an area of specialization. Curriculum in a nutshell, showcases the strength and weakness of an educational system. For the purpose of this paper, Marsh and Willis (2003) definition of curriculum was adopted.
	Curriculum does not exist merely for its sake, according to Kelly (2009), the purpose of a curriculum include; to give both structure and direction for students learning new information as well as providing guideline for the teacher presenting the material in order to ensure that necessary information are organised and arranged ahead of time, to balance between subjects that are interesting for students and to specify the inputs required in relation to the occupational profile. Curriculum also provides guidance to both teachers and students on access requirements, linkages to other related occupations, articulation without learning pathways such as vocational qualifications obtained in education institutions, content (scope and depth), learning activities, development of learning materials and lesson plans as well as assessment requirements (Kelly, 2009). Curriculum is imbedded with learning experiences that reflects the needs of a nation and the best possible ways to fulfill them through producing capable human resources via education at all levels.

Physical Education
	Generally, physical education is that aspect of education gained through organised physical activities. It is concerned with the total process of child’s training and development. According to Bucher (1975), physical education is a phase of the total education process that has as its aim the development of physically, mentally, emotionally and socially fit citizens through the medium of physical activities that have been selected with a view to realizing these outcomes. Atom (2011) defined physical education as a process of learning through physical activities designed to improve physical fitness, develop motor skills, knowledge and behaviour of healthy and active living, sportsmanship and emotional intelligence. Thus, physical education is not only aimed at physical development but also includes the development of the individual as a whole.
	Physical education is also described as a process of education through physical activity; the goal is the development of individuals which is acquired through experience of motion. Physical education is a means to encourage the development of motors skills, physical abilities, knowledge, reasoning, appreciation of value (attitude-mental-emotion-spiritual-social), and habituation of healthy lifestyle that leads to stimulate growth and balanced development. The aim of physical education, like general education is to develop human personality in its totality through well planned activity programmes. Physical education goal is to develop all personality of an individual or wholesome development of human personality and it includes; physical, mental, social, emotional and moral aspects to make an individual a good citizen who is able to make contribution in process of nation building in one’s own way. Thus, the objectives of physical education which are:
· The objective of physical fitness
This refers to the state where an individual has developed great endurance, flexibility, speed, agility, strength and coordination. Physical fitness is essential to leading a happy, vigorous and abundant life.
· The objective of social efficiency
This is concerned with one’s proper adaption to group living. Physical education activities provides ample opportunities to develop traits such as cooperation, respect to others, loyalty, sportsmanship and self confidence. All these qualities help an individual to make him a good citizen.
· The objective of culture
This aims at developing an understanding and appreciation of one’s own local environment as well as the environment which is world-wide in scope. By participating in various physical education activities such as dance, sports and games, a person fully understand the history, culture, tradition, religious practices, and the aesthetic values associated with these activities.

Inherent in physical education are learning experiences that reflects the desires of a nation and the various ways to accomplish them through the production of able human resources through education institutions, thus the need for periodic changes of the physical education curriculum to meet the revolving demands of the society.

Curriculum Transformation
According to Douglas (2004), transformation is the act of making changes for better. America Heritage (2009) defined transformation as the process that involves change, especially, to a better form. Transformation cuts across all areas, organization and institutions. Curriculum transformation according to Anderson (2004) is a process whereby faculty in colleges, universities and secondary schools study existing stated learning experiences with the aim of modifying it to meet the needs of the learners and the society at large. Schenfeld (2010) defined curriculum transformation as changes which goes beyond creating a course or module, which aims to ensure that learning experiences are up to date and flexible, allowing for ongoing innovation and change. Curriculum transformation globally is a periodic change which is geared at phasing out some learning experiences and making positive input in the curriculum in order to cater for the societal, individual and educational needs of the populace. Curriculum transformation is a gradual process without hurry, in order to be able to cover the society demands and produce better learning experiences for the students.
Curriculum transformation is synonymous with injection of new ideas, methods and techniques or strategies into educational system so as to improve both internal and external efficiency arrangement of the system and more of development such as social, cultural, political, economic and technological, (Adepoju and Olaniyi, 1999). Curriculum transformation implies bringing about a change in the status quo. It is being described as a new dispensation to meet the challenges posed by new technological development and improve the quality of educational system. According to Vince (2006), curriculum changes typically revolve around three (3) models which are infusion, integration and specialization. Infusion involves the content to pen in the curriculum to permeate and alter it in a way that affects all students. The content finds its way into the existing aspect of the curriculum, including programme and course objectives, subject areas, reading assignments and categories for assessment of outcomes. Integration aims to coordinate or unite aging content with the rest of the curriculum. It is not so persuasion as infused curriculum, rather aims to place aging content in strategic locations in the curriculum. This adds discussion and readings, but do not fundamentally alter the students’ learning experiences. The focus of integration is on specific course content other than on students’ long term learning outcomes. On the other hand, specialization refers to graduate advanced learning that builds on foundation content, with strong links to the advanced practicum placements and research in the field. Although specialization is often a desirable direction for graduation students, it can also result in segregation or isolating aging content from the rest of the curriculum or creating separate course that compete with one another for students which may transcend to having little or no knowledge of the aging content. Generally, the main aim of curriculum transformation is to improve standard of education and equip the learners adequately to meet the challenges of the society in the chosen area of specialization. Therefore, this paper defines curriculum transformation as the changes in physical education learning experiences which are geared towards providing learning experiences for all through information communication technology.

Information and Communication Technology (ICT)
	It is extremely difficult nowadays to discuss education at any level in isolation with changes, reform and innovations, especially in this period of globalization and information and communication technology development, when teaching and learning activities are more of learners-centered rather than instructors-centered. To ensure that educational system is structured and made much more relevant to the needs and aspirations of the society, new and relevant ideas and approaches must be injected into the system.
Information and communication technology is an umbrella term that includes any communication device or application, encompassing; radio, television, cellular phones, computer and network hardware and software, satellite and others, as well as the various services and applications associated with them such as videoconferencing and distance learning. Information and communication technology is also defined as a diverse set of technological tools and resources used to communicate, and to create, disseminate, store and manage information. The technologies include; computers, the internet, broadcasting technologies (radio and television) and telephone. In recent years, there has been a groundswell of interest in how computers and the internet can best be harnessed to improve the efficiency and effectiveness of education at all levels and in both formal and informal setting. 
	The broad goals of education should guide the choice of technologies that will be used and their modalities of use. The potential of each technology varies according to how it is used. Haddled and Oraxter (2008) identified five levels of technology use in education and they include; presentation, demonstration, drill and practice, interaction and collaboration. Each of the different ICTs; print, audio/video cassettes, radio and television broadcasts, computers or the internet may be used for presentation and demonstration, which are the basic of all the five levels. Except for video technologies, drill and practice may likely be performed using the whole range of technologies. On the other hand, networked computers and the internet are the ICTs that enable interactive and collaborative learning best, their full potentials as educational tools will remain unrealized if they are used merely for presentation and demonstration.

Teaching Physical Education Using Information and Communication Technology
	Physical education activity plays an important role in people’s daily habitual life. There is an increasing awareness of the importance of health and fitness, as well as the influences brought by physical activity from school-life to adulthood. Physical education is a discipline that does not rely heavily on written discourse; rather, it is where multiple presentations are needed for the construction of understanding. Within the broad areas of sport, physical activity and health, technologies are widely used as educational tools, to collect data as a basis for the development of better coaching methods and performance techniques, (Lockyer, 2007). ICT has the potential to offer in exciting and challenging environment, through which to enhance learning, (Hall, 2001). However, it is imperative that physical activity focus is maintained. Physical education must endeavour to use technologies if such integration would promote learning within the activity context.
	In the assertion of Matos (2005) ICT motivate learners and keep them engaged in learning, improve attainment levels and raise standards, personalize learning and give learners a voice, make difficult and abstract concepts in physical education easier to explain, saves time and more efficient in teaching practical topics and make learners partners in their formal learning. Furthermore, Matos (2005) enumerated ICT that enhance teaching and learning of physical education and they include; video cameras, motion analysis software, film editing in P.E, voice projection system, games consoles, pedometers, video conferencing and you-tube. According to Papastergious (2011), video cameras can provide footage of experienced performers in action and can be used to inspire, demonstrate correct techniques and develop pupils’ understanding of physical education; motion analysis software helps in the evaluation of pupil performance and enhances learning while film editing in physical education enables teachers and pupils to study individual and team performance across a range of activities. Equally, voice projection system is used in P.E to amplify, enhance speech frequencies and broadcasts the voice of teachers from speakers to the whole class; games consoles are used to encourage disaffected pupils in P.E lessons in order to increase fitness levels; pedometers can be used to record pupils walking, running or jumping as well as measures the distance travelled, calories burnt and total time of active minutes by clipping it to the shoes of the pupils while video conferencing can provide pupil with the opportunity to learn in different ways which might include a focus on a particular topic being covered in physical education at examination level and you-tube enables physical education teacher wishing to visually describe a sport, an action, a skill or technique to a class to do so without much explanation and difficulty (Papastergious, 2011).
	Within physical education according to Hall (2001), ICT has the potentials to contribute at various stages which include;
· Improve student’s skills and techniques.
· Assist students in the review and evaluation of their performances.
· Develop student’s knowledge and understanding of the subject.
· Develop student’s understanding of the human body, physiology and health.

The study therefore seek to ascertain how the use of ICT in teaching P.E in secondary schools in Onitsha L.G.A. of Anambra State would achieve same potentials in the students as stated by Hall (2001).
The use of ICT in teaching physical education brings enthusiasm and motivation for the teachers and students, enables students to review their work and modify it to improve the quality (Richney, 2008). Richney (2008) further stated that ICT can be valuable to motivate students to improve their techniques as it provides opportunities to give feedback and create ideal situation for assessment of students learning. According to Papastergious (2011), blogs are utilized by physical education students as means to reflect on and showcase their performances of specific skills, through creating multimedia posts on the skills and receiving comments from the instructors, peers and external experts. 
	The use of ICT in teaching physical education also assists students in reviewing their performances in activities and aid in the evaluation too. According to Kirschner and Sellingger (2003), ICT allows pupils to use data-loggers to measure effort expanded in different activities and to record improvement in fitness level. In the opinion of Dates (2005) ICT enables physical education teachers to have split screen in order to compare two performances and from watching video clips of performances, the students evaluate their performances and learn how to improve their techniques.
	The use of ICT in the teaching physical education helps in the development of learner’s insight on the subject. Cuckle and Clarke (2002) stated that through video conferencing technology students from different locations see and discuss areas of difficulty in physical education which aids better understanding of the topics. Equally, ICT enables students to carry out independent research on a topic they do not understand (Cuckle and Clarke, 2002). In the assertion of Brits and Duarte (2005), video cameras can provide footage of experienced performance in action and can be used to inspire, demonstrate correct techniques and to develop pupils’ understanding and knowledge of the subject. ICT provides opportunities to learn that might not readily learn in any other way. By reviewing their own actions, for example; pupils can evaluate and improve their own games strategies, gymnastics sequences, trampoling routines or dance compositions, particularly if they are able to look at their performances in slow motion or from a different viewing angle (Vikram, 2009).
	Also, ICT enables learners to learn more about the human body and how it responds to physical activities. In the view of Matos (2005), the use of fitness monitoring equipment such as specific fitness machines, monitoring blood pressure, heart rate and training zone helps students to understand ways to improve their health and wellness. According to Nye (2007), the use of ICT in physical education makes the science of sport come to life by linking both physical and mental activity, helps to create full-fledged students who are able to concentrate better on both practical and theoretical work and help students to develop a better understanding of their own body parts and that of the human body in general. Also, ICT raises the profile of physical education within the establishment by making the subject not only interesting but also attractive and effective where students can learn healthy lifestyles and consequences of unhealthy lifestyles (Nye, 2007).
	Generally, ICT plays significant role in making the teaching of physical education activities more lively, interesting and easier to learn. ICT helps students to carry out research on their own especially in areas of interest and difficulty. In numerous ways, ICT aid the teaching of physical education in schools, the researchers deemed it proper to carry out the present research so as to ascertain the use of ICT in the teaching of physical education in secondary schools in Onistha L.G.A. of Anambra State. 

Research Questions
1. How does ICT improve student’s skills and techniques?
2. How does ICT assist students in the review and evaluation of their performances?
3. How does ICT develop student’s knowledge and understanding of the subject?
4. How does ICT develop student’s understanding of the human body and health?

Methods 
	Descriptive survey research design is a research design that is used to obtain information concerning the current status of the phenomena to describe ‘what exists’ with respect to variables or situations (Sheilds and Rangarjan, 2013). All the 30 secondary school physical education teachers in Onitsha were used for the study, hence, no sampling. Questionnaire was used for data collection and the validity of the instrument was established by five experts in the Department of Health and Physical Education, UNN. Data were analyzed using Statistical Package for Social Sciences (SPSS) batch system and mean scores were used to answer the research questions and 2.50 was set as the criterion mean.   

Table 1: Improving student’s skills and techniques through the use of ICT (n=30)

    Items 							SA	A	D	SD	Mean
1. ICT helps students perform activities properly		12	14	2	0	3.20
2. ICT helps students to understand steps in activities	14	15	1	0	3.25
3. ICT helps students to step up their performance		9	20	1	0	3.27
4. ICT helps students to perfect their skills			17	13	0	0	3.57
Grand mean = 3.32
	
Table 1 reveals a grand mean of 3.32 which is greater than the criterion mean of 2.50. Therefore, the result shows that ICT help students to improve their skills and techniques. The result shows that ICT help students perform activities properly (3.20), understand steps in activities (3.25), step up their performance (3.27) and perfect their skills (3.57). 




Table 2: Assisting students in the review and evaluation of their performance through the use of ICT (n=30)

Items 								  SA	A      D	     SD	     Mean

5. ICT helps students to examine activities                        20      9       1       0         3.27
6. ICT helps students to assess their activities                     7      23      0       0         3.77
7. ICT helps students to grade their actions                       14    12      4       0        3.27       
8. ICT enables students to examine difference in actions    9    20       1       0         3.27
Grand mean = 3.39
	
Table 2 recorded a grand mean score of 3.39 which is greater than the criterion mean of 2.50. This implies that ICT assist students to review and evaluate their performances. Results from the table shows that ICT help students to examine activities (3.27), assess their activities (3.77), grade their actions (3.27) and examine difference in actions (3.27).

Table 3: Developing student’s knowledge and understanding of the subject through ICT (n=30)  

  Items 									SA   A   D   SD   Mean

9. ICT assists students to get more information about P.E          10    20   0    0     2.70
10. ICT helps students to be aware of new innovations in P.E     19    11   0    0     3.63
11. ICT helps students to gain insight on P.E activities                 22      7   1    0     3.77
12. ICT helps students to interprete sequence of activities           21      9   0    0     3.77 
Grand mean = 3.46

Table 3 reveals a grand mean score of 3.46 which is greater than the criterion mean of 2.50 and this implies that ICT helps develop student’s understanding and knowledge of the subject. The result shows that ICT assist students to get more information about P.E. (2.70), be aware of new innovations in P.E. (3.63), gain insight on P.E. activities (3.77) and interprete sequence of activities (3.77).

Table 4: Developing student’s understanding of the human body and health (n=30)

Items 									 SA   A   D   SD   Mean

13. ICT assists students to know organs of human body                 9      20   1    0     3.27
14. ICT enables students to understand mechanism of the body    14     15   1    0     3.43
15. ICT helps students to know healthy lifestyles                           13    15   2    0     3.20  
16. ICT helps students to know the importance of cleanliness        13     17   0    0     3.57 

Grand mean = 3.36
	
Table 4 shows a grand mean score of 3.36. The criterion mean is less than the grand mean which implies that through ICT students develop understanding of the human body and health. Equally, the result shows that ICT assist students to know organs of human body (3.27), understand mechanism of the body (3.43), know healthy lifestyles (3.20) and know the importance of cleanliness (3.57). 

Discussions 
	Findings in table 1 shows a grand mean score of 3.32 which is greater than the criterion mean of 2.50. This indicated that through ICT students improve their skills and techniques in physical education activities. The finding in line with Richney (2008) who asserted that using ICT in teaching physical education brings enthusiasm and motivation for the teachers and enable students to review their work and modify it to improve the quality. With the use of ICT in teaching practical activities in physical education, students have the opportunity of improving their skills and techniques after viewing their performances against that of elite athletes. According to Papastergious (2011), blogs are utilized by physical education students as means to reflect on and showcase their performances of specific skills, through creating multimedia posts on the skills and receiving comments from the instructors, peers and external experts.
	Results in table 2 recorded a grand mean score of 3.39 which is greater than the criterion mean of 2.50. This shows that ICT assist students in the review and evaluation of their performance. The result agreed with the assertion of Kirschner and Sellingger (2003) that ICT allows pupils to use data-loggers to measure effort expanded in different activities and to record improvement in fitness level. In the opinion of Dates (2005) ICT enables physical education teachers to have split screen in order to compare two performances and from watching video clips of performances, the students evaluate their performances and learn how to improve their techniques.
	Results in table 3 recorded the grand mean score of 3.46 which is greater than the criterion mean of 2.50. This indicated that through the use of ICT in teaching physical education, students develop knowledge and understanding of the subject. The result is in line with Brits and Duarte (2005) who stated that video cameras can provide footage of experienced performances in action and can be used to inspire, demonstrate correct techniques and develop pupils’ understanding and knowledge of the subject.  By reviewing their own actions, for example; pupils can evaluate and improve their own games strategies, gymnastics sequences, trampoling routines or dance compositions, particularly if they are able to look at their performances in slow motion or from a different viewing angle (Vikram, 2009). 
	Findings in table 4 recorded a grand mean score of 3.36 which is greater than the criterion mean of 2.50. This indicated that ICT helps students to develop understanding of the human body and health. Through the use of ICT in teaching physical education, students have clear view of the human body, how it functions and healthy lifestyles. The result agrees with the opinion of Nye (2007) that the use of ICT in physical education makes the science of sport come to life by linking both physical and mental activity, helps to create full-fledged students who are able to concentrate better on both practical and theoretical work and help students to develop a better understanding of their own body parts and that of the human body in general. Also, ICT raises the profile of physical education within the establishment by making the subject not only interesting but also attractive and effective where students can learn healthy lifestyles and consequences of unhealthy lifestyles (Nye, 2007).

Conclusions
	The following conclusions were drawn from the study:
1. Through the use of ICT in teaching physical education students improve their skills and techniques.
2. The use of ICT in teaching physical education assists students to review and evaluate their performances.
3. The use of ICT in teaching physical education develops students’ knowledge and understanding of the human body.
4. Teaching physical education using ICT develops students’ understanding of the human body and health.

Recommendation
	From the results of the study, the researchers recommend that Ministry of Education should map out modalities to ensure that physical education teachers are taught how to integrate ICT in their classes through workshops and seminars in order to enhance the effective learning of the subject.
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Abstract: 
This study determined perceived physical activity benefits by staff in two Federal Universities located in the South-eastern part of Nigeria. A descriptive survey design was adopted. A total of 600 University staff from two Federal Universities in Southeastern Nigeria (mean age= 39.2, SD= 15.71) participated in the study. Samples were specifically selected based on categories of gender and staff cadre (teaching and non-teaching).  A structured and validated questionnaire was the instrument used for data collection. Staff generally perceived physical activity as beneficial to disease risk reduction, improved social, emotional, and physical health but not as beneficial to spiritual health. Taken as a whole, there was no significant difference in overall perceived Physical activity benefits based on gender (males: =3.33; SD=1.99, and females: =3.29; SD=2.2.60; t (598)=.642, p.521, two tailed). However, both teaching and non-teaching staff differed significantly on perceived physical activity benefits   (Teaching staff: =3.34, SD=2.31 and non-teaching staff  =2.78, SD=2.46; t (598) = .099, p.027, two tailed).It was concluded that Staff in Federal universities in the Southeastern part of Nigeria perceived physical activity positively as a means for improving and maintaining physical, social and emotional health and reduction of disease risks. It was concluded that staff are boldly aware of the importance of physical activity to general health. The physical activity promotion implications for University staff were discussed within the framework of the findings.
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Introduction
Physical Activity (PA) has remained one of the foremost means of optimizing health and wellbeing among diverse populations. Strong epidemiological evidence indicates that Physical activity provides a significant cost effective way of improving public health across the population of all ages and conditions with a wide range of physical, social and mental health benefits (Biddle, Gorely & Stensel, 2004).Despite these acclaimed advantages regarding benefits of physical activity, inactivity and sedentary lifestyle have in contrast posed serious challenge to public health  in both high-income countries (HIC) and low and middle-income countries (LMIC) particularly in countries experiencing rapid urbanization as both are now implicated as one of the  leading risk factors for global mortality, (Global Advocacy for Physical Activity [GAPA], 2011; World Health Organization [WHO],2002, 2010). 
In order to prevent the negative effects of physical inactivity, Corbin, Lindsey, Welk, and Corbin (2002) urged lifestyle behaviour change as the best method of preventing illness and early death in our society. As a result, major interest in health promotion and wellness research to improve habitual participation in physical activity has shifted to a positive lifestyle behaviour approach (Biddle, Gorely& Stensel, 2004; GAPA, 2011; Okafor, 2006).
Research has identified demographic variables, knowledge, attitudes and beliefs about physical activity, personal, interpersonal factors and environmental policy as some important mediators to PA participation (Dishman, 1994; Lovell, El Ansari & Parker, 2010). However,  Buckworth and Dishman (1999),  Nahas and Goldfine (2003)  maintained that two cognitive variables of ‘perceived benefits’ and ‘perceived barriers’ were major determinants of participation in PA. According to them, participation in physical activity can positively be influenced by perceived benefits, while lack of participation on the other hand may be influenced by perceived barriers and concluded that perceived benefits or otherwise determine to a large extent the outcome of PA behaviour of participation or non-participation. 
A number of researches on PA behaviour have been conducted in University setting to gain insight into determinants of PA, however, most of the studies were among students. For example, in one study Daskapan, Tuzun, and Eker (2006) found that “lack of time due to responsibilities related to the family and social environment” were most perceived barriers to PA among Turkish University Student. Another study, Taha, (2008),reported that majority of male and female students knew that physical activity is protective against diseases in general (92.9% and 91.8% respectively) and in the prevention of obesity (69.4% and 78.5%) but had poor knowledge about the role of physical activity in the prevention of diabetes mellitus and hypertension. Significantly more male students than female students practiced physical activity 3 or more times per week (45.6% versus 33.7%).   A similar study, Lovell, El Ansari and Parker (2010) identified significantly higher perceived benefits (Physical performance) from exercise than perceived barriers to exercise among non-exercising female students in the United Kingdom. Conversely, the greatest perceived barrier to exercise was physical exertion, which was rated significantly higher than time expenditure, exercise milieu, and family discouragement barriers. In Nigeria, Umeifekwem (2011)found that most students in Federal Universities located in the southeastern part of Nigeria reported being aware of health benefits of PA but had significantly low participation rate in routine PA, in addition, males indicated more awareness of health benefits of PA and participated more than their female counterparts. 
The promotion of Physical activity in workplaces especially in government establishments as a means of promoting public health has in recent times become a subject of significant interest among researchers. According to Nugent (2008) this may not be unconnected with the findings that public servants including staff in university setting are progressively being influenced by modernization, automation and urbanization with its attendant outcome of decreased physical activity, sedentary living and resultant hypokinetic disorders. As a result, Quintiliani, Sattelmair and Sorensen (2008) posit that Physical activity programmes which are based on health promotion initiatives in workplaces has potential to impact greater population of employed adults and improve health outcome through multiple levels of influence directly as in creating opportunities for physical activity or indirectly, through social support and social norm. 
Knowledge of physical activity behaviour which possibly explains why individuals start, persist, dropout, become addicted to physical activity or adopt inactive and sedentary lifestyle is essential to understanding and formulation of evidence based PA policy for work places. The World Health Organization has raised concerns regarding insufficiency of national data and guidelines on PA for health among low and middle income class in workplaces including the University environment and argued that lack of such data constituted a major drawback to formulating and initiating sustainable PA programmes policy in workplace environments (World Health Organization, 2002).Lovell, El Ansari, and Parker (2010) maintained thatresearch whichadvances our knowledge of any of the PA determinants has strong potential to better inform PA promotion interventions and in consequence support positive physiological and psychological public health outcome.
Regrettably, only few researches have been conducted with regard to physical activity among University staff in Nigeria. For example, Omolawon and Sanusi (2006) found that occupational demands and lack of sports facilities and equipment were the major barriers to low participation in sports and physical activity, in a study of perceived determinants associated with low participation of the university’s academic staff in sports and physical activity in University of Ibadan South-west Nigeria.   In another study, it was revealed that varying degrees of hypokinetic diseases were prevalent among staff in tertiary institutions in Nigeria (Adegun & Konwea, 2009). These findings exacerbate the need therefore to understand and further describe University staff perceived physical activity benefits.
This study therefore sought to determine perceived benefits of physical activity among staff in some universities in the Southeastern part of Nigeria. Two hypotheses of no significant difference with regard to perceived PA benefits and participation between gender and staff category guided the study. 


Methods
The descriptive survey research design was utilized for this study.  
Participants: A sample of 600 staff, from two Federal Universities located in the Southeastern part of Nigeria participated in the study. Age ranged from 23-55 years with mean age of 39.2, SD= 15.71.  Convenience sampling technique was used to draw participants for both gender and staff category in order to attain relative representation of different strata of the staff population in the two universities.

Instruments: A two-section structured and validated questionnaire “Perception About Physical Activity Benefits Questionnaire” PAPABQ facilitated the collection of self-reported data. Cronbach alpha coefficient yielded 0.76 which was considered high enough for this study. Section A of the questionnaire collected demographic data, while Section B obtained information on respondents’ responses regarding perception about physical activity benefits on four-point scale of ‘Strongly Agree’ (SA), ‘Agree’ (A), ‘Disagree’ (D), ‘Strongly Disagree’ (SD). Possible scores ranged from 4 = Strongly Agreed (highest perception) to1 = Strongly Disagreed (lowest perception). The means of individual PAPABQ items were computed for all participants to facilitate the description of the overall levels of perceived PA benefits.  Perception mean score of 3.00 and above was interpreted as high and therefore positive, meaning that sample supposed that particular item of PAPABQ was important outcome for participation in PA .Mean score between 2.00 and 2.99 was interpreted as neutral meaning that respondents generally indifferent and have neither positive nor negative perception regarding the item in question. However, mean Score between 1 and 1.99 was regarded as low and interpreted as negative perception, meaning that PA was not considered a factor in improving that particular aspect of Health.  

Data Collection and statistical analysis:  Research assistants were trained to personally administer the instrument for data collection to ensure high return rate. Approved of the study was obtained from the Research ethics committee of the University. Frequencies, means and percentage were employed to describe the collated data, while test of significant difference (t-test) was used to verify the null hypotheses. SPSS, version 13.0 for windows was used for all data analyses.  

Results
Table 1.  Gender and Staff Category Distribution of the Respondents Staff category

	Gender  
	
	Teaching Staff   
	Non-Teaching Staff
	Total

	Male  
	
	161 (26.83%)
	175 (29.17%)
	336 (56%)

	Female
	
	115 (25.17%)
	149 (24.8%)
	264 (44%)

	Total
	
	276 (46%)
	324 (54%)
	600 (100%)



Table 1 presents the categorization of gender and staff that participated in the study. Of the 600 study participants, 276 (46%) representing the teaching category were composed of 161 (26.83%) males and 115 (25.17%) females, while, 324 (54%) representing the non-teaching staff was made up of 175 (29.17%) males and 149 (24.8%) females. With regard to gender categorization, there were overall, 336 (56%) males 264 (44%) females.

Table 2.  University Staff Perception about Physical Activity Benefits 			
	
	Item(s)
	Over all
	Mean Values

	
	
	
	Gender
	Staff Category

	
	
	
	Male
	Females
	Teaching
	Non-Teaching

	1.
	Physical activity reduces the risk to several disease conditions.
	3.54		
	3.48        
	3.00
	3.59     
	3.58

	2.
	Involvement in the recommended levels of physical activity is good for sustenance of general good health
	3.47	

	3.46      
	3.47                    
	3.56     
	3.42

	3.
	Participation in physical activity is beneficial to physical health.       
	3.77		
	3.83       
	3.69       
	3.75     
	3.79

	4.
	Participation in physical activity is beneficial to social health.
	3.49              	
	3.46       
	3.53        
	3.40  
	3.56

	5.
	Participation in physical activity is beneficial to emotional health.
	3.35        
	3.33       
	3.38       
	4.60     
	3.24

	6.
	Participation in physical activity is beneficial to spiritual health.
	2.14		
	2.07        
	2.21	
	2.19     
	2.08

	
	Grand mean			
	3.29 
	3.27        
	3.21
	3.52     
	3.28



The study sought to determine perceived physical activity benefits of university staff.  Table 2 reveals that staff generally held positive perception that physical activity ‘is specifically beneficial to physical health’ (mean 3.77); ‘reduces several disease conditions’, (mean 3.54); ‘improves social health’ (mean 3.49); ‘is critical to sustenance of general good health’ (mean 3.47); and ‘enhances emotional health’ (mean 3.35). On the other hand, respondents held indifferent view to the idea that ‘physical activity benefits spiritual health’ (mean 2.14). Generally, staff perceived physical activity as being beneficial to health (grand mean 3.29).  
Similarly, a related pattern of responses was evident (Table 2), in specific categorizations of male and female staff, and teaching and nonteaching staff. The results indicated that specific categorizations of staff perceived physical activity as generally beneficial (males, grand mean: 3.27; females, grand mean: 3.21; Teaching staff, grand mean: 3.52; non-teaching staff grand mean: 3.28) but did not consider physical activity as beneficial to spiritual health (males, grand mean: 2.07; females, grand mean: 2.20; Teaching staff, grand mean: 2.19,   non- teaching staff, grand mean: 2.08).

Table 3.  T-test of Significant Difference on Perceived Physical Activity Benefits across Gender and Staff Category
	
	
	
	Group Statistics
	

	Dependent Variable
	Gender
	N
	F
	Sig.
	t
	Mean
	SD
	df
	Sig. (2-tailed)

	Perceived Physical Activity Benefits
	Males
	336
	9.80
	.002
	.521
	3.33
	1.99
	
	

	
	Females
	
 264
	
	
	
	
3.29
	
2.60
	598
	.521

	
	Teaching
	276
	.847
	.810
	2.21
	3.34
	2.31
	
	

	
	Non-Teaching
	324
	
	
	
	2.46
	2.46
	598
	.027*


* Significant

Table 3, indicates that t-test statistic yielded statistically significant difference in perceived PA benefits between teaching and non-teaching staff (Teaching staff: =3.34, SD=2.31 and non-teaching staff  =2.78, SD=2.46; t (598)= .099, p.027, two tailed), Consequently, the hypothesis was not supported. Contrariwise, no statistically significant differences in perceived physical activity benefits were found between male and female (males: =3.33; SD=1.99, and females: =3.29; SD=2.2.60; t (598) =.642, p.521, two tailed).

Discussion
The findings of this study show that University staff across gender and staff category generally held positive perception about physical activity benefits. Interestingly, the finding generally corroborated those   in related studies, Taha, (2008) and Umeifekwem (2011) which established that higher proportion of university students recognized and were aware of the protective properties of PA against diseases and consequent health benefits. Buckworth and Dishman (1999)had observed that two cognitive variables of perceived benefits and perceived barriers are significant determinant of physical activity levels and they possibly explain why individuals start, persist, dropout or become addicted to physical activity. These findings are important because they appear to indicate that many more people are becoming confidently aware of the importance of PA to physical health and thereby inclining towards habitual PA lifestyle by their expression of perceived benefits. More so, the findings are indication that PA lifestyle awareness campaign efforts on the direct benefits of PA to health by diverse national and international health agencies and Organizations, governmental, non-governmental and other donor agencies are yielding positive results. Other factors which may not have been unconnected with the result of this study are the level of education and the university academic and social environment within which the study participants operate. It may not therefore be surprising that most of these staff held positive perception towards PA benefits because the University setting is characteristically an academic environment where the pursuit for information and knowledge essentially is paramount. The staff positive perception about benefits of PA may be explained by the easy accessibility to information on the important values of PA as a result of working in the University environment.
The findings reveal furthermore that males did not significantly differ from their female counterparts in perceived PA benefits scores. This finding is consistent with that of Adegun and Konwea, (2009) in a related study that found no difference between male and female respondents in the prevalence of reported disorders associated with lack of physical activity and sedentary lifestyle among tertiary institution staff in South-West Nigeria. This finding therefore suggests that gender may not be a strong factor in determining perceived PA benefits among University staff.
On the other hand, perceived physical activity benefit scores differed significantly between teaching and nonteaching categories of staff. Since the result indicates discrepancy in perceived physical activity between teaching and non-teaching staff categories, efforts on continued awareness campaign need to be scaled up and with particular consideration to staff category especially at the planning stages. 
  Participants across all the dimensions of study did not perceive PA as beneficial to spiritual health. This result may be explained by the fact that culture of the society and the dominant belief system prevailing play important role in explaining transcendent concepts such as spiritual health. Most of the people living within the geographical area of this study hold the view that what enlivens the human spirit is divine rather than physical. Therefore, the finding was not unexpected but rather unforeseen because Yoga, (an eastern system of physical activity) has been widely acknowledged as a practice which advances spiritual as well as physical wellbeing.

Significance of the Study
This study has successfully characterized perceptions of different categories of university staff regarding benefits of PA in Southeastern part of Nigeria, which is an important step in formulating and designing any sustainable PA programme for any work setting. The findings of this study has contributed to national baseline data on Physical Activity for health which subsequently will culminated into a foundation upon which concerned governmental and non-governmental agencies such as WHO, UNESCO etc will formulate and initiate future sustainable PA programmes in Academic workplaces. The findings reveal that although both teaching and non-teaching staff held positive perception about benefits of PA, their perceived benefits scores significantly differed. The implication is that PA promotion designers and implementers should consider staff category as an important factor when planning physical activity health promotion programmes in University workplaces.
The findings of this study is of further practical significance to University authorities in South-east Nigeria and beyond as they are better informed that there exist staff category differences with regard to perceived PA benefits. As a result, it becomes imperative to consider diverse sub-populations within the University community while considering, initiating and implementing future university-wide policies on PA programme promotion and/or active participation among staff.

Conclusions  
The major finding of this study revealed that staff of the University in Southeastern Nigeria holds positive perception regarding health benefits of physical activity across the categories of gender and staff cadre. It is therefore concluded that these findings are important as they appear to indicate that many more staff are becoming confidently aware of the importance of PA to physical health and thereby suggesting the possibility of inclining towards habitual PA lifestyle by their expression of perceived benefits. This has implications for the promotion and establishment of organized physical activity programmes which are unfortunately lacking in most Universities. It is recommended that University authorities proactively initiate sustainable physical activity programmes that will motivate staff and provide them with the opportunity to further progress not only from holding positive perception regarding benefits of PA but to actively engage in the actual behaviour of habitual participation in PA. In the light of the above recommendation, relevant Educational Institutional authorities, Health and Physical Education specialists, professional associations and other Allied professional organizations should advocate and pursue policies, strategies and PA programmes directed at developing and promoting Physical Activity among Staff in University work places. University authorities should synergistically engage through consultancy arrangement the services of professional physical educators in their establishments to design and implement physical activity programme templates that will meet the needs of all staff.
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Abstract
The study determined the knowledge and practice of salmonellosis prevention among food handlers in restaurants in University of Nigeria Nsukka. Two research questions and two null hypotheses guided the study. A descriptive research survey design was utilized for the study. The population for the study consisted of 104 food handlers comprising of cooks and waiters within the university campus. There was no sampling. The entire population was used because the number was manageable. Questionnaire served as instrument for data collection. The questionnaire was face validated and administered to the respondents. Data generated were analyzed using IBM SPSS version 20. Data analyzed were presented using descriptive statistics of frequency and percentages while the null hypotheses were verified using Chi-square statistics. Okafor (1997) criterion for describing level of knowledge was adopted to determine the level of knowledge and practice of salmonellosis prevention of food handlers in restaurants in University of Nigeria Nsukka. In this regard, a proportion of 20 per cent or less was considered ‘very low knowledge of salmonellosis prevention’, 21-39 per cent ‘low’; 40-59 per cent ‘moderate’; 60-79 per cent ‘high’; and 80 per cent and above ‘very high’. Results show that food handlers have moderate knowledge (57.3%) of salmonellosis prevention and exhibited low (33.4%) salmonellosis prevention practices in their restaurants. There were no significant differences in the level of knowledge and practice of salmonellosis prevention based on educational qualification. The study recommended among other things that a vigorous awareness campaign of food safety and salmonella prevention among the food handlers and the entire public should be mounted.
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Introduction
Food is a basic need for all human beings and animals. Some foods are eaten raw while some are processed. The processes between the transportation of food from the farms, markets or abattoirs to its processing can lead to food contamination. In spite of extensive teaching on food hygiene for the prevention of food borne disease, the incidence of outbreaks and sporadic cases continue to increase in various parts of the world (Hobbs & Roberts, 2003). Among the agents of food poisoning is Salmonella spp. Salmonella are germs (bacteria) that cause an infectious disease (salmonellosis) of the bowel in humans and animals. Although the disease is usually limited to the bowel, and most infected people do not have any serious medical complications, salmonella bacteria can spread to other systems of the body, such as the blood and bone. This may cause serious complications in infants and in people who are very old or are immunocompromised (Massachusetts Department of Public Health, 2013). 
Etiologically, Salmonella are members of the family Enterobacteriaceae. They are Gram negative bacilli growing aerobically and anaerobically at an optimum temperature of 37°C (98.6°F), readily killed by temperatures above 55°C (131°F). Salmonella species are classified into serovars (serotypes) with more than 2500 known serovars globally (Spickler, 2005). These serovars are responsible for some specific symptoms.
The most common symptoms are stomach cramps, diarrhea, fever, nausea, and sometimes vomiting. The incubation period for Salmonellosisin humans is usually 12 hours to 24 hours (Lucas & Gilles, 2003) and can extend from 12 hours to 72 hours (Health Canada, 2013; Massachusetts Department of Public Health, 2013). Most people who get salmonellosis do not require treatment other than oral fluids. Some people with severe diarrhea may require intravenous fluids. Antibiotics are not usually given to people unless the infection spreads from their intestines to other area. People with diarrhea or vomiting need extra fluids. Some people with salmonellosis become sick enough to require hospitalization. In humans, salmonellosis ranges from a self-limiting gastroenteritis to septicemia. Whether the organism remains in the intestine or disseminates depends on host factors as well as the virulence of the strain. Asymptomatic infections can also be seen. All serovars can produce all forms of salmonellosis, although a given serotype is often associated with a specific syndrome (e.g. Salmonella choleraesuis tends to cause septicemia). Salmonellosis acquired from reptiles is often severe, and may be fatal due to septicemia or meningitis (Bradley & Angulo, 2001). Most cases of reptile-associated salmonellosis are seen in children under 10 and people who are immunocompromised (Willis, Wilson, Greenwood & Ward, 2002). Salmonellosis is transmittable. 
Salmonellosis is mainly transmitted by the fecal-oral route. The bacteria must be swallowed to cause disease. Usually this happens when someone eats food that has been contaminated with the bacteria and has not been properly handled, prepared or cooked. The bacteria can also spread when people do not wash their hands thoroughly with soap and water after using the toilet, changing diapers, or handling reptiles. They are carried asymptomatically in the intestines or gall bladder of many animals, and are continuously or intermittently shed in the feces (Willis, Wilson, Greenwood & Ward, 2002). They can also be carried latently in the mesenteric lymph nodes or tonsils; these bacteria are not shed, but can become reactivated after stress or immunosuppression. Fomites and mechanical vectors can spread Salmonella. People are often infected when they eat contaminated foods of animal origin such as meat or eggs (Lucas & Gilles, 2003). They can also be infected by ingesting organisms in animal feces, directly or indirectly in contaminated food or water. Salmonella spp. can survive for long periods in the environment, particularly where it is wet and warm. They can be isolated from many sources including farm effluents, human sewage and water. To decrease the risk of salmonellosis, both knowledge and practice of food safety and the prevention of transmission from animals must be emphasized.
People who get the bacteria on their hands can infect themselves by eating, smoking, or touching their mouths. They can also spread the bacteria to anyone or anything they touch, especially food, which can then make others sick if not cooked enough to kill the organisms (Fisher, 1992). Salmonella bacteria are common in uncooked food products from animals, such as eggs, egg products, meat, meat products, poultry, unpasteurized milk and other unpasteurized dairy products (Hobbs & Roberts, 2003). However, thorough cooking and processing will destroy the bacteria. Salmonella are commonly spread from person to person in restaurants, eating café and other environments where hygiene may be poor (Jatau & Dangbin, 2013). A food handler with salmonella may get bacteria on the food if his or her hands are not washed thoroughly before preparing food. It is impossible to sterilize the hands, disinfection by heat is impracticable, but chemical disinfection may be used. Many particles picked up from raw foods, excreta and the environment can be removed from the hands by washing with soap and water. Consequently, it is very important for the food handler to wash his hands well, with plenty of soap and water, after toilet and before handling foods. Hand washing helps in the prevention of salmonellosis. 
Prevention is the act of keeping salmonella from arising. Prevention typically consists of methods or activities that seek to reduce or deter specific or predictable problems or promote desired outcomes for behaviours. According to Salama (2011), successful prevention depends upon the knowledge of the causation, identification of the risk factors groups, availability of prophylactic or early detection and treatment measures, an organization for applying the appropriate measures to appropriate persons and continuous evaluation and development of procedures applied. Department of Mental Health and Addiction (2012) stated that prevention is creating conditions that promote good health and that is achieved by reducing those factors that are known to cause illness or problem (risk factors) and encourage those factors that buffer individual and promote good health (protective factors). Salmonellosis is 100 per cent preventable. Prevention is through separation of raw and cooked foods to avoid cross-contamination, care on part of the food handler, cleanliness of kitchen environment and cooking utensils, provision of refrigerators and freezers for storage, control of vermin, careful preparation, and adequate cooking of foods. Food handlers should usually be trained and certified on these practices. Training provides them with the necessary knowledge on how to practice good food handling practices to prevent the onset of salmonella infections.
Food handlers are persons that prepare and serve foods. Hobbs and Roberts (2003) defined food handlers as persons that are trained and certified on the knowledge and practices of food safety, food preparation and presentation in order to avoid contamination. The authors further stated that food handlers must understand the standards of food safety and be able to apply them. Food handlers should ensure that they prepare their food in line with FAO and WHO (1992) standards such as guidelines on: addition of essential nutrients to food; good kitchen and laboratory practices; risk analysis for food safety; control of campylobacter and salmonella, among others. Knowledge of salmonellosis prevention can guide food handlers to process food under hygienic conditions. Moodley, Lushen and Rambiritch (2007) conceptualized knowledge as the sum of our conceptions, views and propositions, which has been established and tested as correct reflections as far as they are of objective reality. Knowledge is the key to health action. Jatau and Dangbin (2013) defined knowledge as the ability to comprehend, apply, analyze, and evaluate what are known facts, concepts, views and propositions about salmonellosis prevention. This entails that knowledge must encompass all areas of the concept before it could be upheld. Therefore, knowledge in this study refers to the ability to understand, relate, scrutinize and assess the meaning of salmonellosis, the causes, symptoms, transmission, complications and its prevention.
It takes knowledge of salmonellosis prevention for food handlers to process hygienic food for consumers. Food handlers who have knowledge of processing hygienic                                                                                                                         food play a major role in ensuring food safety throughout the chain of producing, processing, storage and preparation. Obstinately, mishandling and disregard for hygienic measures on the parts of the food handlers may result in food poisoning and its attendant consequences (Okojie, Wagbatsoma & Ighoroge, 2005). Food handlers who have low knowledge of processing food in hygienic manner are more likely to engage in risky food handling practices that can predispose consumers to salmonellosis and other food borne diseases. Proper application of food safety knowledge by food handlers translates into positive food handling practices.
Practice is the actual performance or application of knowledge. Funk and Wagnalls (2003) defined practice as any customary action or proceeding regarded as individual’s habit. The beginning of all knowledge lies in essence, on perceptions, the reliability of which is proved in human practice. Contextually, practice is the translating of knowledge of salmonellosis prevention into action through application of the prevention principles. Poor practice of salmonellosis prevention by food handlers precipitates the occurrence of food poisoning. Some food handlers put raw foods and cooked ones in the same place. This practice facilitates the contamination of the cooked foods. To this end, Fisher (1992) submitted that the hazard of cross contamination from raw to cooked food is a basic fault among food handlers. In outbreaks due to Salmonella typhimurium or Salmonella enteritidis multiple factors are frequently recorded with inadequate cooling and reheating of foods among food handlers playing important roles.
[bookmark: OLE_LINK3][bookmark: OLE_LINK4]The food handler has an important part to play in the prevention of food poisoning and other food-borne diseases. The common concern is with the passage of organisms from persons to food, from the nose, skin of hands and other surfaces and from the bowel. More important still is the transmission of organisms from raw to cooked foods with the hands as means of transport as well as surfaces, utensils and cloths. It is the responsibility of the food handler to take scrupulous care that personal bacteria are not added to food (Hobbs & Roberts, 2003). Personal hygiene can break the chain of infection through keeping the hands in good condition and free from dirt. Careless handling during transport, manufacturing, preparation and service, may add and spread bacteria to foods. Hands can transfer food-poisoning bacteria from raw to cooked foods and to utensils. Personal bacteria from nose, mouth, skin, stool and hands can contaminate food (Health Canada, 2013). 
Another factor which predisposes foods to vehicles of food poisoning is the slow cooling of cooked food and the time at room temperature at which the food stands before it is eaten or eventually refrigerated. Rapid cooling reduces the rate at which toxins are produced in the food (Fishers, 1992). Bulky foods may be placed in the refrigerator while still warm to plummet the microbial growth. The foods that encourage the growth of Salmonella include raw and cooked meat and poultry, foods with meat as a base, soups, stocks, gravies, made-up meat dishes; also eggs and egg products, milk and milk products (Hobbs & Roberts, 2003). Unclean kitchen surfaces, equipment and utensils can harbor bacteria and pass contamination to other foods, especially from raw to cooked foods which are other means by which salmonella reach foods (Boyce, 2011). 
Collaborative efforts are necessary in the prevention of salmonellosis in restaurants in the campus. Restaurants are buildings where people go to eat. Some of the restaurants in the campus are poorly built in outskirt of the premises especially the ones in Franco Area. The restaurants in the boys’ hostels are situated near the hostel sewages and dumps. Hobbs and Roberts (2003) asserted that premises that serve food for consumption by food handlers deserve special attention from a food safety view point. They stated that standards must be enforced at restaurants with stringency because if the restaurant is contaminated, the corresponding effects on the consumers will be widespread. Although some restaurants inside the campus such as: Chitis, CEC restaurant, Senior Staff Club, former Student Union Building (SUB), and Frenzy have well planned buildings that are maintained. Pilot study by the researchers show that University of Nigeria, Nsukka is lagging behind when it comes to restaurants when compared to some other universities in Nigeria. Owing to the foregoing, this study seeks to determine the knowledge and practice of salmonellosis prevention among food handlers in restaurants in University of Nigeria Nsukka. This is the crux of the study.

Statement of the Problem
The principles of good hygiene practice in restaurants are basically the same as in any other food handling environment. Foods provide nourishment and vitality to the consumer. A hygienically processed, prepared and served food improves health. Good food handling practices, environmental and personal hygiene prevent foods from contamination. One of the microorganisms that contaminate food is salmonella causing salmonellosis. Salmonellosis is 100 per cent preventable. Prevention is through separation of raw and cooked foods to avoid cross-contamination, care on part of the food handler, cleanliness of kitchen environment and cooking utensils, provision of refrigerators and freezers for storage, control of vermin, careful preparation, and adequate cooking of foods. Food handlers should usually be trained and certified on these practices. Training provides them with the necessary knowledge on how to practice good food handling practices to prevent the onset of salmonella infections.
Nevertheless, some restaurants undermine the consequences of food complications, thereby establishing their businesses without first satisfying the prerequisite requirements according to FAO and WHO (1992). Some of the restaurants are situated in dirty places while majority of the restaurants serve foods that are not well stored or heated. These practices maybe because the food handlers are not informed or as a result of laxity on their parts. Intermittent shortage in water supply engenders the use of water in the reservoir to cook and wash the utensils. The reservoir is as old as the university and had no history of washing. Epileptic power supply also undermines the use of refrigerators and freezers for storage, although majority of the restaurants (80%) in campus do not have refrigerators for food storage. 
Awareness campaign on food safety and salmonellosis prevention among the food handlers and the entire public is a probable prevention to the problem. This could be achieved by way of training or sensitization of food handlers on food hygiene and safety through seminars, workshops, and conferences. Education through this form will go a long way in curtailing the ignorance on salmonellosis prevention that beclouds the food handlers and food consumers’ alertness on food safety.

Research Questions
1. Whatis the level of salmonellosis prevention knowledge of food handlers in restaurants in University of Nigeria Nsukka? 
2. Whatare the salmonellosis prevention practices of food handlers in restaurants in University of Nigeria Nsukka?

Hypotheses
Ho1:There is no significant difference on the level of knowledge of salmonellosis prevention among food handlers in the University of Nigeria, Nsukka based of educational qualifications at .05 level of significance.
Ho2: There is no significant difference on the level of salmonellosis prevention practices among food handlers in the University of Nigeria, Nsukka based of educational qualifications at .05 level of significance.

Methods
This study adopted the descriptive survey research design. Leedy and Ormrod (2013) posited that descriptive design examines a situation as it is, and does not involve changing or modifying the situation under investigation, nor is it intended to determine cause-and-effect relationships. Population for the study consisted of the entire food handlers comprising of cooks and attendants within the Nsukka campus of the University estimated at 104 persons. There was no sampling because the number is manageable. This is consistent with the submission of Nwana (1990) which posited that where the number in the target population is small, it is preferable to utilize all the respondents in order to ensure representativeness and generalizability of findings. 
A seventeen item researchers structured salmonellosis prevention questionnaire was developed from literature reviewed, and used to collect data from the respondents. The questionnaire comprised of three sections (A, B & C). Section A comprised of personal information on the educational qualification obtained; section B was nine item statements on knowledge of salmonellosis prevention, while section C covered salmonellosis prevention practices. The questionnaire was face validated by three experts in the department of Health and Physical Education. In order to establish the internal consistency and reliability of the instrument, a pilot study was conducted. The pilot study was conducted in University of Nigeria, Enugu Campus on twenty food handlers. The draft copies of the questionnaire were administered on the randomly selected food handlers. The data thus collected was statistically analysed to determine the reliability coefficient of the item. The coefficient was found to be 0.92 using Guttman Split-Half methods and proved the questionnaire is reliable for the purpose of the study. The copies of questionnaire were administered on the respondents; some of the respondents that were busy at the time of administration were left with their copies to complete at their convenient time. The researchers called back at the places where the questionnaires were left for completion within 48 hours of the initial administration to collect the questionnaire copies. This yielded 93.3 per cent (97 copies) return rate. Among the returned copies of the questionnaire, 96.9 per cent (94 copies) were duly completed and used for the study. In all, 10 (9.6%) copies were invalidated and therefore not used for data analysis. The data generated from the instrument was analyzed using IBM SPSS version 20. Data answering the research questions were analyzed and presented using descriptive statistics of frequency and percentages, while the hypotheses were verified using the Chi-square statistics. Furthermore, percentages using Okafor (1997) criteria for describing level of knowledge was adopted to determine the level of knowledge and practice of salmonellosis prevention. In this regard, a proportion of 20 per cent or less was considered ‘very low’ knowledge or practice of salmonellosis prevention; 21-39 per cent ‘low’; 40-59 per cent ‘moderate’; 60-79 per cent ‘high’; and 80 per cent and above ‘very high’ knowledge and practice of salmonellosis prevention.

Results
Table 1: Level of Salmonellosis Prevention Knowledge of Food Handlers (n=94)
	S/N
	Item statement
	Correct responses
f           %
	Incorrect responses
f           %
	Decision

	1
	What is salmonellosis?
	43
	45.7
	51
	54.3
	Moderate 

	2
	Symptoms of salmonellosis?
	66
	70.2
	28
	29.8
	Low 

	3
	When does symptoms of salmonellosis manifest?
	28
	29.8
	66
	70.2
	High 

	4
	How is salmonella transmitted?
	71
	75.5
	23
	24.5
	Low 

	5
	When is salmonellosis likely to occur? 
	47
	50.0
	47
	50.0
	Moderate 

	6
	What is the route of Salmonella transmission?
	38
	40.4
	56
	59.6
	High 

	7
	How can you prevent salmonellosis?
	75
	79.8
	19
	20.2
	Very low

	8
	What is the most severe complication of salmonellosis?
	33
	35.1
	61
	64.9
	High 

	9
	What way is best to preserve meat to avoid salmonellosis?
	84
	89.4
	10
	10.6
	Very high

	
	Overall (%)
	
	57.3
	
	42.7
	Moderate 



Findings in Table 1 show that more than half of the food handlers (57.3%) have moderate knowledge of salmonellosis prevention. The findings reveal that food handlers possessed very high knowledge on the best way to preserve meat to avoid salmonellosis (89.4%) and how salmonella is prevented (79.8%), with high knowledge on transmission of salmonellosis (75.5%) and symptoms of salmonellosis (70.2%). They had moderate knowledge (50%) on occurrence of salmonellosis.

Table 2	: Salmonellosis Prevention Practices of Food Handlers (n=94)
	S/N
	Item statement
	Correct practices
f         %
	Incorrect practices
f         %
	Decision 

	10
	Do you prepare raw or undercooked foods like eggs, meat, hamburgers, and salad dressings ahead of customers demand in your restaurant? 
	33
	35.1
	61
	64.9
	Low 

	11
	Do you wash your hand before handling food?
	79
	84.0
	15
	16.0
	Very high

	12
	Do you keep meats and fresh fishes separate from fruits, vegetables, cooked foods and ready-to-eat foods when buying and storing from groceries?
	37
	39.4
	57
	60.6
	Low 

	13
	Do you refrigerate or freeze food immediately you return from the market?
	24
	25.5
	70
	74.5
	Low  

	14
	Do you defrost foods at room temperature?
	10
	10.6
	84
	89.4
	Very low

	15
	Have you attended any clinic for salmonellosis diagnosis?
	8
	8.5
	86
	91.5
	Very low

	16
	Do you wear face mask and hand gloves when preparing and serving food?
	29
	30.9
	65
	69.1
	Low 

	
	Overall (%)
	
	33.4
	
	66.6
	Low 



Table 2 show that about one-third of the food handlers (33.4%) practice good salmonellosis prevention in their restaurants. Ninety-one and half per cent do not attend clinics for salmonella diagnosis, 89.4 per cent defrost foods at room temperature, 74.5 per cent do not refrigerate immediately they return from the market, 69.1 per cent do not wear masks during food preparation, 64.9 per cent serve raw foods (tapioca, salad dressing and hamburgers), while 60 per cent do not separate meat from other foods when they buy from groceries. The common good salmonella prevention practice by the food handlers was washing hands before handling food (84%).

Table 3
Summary of Chi-Square Analysis Testing the Null Hypothesis of no Significant Difference in the Level of Knowledge of Salmonellosis Prevention Possessed by Food Handlers based of Educational Qualifications (n=94)
	Educational qualification
	High
	Moderate
	Low
	Total
	df
	
	χ2-cal
	χ2-crit
	Decision

	Pre-secondary school
	2(4.77)
	6(6.26)
	6(2.98)
	14
	
	
	
	
	

	Secondary school 
	17(16.68)
	21(21.89)
	11(10.43)
	49
	4
	.05
	7.39
	9.488
	Accepted

	Post-secondary school
	13(10.55)
	15(13.85)
	3(6.6)
	31
	
	
	
	
	

	
	32
	42
	20
	94
	
	
	
	
	


# Figures in parenthesis indicate expected frequency.		*df = degree of freedom

Data in Table 3 revealed that χ2-cal value (7.39) is less than the observed χ2-crit value of 9.488 at df 4 and at .05 level of significance. The hypothesis that there is nosignificant difference in the level knowledge of salmonellosis prevention possessed by food handlers based on educational qualifications is therefore accepted. This implies that educational qualification does not make any difference in knowledge of prevention of salmonellosis.
Table 4
Summary of Chi-Square Analysis Testing the Null Hypothesis of no Significant Difference in the Salmonellosis Prevention Practices of Food Handlers based of Educational Qualifications
	Educational qualification
	High
	Moderate
	Low
	Total
	df
	
	χ2-cal
	χ2-crit
	Decision

	Pre-secondary school
	1(2.98)
	4(6.11)
	9(4.91)
	14
	
	
	
	
	

	Secondary school 
	8(10.43)
	23(21.37)
	18(17.2)
	49
	4
	.05
	1.83
	9.488
	Accepted

	Post-secondary school
	11(6.6)
	14(13.52)
	6(10.88)
	31
	
	
	
	
	

	
	20
	41
	33
	94
	
	
	
	
	


#Figures in parenthesis indicate expected frequency         *df = degree of freedom

Data in Table 4 revealed that χ2-cal value (1.83) is less than the observedχ2-crit value of 9.488 at df 4 and at .05 level of significance. The hypothesis that there is nosignificant difference in the salmonellosis prevention practices exhibited by food handlers based of their educational qualifications is therefore accepted. The acceptance means there is no significant difference in the practice of prevention of salmonellosis as a result of educational qualification.

Discussion
The overall results in Table 1 showed that food handlers possessed moderate knowledge of salmonella prevention. This finding is not surprising because it is expected that food handlers must be equipped with knowledge concerning food and food poisoning. This finding agrees with the findings of Nevin and Ece (2012), who found that food handlers that provide food for students possess good knowledge of safety and handling practices. This is because their customers frown at poor practices and tend to abhor restaurants where poor knowledge of prevention is sustained. This notwithstanding, the findings of this study is at variance with the findings of Okojie, Wagbatsoma and Ighoroge (2005) who found that there was a predominantly poor knowledge of food hygiene among food handlers. Jatau and Dangbin (2013) in their bid to determine the knowledge and practices of food hygiene among food handlers in Mazat district also found that food handlers possessed low knowledge on food hygiene and prevention of poisoning. The differences in this report and that of Okojie et al and Jatau and Dangbin may be due to setting. Food handlers may continue to dwell in ignorance of salmonella prevention if no one (customers or supervisors) deems it fit to inform and persuade them to have knowledge about salmonella and its prevention. 
The overall result in Table 2 showed that food handlers in restaurants exhibited low prevention practices for salmonellosis. This result is shocking because it is capable of giving a huge number of the customers some health concerns. However, this finding was not expected because food handlers who processed, prepared and served food to consumers are not supposed to be ignorant of the hygiene of the food they processed, prepared and served to customers. This study lends credence to the study of Okojie et al (2005) who found that food handlers defrost food at room temperature and stores uncooked and ready to eat food together, but negates his finding that there was a low frequency of hand washing. On the other hand, the finding disagrees with the findings of Isara and Isah (2009) who found that there was good practice of food hygiene and safety among respondents, and that food handlers who had worked for longer years in the restaurants had better practice of food hygiene and safety (p=0.036). 
The finding in Table 2 indicated that 75 per cent of the food handlers do not refrigerate or freeze food immediately they return from the market. This finding is in consonance with that of Jatau and Dangbin (2013) who found that 50.56 per cent of the food handlers allow long time lapse between storing and processing of foods like meat and fish without refrigerating. Although they associated their findings with lack of knowledge, the case of this study is different because the respondents have good knowledge (90%) of how to preserve meat to avoid salmonellosis.  A further probe show that the reasons were because of lack of electricity and some micro-restaurants cannot afford alternative power supply. The restaurants that have alternative power supply use it only at night for seeing, not for preservation and storage.
Result of the study in table 3 revealed that there is no significant difference in the level of knowledge of salmonellosis prevention among the food handlers based on the educational qualification. This finding was shocking and unexpected. The finding is at variance with the submissions of Okojie et al (2005). According to Okojie and colleagues, food handlers who have low knowledge of processing food in hygienic manner are more likely to engage in risky food handling practices that can predispose consumers to food-borne diseases.
Result of the study in table 4 revealed that there is no significant difference in salmonellosis prevention practices among the food handlers based on the educational requirement. This finding was unexpected. Experience of work may be why educational qualification is not significant in salmonellosis prevention practices. Isara and Isah (2009) found that there was good practice of food hygiene and safety among his respondents, and that those food handlers who had worked for longer years in the fast food restaurants had better practice of food hygiene and safety.

Conclusion
Based on the findings of the study, the following conclusions were drawn:
1. Food handlers (57.3%) have moderate knowledge of salmonellosis prevention. 
2. Food handlers (33.4%) exhibit low salmonellosis prevention practices in their restaurants.
3. There is nosignificant difference in the level of knowledge of salmonellosis prevention possessed by food handlers based on educational qualifications.
4. There is nosignificant difference in the salmonellosis prevention practices exhibited by food handlers based on their educational qualifications.

Recommendations
Based on the findings of the study, the following recommendations were proffered:
1. Awareness campaign on food safety and salmonella prevention among the food handlers and the entire public should be mounted. 
2. Federal, State and local governments should reactivate and sustain the food law earlier enacted. This will go a long way in protecting the health of consumers against unwholesome, inferior, and dangerous food as well as reduce certain malpractices in food enterprises such as in restaurants and pubs.
3. Food handlers should be educated to wash their hands thoroughly with soap and water before eating or preparing food, after using the toilet, after changing diapers, after touching your pets or other animals (especially reptiles) and after using a handkerchief. 
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Abstract

The study determined knowledge of effects of maternal nutrition on birth outcomes among pregnant women attending antenatal care services (ANCs) in Owerri Municipal LGA, Imo State. Four objectives, four research questions and three null hypotheses guided the study. Descriptive survey research design was used for the study. The target population consisted of an estimated 7,028 pregnant women attending antenatal care services in Owerri Municipal. The sample for the study comprised of 280 pregnant women that attended selected health facilities representing 3.98 per cent of the population. Researcher-designed structured questionnaire was the main instrument for data collection. Validity of the questionnaire was ensured through the verdict of three experts from Department of Public Health, Madonna University Elele, Rivers State. Split-half method was employed to establish the reliability of the instrument using thirty pregnant women attending health facilities in Owerri North LGA. Data were analysed using descriptive statistics as well as inferential statistics of Chi square (2). Findings of the study showed that majority of pregnant women had knowledge of the effects of maternal nutrition on birth outcomes; pregnant women of low educational level had low nutritional knowledge and its corresponding effects on birth outcomes. It was recommended that nutrition intervention programmes such as nutrition education in different villages, health centres, health posts and women organizations should be organized particularly for pregnant mothers in rural communities to increase nutritional knowledge of mothers and promote birth outcomes.
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Introduction
Nutrition plays a major role in maternal and child health. Poor maternal nutritional status has been related to adverse birth outcomes; however, the association between maternal nutrition and birth outcome is complex and is influenced by many biological, socioeconomic, and demographic factors, which vary widely in different populations (Villar, Merialdi, Gulmezoglu et al., 2003). Understanding the relation between maternal nutrition and birth outcomes provides basis for developing nutritional interventions that will improve birth outcomes. Optimal nutrition is necessary to maintain the health of the mother, to help ensure a normal delivery, and also to reduce the risk of birth defects, sub-optimal foetal development and chronic health problems in childhood (American Dietetic Association, 2008). A healthy diet contributes to a successful pregnancy outcome by reducing complications and promoting adequate growth and development (Fuentes-Afflick & Hessol, 2010). 
Pregnancy outcomes rank among the pressing reproductive health challenges globally. Annual estimate of 600,000 women aged 15-49 die of pregnancy related causes, with 99 per cent coming from the developing world (Addai, 2008; Population Reference Bureau, 2009; WHO, 2010) and Nigeria alone accounts for 10% of this total (Okolocha, Chiwuzie, Braimoh, Unuigbe & Olumeko, 2008). Nigeria’s antenatal clinics focus on check-ups and laboratory investigations whereas nutrition education, a key component of ante-natal care still remains a neglected area. Nigeria still has an extremely high maternal mortality rate with a ratio of 704 per 100,000 live births. This implies that with about 24 million live births annually, an alarming record of 170,000 Nigerian women die as a result of complications associated with pregnancy and childbirth. This maternal mortality ratio is about a hundred times worse than that in industrialized countries highlighting the widest disparities in international public health (UNICEF, 2011).
The causes of maternal under-nutrition in Nigeria are multidimensional and multifactorial. Some of the main factors implicated include low status of women, which denies them appropriate decision-making power and access to contraception, resulting in frequent and closely-spaced pregnancies and high level of female illiteracy, which is a proxy for poor health-seeking behaviour among Nigerian women. Furthermore, high rate of poverty that predominantly affects women leads to inadequate dietary intakes and reduced access to adequate general and maternity health services (Ogunjuyigbe, Ojofeitimi, Sanusi, Orji, Akinlo, Liasu & Owolabi, 2008). However, in addition to these issues, traditional beliefs regarding foods to be avoided during pregnancy have been considered as a major factor limiting the quality of dietary intake among Nigerian women (Ojofeitimi & Tanimowo, 2008). 
A woman who has been well nourished before conception begins her pregnancy with reserves of several nutrients so that the recurrent needs of the growing foetus can be met without adversely affecting her health. Infants, who have been well nourished in the womb, have an enhanced chance of entering life in very good health. Mother’s diet should provide adequate nutrients so that maternal stores do not get depleted (Singh, Jain & Choudhary, 2009). Maternal nutrition during pregnancy has a vital influence on the long term health prospects of the foetus. Nutrition during the preconception period, as well as throughout pregnancy, has a major impact on pregnancy outcomes (King, 2010).  Maternal malnutrition leads to three major adverse birth outcomes: low birth weight, preterm birth, and intrauterine growth restriction (IUGR). These adverse birth outcomes represent the leading causes of neonatal death among children born without congenital anomalies (Scholl & Johnson, 2010). 
Pregnant and nursing women require extra nutrients to fulfill their bodily functions (Imdad & Bhutta, 2012). During pregnancy, for example, women need more food, varied diet and micronutrient supplementation (Imdad & Bhutta, 2012).  When energy and other nutrient intake do not increase, the body’s own reserves are used, leaving a pregnant woman feeling weak (Imdad & Bhutta, 2012).   Energy needs increase in the second and particularly the third trimester of pregnancy. The Institute of Medicine recommends that women who have a BMI below 19.8 before pregnancy gain a total of 28-40 pounds, a woman between 19.8 and 26 BMI gain 25-30 pounds and a woman between 26-29 BMI gain 15-25 pounds during her pregnancy (National Academy Press, 2012).  
	 World Health Organization (2013) defined maternal nutrition as a woman’s nutritional status during pregnancy or while lactating. WHO (2013) further asserted that malnutrition occurs when an individual does not consume the proper amounts of micronutrients, vitamins and minerals, and consequently their physical function is impaired. A malnourished woman often finds that the body has difficultly with functions such as growth, pregnancy, lactation, physical work, and immunity. Clinically, malnutrition is characterized by inadequate (under-nutrition) or excess (over nutrition) intake of protein, energy, and micronutrients such as vitamins or minerals and the frequent infections and disorders that result of this malnutrition. One of the veritable tools of combating maternal malnutrition and improving birth outcomes is to ascertain knowledge of effects maternal nutrition on birth outcomes. This is essential to improve maternal and foetal health.
	Guldenberge (1999) described knowledge as a set of structural connectivity patterns its contents have to be viable for the achievement of goals. Knowledge is a familiarity, awareness or understanding of someone or something, such as facts, information, descriptions, or skills, which is acquired through experience or education by perceiving, discovering, or learning. Knowledge can refer to a theoretical or practical understanding of a subject. It can be implicit (as with practical skill or expertise) or explicit (as with the theoretical understanding of a subject); it can be more or less formal or systematic. However, several definitions of knowledge and theories to explain it exist (Atherton, 2013). Knowledge acquisition involves complex cognitive processes: perception, communication, and reasoning; while knowledge is also said to be related to the capacity of acknowledgment in human beings (Atherton, 2013).
This work was anchored on the cognitive dissonance theory, developed by Leon Festinger in 1957. It is concerned with the relationship among cognitions. Cognition, for the purpose of this theory, may be thought of as a piece of knowledge. The knowledge may be about an attitude, an emotion, behaviour, a value, and so on. For example the knowledge that you like the colour red is cognition. People hold a multitude of cognitions simultaneously, and these cognitions form irrelevant, consonant or dissonant relationships with one another. Two conditions are said to be dissonant if one cognition follows from the opposite of one another.
	Variables such as age, mothers’ level of education, parity and number of pregnancies before current pregnancy have been identified to influence knowledge of effects of maternal nutrition on birth outcomes. Daba, Beyene, Fekadu and Garoma (2013) posited that individuals with higher educational level have better nutrition knowledge. This may be explained by more access to internet, books and magazines. Age and also monthly income during pregnancy were identified as important predictors of knowledge of women on nutrition during pregnancy. Women between the ages of 25-35 years tend to have more knowledge on adequate maternal nutrition than women above 35 years (Daba et al., 2013). Mothers who have experienced previous pregnancies before their current pregnancy have more experience and knowledge on adequate maternal nutrition during pregnancy than women who are pregnant for the first the time. The variables adopted in this study to ascertain knowledge of effects of maternal nutrition on birth outcomes among pregnant mothers include age, level of education and parity.
There exists a dearth of studies and reliable data on knowledge of effects of maternal nutrition on birth outcomes among pregnant women attending ANCs in Owerri Municipal LGA, Imo State. Therefore, the question arouse: what level of knowledge do pregnant women attending ANC in Owerri Municipal LGA exhibit in relation to effects of maternal nutrition on birth outcomes? Ascertaining the knowledge level of pregnant women on effects of nutrition during pregnancy on birth outcomes is crucial to promotion of maternal and foetal health and improved birth outcomes. Poor knowledge of effects of maternal nutrition on birth outcomes poses serious threats to pregnant women’s health and may impair foetal growth with associated consequences such as low birth weight, preterm birth, and intrauterine growth restriction (IUGR), which can have lifelong consequences for development and quality of life. The location of this study was Owerri Municipal Local Government Area, Imo State. The council has an urban setting with one autonomous community made up of five indigenous kindred (Owerre Nchiise). These are Umuororonjo, Amawom, Umuonyeche, Umuodu, and Umuoyima.

Purpose of the Study
The main purpose of the study was to ascertain knowledge of effects of maternal nutrition on birth outcomes among pregnant women attending ANCs in Owerri Municipal LGA, Imo State. Specifically, the study sought to:
1. determine level of knowledge of effects of maternal nutrition on birth outcomes among pregnant women attending ANCs in Owerri Municipal LGA;
2. determine level of knowledge of effects of maternal nutrition on birth outcomes among pregnant women attending ANCs in Owerri Municipal LGA based on age.
3. determine level of knowledge of effects of maternal nutrition on birth outcomes among pregnant women attending ANCs in Owerri municipal LGA based on level of education, and
4. determine level of knowledge of effects of maternal nutrition on birth outcomes among pregnant women attending ANCs in Owerri municipal LGA based on parity

Based on the above objectives, the following hypotheses were formulated:
1. There is no significant difference in the level of knowledge of effects of maternal nutrition on birth outcomes among pregnant women attending ANCs in Owerri Municipal LGA based on age
2. There is no significant difference in the level of knowledge of effects of maternal nutrition on birth outcomes among pregnant women attending ANCs in Owerri Municipal LGA based on level of education
3. There is no significant difference in the level of knowledge of effects of maternal nutrition on birth outcomes among pregnant women attending ANCs in Owerri Municipal LGA based on parity.

Methods 
The descriptive survey research design was utilized for the study. According to the 2009 Health Survey by the Health Department of Owerri Municipal Council, Owerri Municipal has a total of 74 health facilities out of which 22 of the facilities offer antenatal care services. Population for this study comprised 7,028 registered pregnant women attending antenatal care services in health facilities in Owerri Municipal. The sample for the study consisted of 280 pregnant mothers attending health facilities in Owerri Municipal LGA. This represented 3.98 per cent of the whole population of 7,028. A two-stage sampling procedure was used. The first stage involved drawing 10 health facilities from the existing 22 health facilities that offer antenatal care services using simple random sampling of balloting without replacement while second stage involved the use of simple random sampling technique of balloting without replacement to select 28 pregnant women each from the sampled 10 health facilities. This procedure produced a total of 280 pregnant mothers.
A-14 item researcher-designed questionnaire on knowledge of effects of maternal nutrition on birth outcomes among pregnant women referred to as QKEMNBO was used for data collection (See Appendix A). The 14-item QKEMNBO was made up of two sections as follows: Section A contained three socio-demographic variables that described the pregnant women (age, level of education and parity) and Section B contained 11 items for eliciting information on knowledge of effects of maternal nutrition on birth outcomes among pregnant women. The face validity of QKEMNBO was established by three experts in the department of Public Health, Madonna University Nigeria, Elele, Rivers State. Each of the experts was given a drafted copy of the questionnaire and accompanied with specific purposes of the study, research questions and hypotheses. Split-half method of reliability testing was used to determine reliability index of QKEMNBO while Spearman Brown Correction Statistic was employed to establish reliability co-efficient of the instrument. The reliability co-efficient value of 0.87 was obtained. This was adjudged high enough because it was above 0.60. The instrument was administered on thirty pregnant women attending health facilities in Owerri North LGA, Imo State. The health facility was not among the health facilities used for the study.
In other to gain access to the CMDs and reach the respondents, a letter of introduction was collected from the Head, Department of Public Health Madonna University Elele, Rivers State explaining the purpose of the study. This was submitted to the head of each sampled health facilities. The researchers and nurses who served as research assistants administered the copies of the questionnaire to the respondents. In all, 280 copies of the questionnaire were distributed by the researchers and research assistants to the pregnant mothers. The researchers and their research assistants pleaded with the subjects to complete copies of the questionnaire given to them on the spot and return immediately, to ensure high return rate. All 280 copies of the questionnaire were collected back after completion, thus, giving 100 percent return rate. The completion of the questionnaire was done by the pregnant mothers voluntarily. The inclusion criteria included being a registered pregnant woman between January-September, 2014 in the selected 10 health facilities that offered antenatal care services and willingness to participate in the study after given informed consent. The exclusion criteria included not responding to all the items in the copies of the questionnaire, or inappropriate or inconsistent response to the questionnaire items based on the investigators’ discretion. Registered pregnant women were not coerced to participate in the study.
	Out of 280 copies of QKEMNBO distributed and collected back. The data generated were analysed using Statistical Package for Social Sciences (SPSS batch system version 20). The data were analysed on an item- by- item basis. Frequency and percentages were used to analyze data generated from section B. The response option for section B was a dichotomous format of ‘True’ or ‘False’. The null hypotheses were tested using Chi-square ([image: ]2) statistic at 0.05 level of significance and at the appropriate degrees of freedom.

Results 
Table 1: Frequency and Percentage of Knowledge of Effects of Maternal Nutrition on Birth Outcomes among Pregnant Women (n= 280)
	
S/N
	
Items
	True
f      (%)
	  False
f       (%)

	
	
	
	

	4.
	Consumption of alcohol during pregnancy causes foetal alcohol syndrome
	152  (54.3)
	128   (45.7)

	5.
	Consumption of inadequate meals during pregnancy affects foetal growth
	262  (93.6)
	18     (6.4)

	6.
	Under nutrition hinders adoption of exclusive breastfeeding practices. 
	106  (37.9)
	174   (62.1)

	7.
	Smoking during pregnancy affects fetal/ infant growth 
	264  (94.3)
	16     (5.7)

	8.
	Maternal  malnutrition can cause protein energy malnutrition (PEM) in infants
	142  (50.7)
	138   (49.3)

	9.
	Maternal under nutrition can cause nutritional deficiencies such as kwashiorkor in infants
	264  (94.3)
	16      (5.7)

	10.
	Adequate maternal nutrition promotes foetal development and growth
	232  (82.9)
	48      (17.1)

	11.
	Adequate maternal nutrition during pregnancy & post-natal period stimulates infant’s immunity 
	152  (54.3)
	128    (45.7)

	12.
	Adequate maternal nutrition prevents low birth weight in infants
	208  (74.3)
	72      (25.7)

	13.
	Adequate maternal nutrition enhances proper foetal/ infant brain development
	214  (76.4)
	66      (23.6)

	14.
	Adequate maternal nutrition reduces chances of malformations or disabilities in infants

% Average 
	188  (67.1)


         70.9
	92       (32.9)


            29.1



Table 1 shows that overall, 70.9 per cent of pregnant women indicated had knowledge of effects of maternal nutrition on birth outcomes. The table further shows that 54.3 per cent of pregnant women indicated that “consumption of alcohol during pregnancy causes foetal alcohol syndrome”, 93.6 per cent of pregnant women affirmed that “consumption of inadequate meals during pregnancy affects the foetus/ infant growth”, 37.9 per cent indicated that “under nutrition hinders adoption of exclusive breast feeding practices”, 94.3 per cent of pregnant women had knowledge that “smoking during pregnancy affects infant development”, 50.7 per cent of pregnant women acknowledged the fact that “maternal nutrition can cause protein energy malnutrition in infants”, 94.3 per cent of pregnant women had the knowledge that “maternal under nutrition can cause nutritional deficiencies in infants. Furthermore, results in the table reveal that 94.3 per cent of pregnant women affirmed that ”maternal under nutrition can cause nutritional deficiencies in infants and children”, 82.9 per cent of pregnant women indicated that “adequate maternal nutrition promotes foetal/ infant growth and development”, 54.3 per cent of pregnant women also indicated that “adequate maternal nutrition during pregnancy and postnatal period stimulates infant’s immunity”, 74.3 per cent of pregnant women affirmed that “ adequate maternal nutrition prevents low birth weight in infants”, 76.4 per cent of pregnant women had the knowledge that “adequate maternal nutrition enhances proper foetal/ brain development”, while 67.1 agreed that “adequate maternal nutrition reduces chances of malformations or disability in infants”.

Table 2: Frequency and Percentage of Knowledge of Effects of Maternal Nutrition on Birth Outcomes among Pregnant Women based on Age (n= 280)
	




S/N
	




Items
	
  15-24yrs
 (n=106)
  True 
f   (%)
	



False
f   (%)
	Age 
25-34yrs
 (n=101)
True
f    (%)
	



False
f  (%)
	
35-44yrs
(n=73)
True
f (%)
	



False
f(%)

	4.
	Consumption of alcohol during pregnancy causes foetal alcohol syndrome
	32(30.2)
	74(69.8)
	65(64.4)
	36(35.6)
	55(75.3)
	18(24.7)

	5.
	Consumption of inadequate meals during pregnancy affects the fetal growth
	88(83)
	18(17)
	101(100)
	0  (0.0)
	73(100)
	0  (0.0)

	6.
	Under nutrition hinders adoption of exclusive breastfeeding practices
	16(15.1)
	90(84.9)
	45(44.6)
	56(55.4)
	45(61.6)
	28(38.4)

	7.
	Smoking during pregnancy affects foetal / infants’ growth
	106(100)
	0  (0.0)
	85(84.2)
	16(15.8)
	73(100)
	0  (0.0)

	8.
	Maternal malnutrition can cause protein energy malnutrition in infants
	16(15.1)
	90(84.9)
	66(65.3)
	35(34.7)
	60(82.2)
	13(17.8)

	9.
	Maternal under nutrition can cause nutritional deficiencies in infants
	90(84.9)
	16(15.1)
	94(93.1)
	7  (6.9)
	48(65.8)
	25(34.2)

	10.
	Adequate maternal nutrition promotes foetal/ infant growth & development
	90(84.9)
	16(15.1)
	94(93.1)
	7  (6.9)
	48(65.8)
	25(34.2)

	11.
	Adequate maternal nutrition during pregnancy & postnatal period stimulates infant’s  immunity
	32(30.2)
	74(69.8)
	65(64.4)
	36(35.6)
	55(75.3)
	18(24.7)

	12.
	Adequate maternal nutrition prevents low birth weight in infants
	72(67.9)
	34(32.1)
	81(80.2)
	20(19.8)
	55(75.3)
	18(24.7)

	13.
	Adequate maternal nutrition enhances proper foetal/ infant brain development
	72  (67)
	34(32.1)
	82(81.2)
	19(18.8)
	60(82.2)
	13(17.8)

	14.
	Adequate maternal nutrition reduces chances of malformations and disabilities in infants
                               % Average
	84(79.2)

    61.2
	22(20.8)

     41.2
	62(61.4)

     76.0
	39(38.6)

24.0
	42(57.5)

     78.9
	31(42.5)

     21.1

	
	
	
	
	
	
	


Table 2 shows that 61.2 per cent of respondents between the ages of 15-24 years indicated having knowledge that all the outlined factors affect birth outcomes, 76 per cent of respondents in age group 25-34 years had knowledge that all the outlined factor affect birth outcomes, while 78 per cent of the respondents between age range 34-44 years affirmed that all outlined factors affect birth outcomes.

Table 3. Frequency and Percentage of Knowledge of Effects of Maternal Nutrition on Birth Outcomes among Pregnant Women based on Level of Education (n= 280)
	


S/N
	


Items
	
Non-formal
    (n=16)
True     False
f(%)     f(%) 
	Level of Educ.
    Primary 
     (n=49)
True        False 
f(%)        f(%)
	
    Secondary 
      (n=69)
True         False
f(%)         f(%)
	
     Tertiary 
      (n=146)
True           False
f(%)           f(%)

	4.
	Consumption of alcohol during pregnancy causes foetal alcohol syndrome
	0(0.0)  16(100)
	0(0.0)     49(100)
	12(17.4)  57(82.6)
	140(95.9)   6(4.1)

	5.
	Consumption of inadequate meals during pregnancy affects the foetal growth
	8(50)      8(50)
	39(79.6) 10(20.4)
	69(100)   0(0.0)
	146(100)    0(0.0)

	6.
	Under nutrition hinders adoption of exclusive breastfeeding practices
	0(0.0)    16(100)
	0(0.0)     49(100)
	28(40.6)  41(59.4)
	78(53.4)    68(46.6)

	7.
	Smoking during pregnancy affects foetal growth
	16(100)   0(0.0)
	34(69.4) 15(30.6)
	68(98.6)  1(1.4)
	146(100)   0(0.0)

	8.
	Maternal malnutrition can cause protein energy malnutrition  in infants
	0(0.0)    16(100)
	0(0.0)     49(100)
	12(17.4)  57(82.6)
	130(89)    16(11)

	9.
	Maternal under nutrition can cause nutritional deficiencies in infants
	8(50)       8(50)
	41(83.7)   8(16.3)
	69(100)   0(0.0)
	146(100)   0(0.0)

	10.
	Adequate maternal nutrition promotes foetal/ infant growth & development
	8(50)      8(50)
	41(83.7)   8(16.3)
	53(76.6)  16(23.2)
	130(89)    16(11)

	11.
	Adequate maternal nutrition during pregnancy & postnatal period stimulates infant’s immunity
	0(0.0)    16(100) 
	16(32.7)   33(67.3)
	28(40.6)  41(59.4)
	108(74.0)  38(26)

	12.
	Adequate maternal nutrition prevents low birth weight in infants
	8(50.0)     8(50)
	10(20.4)   39(79.6)
	44(63.8)  25(36.2)
	146(100)   0.(0.0)

	13.
	Adequate maternal nutrition enhances proper foetal/ infant brain development
	8(50)      8(50)
	26(53.1)   23(46.9)
	34(49.3)  35(50.7)
	146(100)   0.(0.0)

	14.
	Adequate maternal nutrition reduces chances of malformations and 	disabilities in infants
% Average
	8(50)      8(50)


36.4         64.0
	10(20.4)   39(79.6)


33.7         66.3  
	40(58.0)   29(42.0)


      60.2         39.8
	130(89.0)   16(11.0)

  90.0          10.0

	
	
	
	
	
	


Data in Table 3 show that only 36.4 per cent of the respondents with no formal education had knowledge of the effects of  maternal nutrition on birth outcome, 33.7 per cent of the respondents with primary education had knowledge of the effects of maternal nutrition on birth outcomes, 60.2 per cent of the respondents with secondary level of  education had knowledge of effects of maternal nutrition on birth outcomes while 90 per cent of the respondents with tertiary level of education had knowledge of the effects of maternal nutrition on birth outcomes.
Data in Table 4 shows that 66.2 per cent of the respondents who had 1-2 children had knowledge of effects of maternal nutrition on birth outcomes, 72 per cent of the respondents with 3-4 children had knowledge of the effects of maternal nutrition on birth outcomes, while 86.6 per cent of respondents with 5 children and above had knowledge of effects of maternal nutrition on birth outcome.

Table 4.  Frequency and Percentage of Knowledge of Effects of Maternal Nutrition on Birth Outcomes among Pregnant Women based on Parity Status (n = 280)
	



S/N
	



Item
	
   1-2 children
       (n=165)
True         False
f (%)        f  (%)
	Parity status
 3-4 children
       (n=72)
True          False
f(%)           f(%) 
	
>or 5 children
         (n=43)
True            False
f(%)            f(%) 

	
	
	
	
	

	4.
	Consumption of alcohol during pregnancy causes foetal alcohol syndrome
	 71 (43)      94  (57)
	50(69.4)  22(30.6)
	31(72.1)   12 (27.9)

	5.
	Consumption of inadequate meals during pregnancy affects foetal growth
	147(89.1)  18 (10.9) 
	72(100)     0 (0.0)
	43(100)         0 (0.0)

	6.
	Under nutrition hinders adoption of exclusive breastfeeding practice
	41(24.8)   124(75.2)
	22(30.6)  50(69.4)
	43(100)         0 (0.0)

	7.
	Smoking during pregnancy affects foetal / infants’ growth
	149(90.3)    16 (9.7)
	72(100)       0(0.0)
	264(94.3)    16 (5.7)

	8.
	Maternal malnutrition can cause protein energy malnutrition in infants
	55(33.3)   110(66.7)
	56(77.8)   16(22.2)
	31(72.1)    12 (27.9)

	9.
	Maternal under nutrition can cause nutritional deficiencies in infants
	165(100)      0  (0.0)
	56(77.8)   16(22.2)
	43(100)         0 (0.0)

	10.
	Adequate maternal nutrition promotes foetal/ infant growth & development
	146(88.5)   19(11.5)
	56(77.8)   16(22.2)
	30(69.8)     13(30.2)

	11.
	Adequate maternal nutrition during pregnancy & postnatal period stimulates infant’s immunity
	75  (45.5)   90(54.5)
	34(47.2)   38(52.8)
	43(100)        0 (0.0)

	12.
	Adequate maternal nutrition prevents low birth weight in infants
	115(69.7)   50(30.3) 
	56(77.8)   16(22.2)
	37(86)           6 (14)

	13.
	Adequate maternal nutrition enhances proper foetal/ infant brain development
	115(69.7)   50(30.3)
	56(77.8)   16(22.2)
	43(100)         0 (0.0)

	14.
	Adequate maternal nutrition reduces chances of malformations and disabilities in infants
% Average
	123(74.5)   42(25.5)

       66.2          33.8
	40(55.6)   32(44.4)

 72.0           28.0
	25(58.1)    18 (41.9)

  86.6            13.4

	
	
	
	
	


Hypothesis 1
	There is no significant difference (p<0.05) in the knowledge of effects of maternal nutrition on birth outcomes among pregnant women according to age in Owerri municipal. Data testing the hypothesis are contained in Table 5.





Table 5. Summary of Chi-square Analysis of No Significant Difference in the Level of Knowledge of Effects of Maternal Nutrition on Birth Outcomes Based on Age
	



S/N
	



Items
	

      15-24yrs
   True 
O       (E)
	


  False 
O       (E)
	

    25-34yrs
   True 
O       (E)
	 Age    (years)          

False 
O      (E)
	

   35-44yrs
   True 
O       (E)
	


False
O       (E) 
	



[image: ]2-cal
	



P-value
	



Dec.

	4.
	Item 4
	32  (57.5)
	74(48.5)
	65  (54.8)
	36 (46.2)
	55(39.4)
	18 (33.4)
	41.973
	0.001
	*

	5.
	Item 5
	88  (99.2)
	18  (6.8)
	101(94.5)
	0    (6.5)
	73  (68.3)
	0    (4.7)
	31.577
	0.001
	* 

	6.
	Item 6
	16  (40.1)
	90  (65.9)
	45  (38.2)
	56 (62.8)
	45  (27.6)
	28 (45.4)
	42.829
	0.001
	*  

	7.
	Item 7
	106(99.9)
	0    (6.1)
	85  (95.2)
	16  (5.8)
	73  (68.8)
	0    (4.2)
	30.075
	0.001
	* 

	8.
	Item 8
	16  (53.8)
	90  (52.2)
	66  (51.2)
	35 (49.8)
	60  (37.0)
	13 (36.0)
	91.397
	0.001
	* 

	9.
	Item 9
	106(99.9)
	0    (6.1)
	98  (95.2)
	3    (5.8)
	60  (68.8)
	13  (4.2)
	27.653
	0.001
	* 

	10.
	Item 10
	90  (87.8)
	16  (18.2)
	94  (83.7)
	7   (17.3)
	48  (60.5) 
	25 (12.5)
	22.763
	0.001
	* 

	11.
	Item 11
	32  (57.5)
	74  (48.5)
	65  (54.8)
	36 (46.2)
	55  (39.6)
	18 (33.4)
	41.973
	0.001
	* 

	12.
	Item 12
	72  (78.7)
	34  (27.3)
	81  (75.0)
	20 (26.0)
	55  (54.2)
	18 (18.8)
	4.136
	0.126
	** 

	13.
	Item 13
	72  (81.0)
	34  (25.0)
	82  (77.2)
	19 (23.8)
	60  (55.8)
	13 (17.2)
	6.871
	0.032
	* 

	14.
	Item 14
Overall
	84  (71.2)
	22  (34.8)
	62  (67.8)
	39 (33.2)
	42  (49.0)
	31 (24.0)
	11.610
32.078
	0.003
0.015
	* 
*


*Significant** Not Significant 

Key
ITEM 4 = Consumption of alcohol during pregnancy causes foetal alcohol syndrome
ITEM 5 =Consumption of inadequate meals during pregnancy affects the foetal/infant growth
ITEM 6 = Under nutrition hinders adoption of exclusive breastfeeding practices
ITEM 7 = Smoking during pregnancy affects foetal / infants’ growth
ITEM 8 = Maternal malnutrition can cause protein energy malnutrition (PEM) in infants
ITEM 9 = Maternal under nutrition can cause nutritional deficiencies in infants
ITEM 10 = Adequate maternal nutrition promotes foetal/ infant growth & development
ITEM 1 = adequate maternal nutrition during pregnancy & postnatal period stimulates infant’s 		immunity.
ITEM 12 =Adequate maternal nutrition prevents low birth weight in infants
ITEM 13 =Adequate maternal nutrition enhances proper foetal/ infant brain development
ITEM 14 =Adequate maternal nutrition reduces chances of malformations and Disabilities in infants
	
Table 5 indicates that the calculated[image: ]2  values and their respective corresponding p-values for the following indices of knowledge of effects of maternal nutrition on birth outcomes, which include consumption of alcohol during pregnancy cause foetal alcohol syndrome ([image: ]2 =41.973, p = 0.001), consumption of inadequate meal during pregnancy affects foetal/infant growth ([image: ]2=31.577, p = 0.001), under nutrition hinders adoption of exclusive breastfeeding practices ([image: ]2 =42.829, p = 0.001), smoking during pregnancy affects foetal/infant growth ([image: ]2 =30.075, p = 0.001), maternal malnutrition can cause protein energy malnutrition in infants([image: ]2 =91.397, p = 0.001), maternal under nutrition can cause nutritional deficiencies in infants and children ([image: ]2= 27.653, p = 0.001), adequate maternal nutrition promotes foetal/infant growth and development ([image: ]2 = 22.763, p = 0.001), adequate maternal nutrition during pregnancy and postnatal period stimulates infant immunity ([image: ]2 = 49.973, p = 0.001), adequate maternal nutrition prevents low birth weight in infants ([image: ]2 = 4.136, p = 0.126), adequate maternal nutrition enhances proper foetal /infant brain development([image: ]2 =6.871, p = 0.032), adequate maternal nutrition reduces chances of malformations or disabilities in infants([image: ]2=11.610, P=0.003). The table further shows the overall [image: ]2 calculated value with its corresponding p-value for pregnant women’s knowledge on effects of maternal nutrition on birth outcome ([image: ]2 =32.1, p = 0.015). Since the overall p-value (p = 0.015) is less than .05 level of significance, the null hypothesis of no significant difference in the knowledge of effects of maternal nutrition on birth outcomes among pregnant women based on age, is therefore accepted. This implies that knowledge of effects of maternal nutrition among pregnant women attending antenatal care in Owerri Municipal is not dependent on their ages.

Hypothesis 2
	There is no significant difference (p<0.05) in the level knowledge of effects of maternal nutrition on birth outcomes among pregnant women of various levels of education in Owerri municipal LGA. Data testing the hypothesis are contained in Table 6.

Table 6. Summary of Chi-square Analysis of No Significant Difference in the Level of Knowledge of Effects of Maternal Nutrition on Birth Outcomes Based on Level of Education (n =280)
	




S/N
	




Items
	


       NFE
  True 
O    (E)
	




 False 
O   (E)
	


PRY ED

 True
O      (E)
	




 False 
O     (E)
	Level of Education

  SEC ED

    True
O         (E)
	




False 
O   (E)
	


      TER ED
 True
O       (E)
	




False
O    (E) 
	





X2-cal
	




P-val Dec
	




Dec 

	
	
	
	
	
	
	
	
	
	
	
	
	

	4.
	ITEM 4
	0   (18.7)
	16 (7.3)
	0    (26.6)
	49  (22.4)
	12     (37.5)
	57  (31.5)
	140   (79.3)
	6  (66.7)
	216.870
	0.001    *
	* *

	5.
	ITEM 5
	8  (15.0)
	8   (1.0)
	39  (45.9)
	10  (3.2)
	69     (64.5)
	0    (4.4)
	146 (136. 6)
	0  (9.4)
	  81.187
	0.001    *
	* *

	6.
	ITEM 6
	0   (6.1)
	16 (9.9)
	0    (18.6)
	49  (30.5)
	28     (26.1)
	41  (42.9)
	78    (55.3)
	68(90.7)
	  54.855
	0.001    *
	* *

	7.
	ITEM 7
	16 (15.1)
	0   (9)
	34  (46.2)
	15  (2.8)
	68     (65.1)
	1    (3.9)
	146  (137.7)
	0   (8.3)
	  68.527
	0.001    *
	* *

	8.
	ITEM 8
	0   (8.1)
	16 (7.9)
	0    (24.9)
	49  (24.2)
	12     (35.0)
	57  (34.0)
	130   (74.0)
	16(72.0)
	183.342
	0.001    * 
	* *

	9.
	ITEM 9
	8   (15.1)
	8   (9)
	41  (46.2)
	8    (2.8)
	69     (65.1)
	0    (3.9)
	146  (137.7)
	0   (8.3)
	  81.515
	0.001    *
	* *

	10
	ITEM 10
	8   (13.3)
	8   (2.7)
	41  (40.6)
	8    (8.4)
	53     (57.2)
	16  (11.8)
	130   (121)
	18(25.0)
	  17.890
	0.001    *
	* *

	11
	ITEM 11
	0   (8.7)
	16 (7.3)
	16  (26.6)
	33  (22.4)
	28     (37.5)
	41  (31.5)
	108   (79.3)
	38(66.7)
	  56.265
	0.001    *
	* *

	12
	ITEM 12
	8   (11.9)
	8  (4.1)
	10  (36.4)
	39  (12.6)
	44     (51.3)
	25  (17.7)
	146  (108.5)
	0  (37.5)
	133.936
	0.001    *
	* *

	13
	ITEM 13
	8   (12.2)
	8  (3.8)
	26  (37.5)
	23  (11.6)
	34     (52.7)
	35  (16.3)
	146  (111.6)
	0  (34.4)
	  94.322
	0.001    *
	**

	14
	ITEM 14
Overall
	8   (10.7)
	8  (5.3)
	10  (32.9)
	39  (16.1)
	40     (46.3)
	29  (22.7)
	130   (98.0)
	16(48.0)
	  85.009
97.611
	0.001    *
0.001    *
	* *

	


*Significant** Not Significant 

	Table 6 indicates that the calculated[image: ]2 values and their respective corresponding P-value for indices of effects of maternal nutrition on birth outcomes, which includes consumption of alcohol during pregnancy cause foetal alcohol syndrome ([image: ]2 = 216.870, P = 0.001), consumption of inadequate meal during pregnancy affects foetal/infant growth ([image: ]2 = 81.178, P = 0.001), under nutrition hinders adoption of exclusive breastfeeding practices ([image: ]2 =54.855, P = 0.001), smoking during pregnancy affects foetal/infant growth ([image: ]2 = 68.527, P = 0.001), maternal malnutrition can cause protein energy malnutrition in infants([image: ]2=183.342, P = 0.001), maternal under nutrition can cause nutritional deficiencies in infants and children ([image: ]2 = 81.515, P = 0.001), adequate maternal nutrition promotes foetal/infant growth and development ([image: ]2 =17.890, P = 0.001), adequate maternal nutrition during pregnancy and postnatal period stimulates infant immunity ([image: ]2= 56.265, P = 0.001), adequate maternal nutrition prevents low birth weight in infants ([image: ]2 =133.936, P = 0.001), adequate maternal nutrition enhances proper foetal /infant brain development([image: ]2 = 94.322, P = 0.001), adequate maternal nutrition reduces chances of malformations or disabilities in infants ([image: ]2 = 85.009, P = 0.001). The table further shows the overall calculated [image: ]2-value with its corresponding p-value for pregnant women’s knowledge on effects of maternal nutrition on birth outcomes ([image: ]2 = 97.61, P = 0.001). Since the overall p-value (P = 0.001) is less than .05 level of significance, the null hypothesis of no significant difference among pregnant women of various levels of knowledge, is therefore accepted. Therefore there is no significant difference among pregnant women of different levels of education in their knowledge of effects of maternal nutrition on birth outcomes. This implies that knowledge of effects of maternal nutrition on birth outcome among pregnant women attending antenatal care in Owerri Municipal was not dependent on their level of education.

Hypothesis 3
	There is no significant difference (p<0.05) in the level of knowledge of effects of maternal nutrition on birth outcomes among pregnant women based on parity in Owerri municipal LGA. Data testing the hypothesis are contained in Table 7.

Table 7. Summary of Chi-square Analysis of No Significant Difference in the Level of Knowledge of Effects of Maternal Nutrition on Birth Outcomes Based on Parity Status
	




S/N
	




Items
	

             1-2  
     (n= 165)
   True
O      (E)
	



  False
O      (E)
	

       3-4         
   (n = 72)
     True
O         (E)
	Parity Status


    False
O       (E)
	

> 5  children
(n = 43)
     True
O           (E)
	



  False
O     (E)
	



[image: ]2-cal
	



P-val.
	



Dec 

	4.
	ITEM 4
	71    (89.6)
	94  (75.4)
	50    (39.1)
	22   (32.9)
	31      (23.3)
	12 (19.7)
	20.584
	0.001
	* 

	5.
	ITEM 5
	147(154.4)
	16  (10.6)
	72    (67.4)
	0     (4.6)
	43      (40.2)
	0     (2.8)
	13.407
	0.001
	* 

	6.
	ITEM 6
	41    (62.5)
	124 (102)
	22    (27.3)
	50   (44.7)
	43      (16.3)
	0   (26.7)
	84.085
	0.001
	* 

	7.
	ITEM 7
	149(155.6)
	16   (9.4)
	72    (67.9)
	0     (4.1)
	43      (40.5)
	16 (16.0)
	11.827
	0.001
	* 

	8.
	ITEM 8
	55    (83.7)
	110(81.3)
	56    (36.5)
	16   (35.5)
	31      (21.8)
	12 (21.8)
	48.904
	0.001
	* 

	9.
	ITEM 9
	165(155.6)
	0      (9.4)
	56    (67.9)
	16   (4.1)
	43      (40.5)
	0    (2.5)
	49.904
	0.001
	* 

	10.
	ITEM 10
	146(136.7)
	19  (28.3)
	56    (59.7)
	16   (12.3)
	30      (35.6)
	13  (7.4)
	10.174
	0.006
	* 

	11.
	ITEM 11
	75    (89.6)
	90  (75.4)
	34    (39.1)
	38   (32.9)
	43      (23.3)
	0   (19.7)
	42.843
	0.001
	* 

	12.
	ITEM 12
	115(122.6)
	50  (42.4)
	56    (53.5)
	16   (18.5)
	37      (31.9)
	6   (11.1)
	  5.392
	0.670
	**

	13.
	ITEM 13
	115(126.1)
	50  (38.9)
	56    (55.0)
	16   (17.0)
	43      (32.9)
	0   (10.1)
	17.485
	0.001
	*

	14.
	ITEM 14
Overall
	123(110.8)
	42  (54.2)
	40    (48.3)
	32   (23.7)
	25      (28.9)
	18 (14.1)
	10.060
28.605
	0.007
0.063
	* 
**

	
	
	
	
	
	
	
	
	
	
	


*Significant
** Not Significant 

Table 7 indicates the calculated [image: ]2 values and their respective corresponding p-values for indices of knowledge of effects of maternal nutrition on birth outcomes, which include consumption of alcohol during pregnancy cause foetal alcohol syndrome ([image: ]2 =20.584, p = 0.001), consumption of inadequate meal during pregnancy affects foetal/infant growth ([image: ]2 =13.497, p = 0.001), under nutrition hinders adoption of exclusive breastfeeding practices ([image: ]2 = 84.085, p = 0.001), smoking during pregnancy affects foetal/infant growth ([image: ]2 =11.827, p = 0.003), maternal malnutrition can cause protein energy malnutrition in infants([image: ]2 = 48.904, p = 0.001), maternal under nutrition can cause nutritional deficiencies in infants and children ([image: ]2= 49.024, p = 0.001), adequate maternal nutrition promotes foetal/infant growth and development ([image: ]2 = 10.174, p = 0.006), adequate maternal nutrition during pregnancy and postnatal period stimulates infant immunity ([image: ]2= 42.843, p = 0.001), adequate maternal nutrition prevents low birth weight in infants ([image: ]2= 5.392, p = 0.67), adequate maternal nutrition enhances proper foetal /infant brain development([image: ]2=17.485, p = 0.001), adequate maternal nutrition reduces chances of malformations or disabilities in infants([image: ]2=10.060, P=0.007). The table further shows the overall [image: ]2 calculated value with its corresponding p-value for pregnant women’s knowledge on effects of maternal nutrition on birth outcome ([image: ]2=28.61, p = 0.063). Since the overall p-value (p = 0.063) is greater than .05 level of significance, the null hypothesis of no significant in the level of knowledge of effects of maternal nutrition on birth outcomes among pregnant women based on parity status, is therefore, rejected. This implies that knowledge of effects of maternal nutrition on birth outcomes among pregnant women attending antenatal care in Owerri Municipal is dependent on parity.



Discussion of Findings
	These findings are being discussed based on the research questions and hypotheses that guided the study. Four research questions were developed from four objectives of the study. The research questions were answered using frequency and percentages, while the null hypotheses were tested using inferential statistic of Chi-square. The main purpose of the study was to ascertain the knowledge of effects of maternal nutrition on birth outcomes among pregnant women attending antenatal care services (ANCs) in Owerri Municipal LGA of Imo State.
Research question one sought to determine level of knowledge of effects maternal nutrition on birth outcomes among pregnant women attending antenatal care service (ANCs) in Owerri Municipal LGA. Data in Table 1 indicated that majority (70.9%) of the pregnant women possessed knowledge of effects of maternal nutrition on birth outcomes. This result is in consonance with the findings of Ayesha, Farwa and Ghazia (2012) who conducted a study on impact of maternal education, and socioeconomic status on maternal nutritional knowledge and practices regarding iron rich foods and iron supplements among pregnant women attending Gynaecology and Obstetrics Out-patient Department of Federal Government Services Hospital in Islamabad, Pakistan. Their study highlighted a good level of awareness regarding anemia but poor knowledge about its causes and prevention among pregnant women. Even in this study, women had considerable level of knowledge of effects of maternal nutrition on birth outcomes. It has been shown however that despite having knowledge, pregnant women do not pay particular attention to their diet and hardly change their eating habits (Kozłowska-Wojciechowska, & Wujec, 2002).
Research question two sought to determine the level of knowledge of effects maternal nutrition on birth outcomes among pregnant women attending antenatal care service (ANCs) in Owerri Municipal LGA based on age. Results in Table 2 show that 61.2 per cent of pregnant women within the ages of 15-24 years had knowledge of the effects of maternal nutrition on birth outcomes, 76 per cent of pregnant women within the ages of 25-34years had knowledge of effects of maternal nutrition on birth outcomes while 78 per cent of pregnant women within the ages of 35-44 years had knowledge of effects of maternal nutrition on birth outcomes. This result is in consonance with the findings of Sharma (2012) who conducted a study on knowledge, attitude and belief of pregnant women towards safe motherhood in rural Indian setting. The findings of her study showed awareness for maternal practices across women specifically ≤ 18 years, 19-25 years, 26-30 years. The higher knowledge level demonstrated among older women on effects of maternal nutrition on birth outcomes is not a surprising issue in this study because older women especially multiparous women had participated in several antenatal clinics which might have exposed them to nutrition education and counselling which are usually given by healthcare workers such as nurses, nutritionists or health educators as an integral part of the ANC services. This may account for higher level of knowledge demonstrated by women in age groups 25-34years and 35-44 years respectively.
Research question three sought to determine level of knowledge of effects maternal nutrition on birth outcomes among pregnant women attending antenatal care service (ANCs) in Owerri Municipal LGA based on level of education. Results in Table 3 show that 36.4 per cent of pregnant women with no formal education had knowledge of effects of maternal nutrition on birth outcomes, 33 per cent of pregnant women with primary level of education had knowledge of effects of maternal nutrition on birth outcomes, 60.2% of pregnant women with secondary level of education had knowledge of effects of maternal nutrition on birth outcomes while 90 per cent of pregnant women with tertiary level of education had knowledge of effects of maternal nutrition on birth outcomes. The finding agreed with the findings of Ayesha, Farwa, and Ghazia (2012) who found a significant relationship between nutritional awareness and educational status of their respondents. In their study, a vast majority of the subjects were aware of iron supplements and were consuming them regularly as prescribed irrespective of educational status. Similarly, in this study, a substantial proportion of women had knowledge of effects of maternal nutrition on birth outcomes. Furthermore, the knowledge about effects of maternal nutrition on birth outcomes was higher in highly educated group as compared to women with primary education and illiterate group. The is supported by a study which showed that women attending the antenatal clinics were capable of recognizing iron tablets and took them as prescribed Galloway, Dusch, Elder, Achadi, Grajedar, & Hurtado, 2002).
Research question four sought to determine level of knowledge of effects maternal nutrition on birth outcomes among pregnant women attending antenatal care services (ANCs) in Owerri Municipal LGA based on parity. The result of the study in Table 4 showed that 66.2% of pregnant women with 1-2 children had knowledge of effects of maternal nutrition on birth outcomes, 72 per cent of pregnant women with 3-4 children had knowledge of effects of maternal nutrition on birth outcomes while 87 per cent of pregnant women with 5 children and above had knowledge of effects of maternal nutrition on birth outcomes. The result contradicted those of Ayesha, Farwa, and Ghazia (2012) whose study’s results indicated that a significant relationship (p<0.001) was observed between nutritional awareness and educational status of the respondents but parity and gestational age bore no relationship with nutritional knowledge and practices. Though there are other social and behavioural factors that clearly may augment women’s knowledge such as previous experiences with previous births, attendance at ANC clinics, access to nutrition education or information but parity is an important determinant of the outcome of a pregnancy and birth. The similarities may be attributed to subject composition though study settings differed.
Hypothesis one states that there is no significant difference in the level of knowledge of effects of maternal nutrition on birth outcomes among pregnant women based on age. Data in Table 5 show the overall [image: ]2 calculated value with its corresponding p-value for pregnant women’s knowledge on effects of maternal nutrition on birth outcome ([image: ]2 =32.1, p = 0.015). Since the overall p-value was less than 0.05 level of significance, the null hypothesis, therefore, was accepted. This implies that knowledge of effects of maternal nutrition on birth outcomes among pregnant women is not dependent on age. This result is in consonance with the findings of Sharma (2012) who conducted a study on knowledge, attitude and belief of pregnant women towards safe motherhood in rural Indian setting. The findings of her study showed awareness for maternal practices across women specifically ≤ 18 years, 19-25 years, 26- 30 years. Results of the study showed that no significant difference for knowledge was found between the age groups, F (2, 97) = .437, p=.647. This shows that differences in the means are most likely due to chance and unlikely to be due to age. As enunciated earlier, older women had higher knowledge level of effects of maternal nutrition on birth outcomes. This is not a surprising issue because all the women especially multiparous women had participated in several antenatal clinics which might have exposed them to nutrition education and counselling which are usually given during ANC services. The similarities may be attributed to subject composition though study settings differed.
Hypothesis two states that there is no significant difference in the knowledge level of effects of maternal nutrition on birth outcomes among pregnant women of various levels of education. Data in Table 6 show the overall calculated [image: ]2-value with its corresponding p-value for pregnant women’s knowledge on effects of maternal nutrition on birth outcomes ([image: ]2 = 97.61, P = 0.001). Since the overall p-value (p = 0.001) is less than .05 level of significance, the null hypothesis of no significant difference among pregnant women of various levels of knowledge, is therefore accepted. The finding disagreed with the findings of Ayesha, Farwa, and Ghazia (2012) who found a significant relationship between nutritional awareness and educational status of their respondents. Although, this study showed that substantial proportion of women had knowledge of effects of maternal nutrition on birth outcomes across level of education the percentage scores may most likely be attributed to chance or other personal or behavioural factors and not entirely level of education. The disparity may be due to disparity in subject composition and location of study. 
Hypothesis three states that there is no significant difference in the level of knowledge of effects of maternal nutrition on birth outcomes among pregnant women of different parity status. Data in Table 7 show the overall [image: ]2 calculated value with its corresponding p-value for pregnant women’s knowledge of effects of maternal nutrition on birth outcome ([image: ]2=28.61, p = 0.063). Since the overall p-value (p = 0.063) is greater than .05 level of significance, the null hypothesis of no significant in the level of knowledge of effects of maternal nutrition on birth outcomes among pregnant women based on parity status, is therefore, rejected. This implies that pregnant women attending antenatal care in Owerri Municipal differed significantly in their knowledge of effects of maternal nutrition on birth outcomes based on parity. This result is in consonance with the findings of Sharma (2012) who conducted a study on knowledge, attitude and belief of pregnant women towards safe motherhood in rural Indian setting. Sharma concluded that there was significant difference between the knowledge of primary and secondary gravid women. In this study, this is not a surprising issue because all women particularly multiparous women who exhibited higher level of knowledge of effects of maternal nutrition on birth outcomes had participated in several antenatal clinics which might have exposed them to nutrition education and counselling which are usually given during ANC services. Thus, pregnant women differed significantly in their knowledge of effects of maternal nutrition on birth outcomes based on parity. The similarity in findings may be ascribed to subject composition of both studies though study settings differed.
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Abstract 
The paper found out the reproductive and sexual health behaviour of secondary school students in Udenu Local Government Area, Enugu State. A self developed questionnaire was the instrument used for data collection. Descriptive survey research design was employed for the study. The population for the study consisted of 15,364 students while multi-stage sampling procedure was used to draw a sample of 768 students used for the study. The research questions were answered using frequency counts and percentages. The findings of the study revealed that slightly less than one fifth of the students always took oral contraceptives, loved having sex using withdrawal method, loved having sex with protection and loved halving sex with condom. Majority of the students took bath with hot water to prevent STIs and used antibiotics to prevent STIs while less than one-half of the secondary school students used condom during sex to prevent s. Slightly more than one third of the students used contraceptive pills to prevent STIs. The researcher recommended encouragement of set values, good family communication on sex matters, supervision of films brought into the country and programmes that are aired from the media houses even internet and sex education at early ages.

Key words: Reproductive health, Sexual health, Behaviour, Secondary school students, Udenu. 

Introduction
	The environment in which young people grow and make decisions related to reproductive and sexual health is becoming more challenging than ever before. This is so for many obvious reasons. Today’s adolescents are being bombarded with erotic stimuli and messages through movies, music, novels and magazines. Basen Engquist and Parcel (1992) affirmed this and noted that adolescents from their earliest years watch television shows and movies that insist that “sex appeal” is a personal quality that people need to develop to the Fullest. Haffiner (1999) opined that TV movies and music are not the only influence; the internet also provides the adolescents with seemingly unlimited access to information on sex as well as steady supply of people willing to talk about sex with them. 
	Specifically, as it relates to secondary school students who are also adolescents, Action Health Incorporated, AHI, (2003) stated that, today’s adolescent’s, live in a world that may give conflicting messages about what is expected of adolescent’s sexual activity. On the other hand, they are told to abstain or “just say no to sex” without knowing why, for how long or even knowing exactly how to go about it. In addition adolescents may see sexual relationship as extremely desirable. For instance music, movies, television, magazines and advertisements present sexuality in a way that glorifies and normalizes sexual behaviour of young people. In line with the above, Gail, Slap, Lucy, Comfort, Zink and Succop (2000) opined that sexual thoughts, feelings and behaviours present throughout life are often accentuated during adolescence. Dong (2001) further opined that just as sexual preferences are learned behaviours, most adolescent’s sexual deviations are learned behaviours with pornography having the power of conditioning them into sexual deviancy. For these reasons adolescents and indeed secondary school students find themselves in an environment of varied sexual practices which is challenging. This study becomes necessary to find out the reproductive and sexual health behaviour of those secondary school students in Udenu Local Government Area, Enugu State.
	Reproductive health is now recognized as a crucial part of general health and central feature of human development. As such, national conference of General practitioners (1995) stated that, reproductive health covers the entire life span of an individual. They further beliefs that it is reflection of health during childhood, adolescence and adulthood and therefore sets the stage for health beyond the reproductive years for both women and men and affects the health of next generation. Vaughar and Abouzahr (2000) associate reproductive health with prevention and treatment of diseases and supporting normal functions such as pregnancy and child birth. Elaborating further, they stated that reproductive health has to do with reducing the adverse outcomes of pregnancy, including maternal deaths and disabilities, complications of abortion, miscarriages, births and neonatal deaths. 
	WHO (2008) defined reproductive health as a state of complete physical, mental and social wellbeing in all matters related to reproductive system, functions and processes. This implies that, people are able to have a satisfying and safer sex life and they have the capability to reproduce and the freedom to decide if when and how often to do so.
	Reproductive health components as summarized by Benagiano (1994) are responsible reproductive sexual behaviour, available family planning services, effective maternal care and safe motherhood, effective control of reproductive tract infections, preventive and management of infertility, elimination of unsafe abortion, unwanted pregnancy, sexual abuse and prevention and treatment of malignancies of reproductive organs and sound adolescent health and sexuality. Effective reproductive health depends largely on the sate of sexual health. 
	WHO (1975) described sexual health as the integration of the somatic emotional, intellectual and social aspects of sexual being in ways that are positively enriching and that enhance personality.  Reproductive Health, matter – RHM (2001) described sexual health as having the freedom to choose how to express one’s sexuality (or how not to). The RHM report noted that sexual health also involves understanding one’s body, being comfortable with oneself and her sexual desires, having desirable sexual relationships with others; learning to identify and doing away with violent or abusive behaviours and learning to cope with the aftermath effects of such relationships. 
Centre for disease control and prevention-CDCP (2010) stated that sexual health also encompasses problems of HIV and STIs, unwanted pregnancy and abortion, infertility, cancer resulting from STIs, and sexual dysfunction. These components are also embedded in reproductive health. Robinson, Bockting, Rosser, Miner and Coleman (2011) identified components of sexual health to include, talking about sex in relation to culture, sexual identity, sexual anatomy and body functioning, sexual health care, safer sex, body image, masturbation, fantasy, positive sexuality, intimacy, relationships and spirituality. 
	WHO (2008) noted that, while sexual health is often subsumed within reproductive health, it is in fact a wider term as sex does not always involve reproduction. Most policies of programmes on reproductive health are aimed at women of reproductive years. Yet older people, for example, require information that responds to their sexual health needs rather than to reproductive health. Some of these aspects of sexuality they explore are masturbation, fondling/caressing, oral sex, kissing and hugging. Adolescents, including those in Udenu Local Government Area Secondary Schools, also explore their sexuality and engage in sex without necessarily wishing to reproduce. People in the same – sex relationships may have specific sexual health needs that have nothing to do with reproduction. WHO (2008) further affirmed that health experts and experts in health related disciplines agreed that the two concepts are inseparable, reproductive and sexual health (RSH) and that they are integral component of any Nation’s primary Health Care (PHC). Since the common concepts are many, this study is restricted to such components such as family planning and STIs. These components which form the bedrock of the present study are highlighted below. 
	Family planning, according to Onuzulike (2005), is a way of thinking and living that is adopted voluntary upon the basis of knowledge, attitude and responsible decisions by individuals and couples in order to promote health and welfare of the family and the group thus contributing effectively to the social development of the country. Through the teaching of family planning, individuals are assisted to decide on how to limit, space their births and avoid unwanted pregnancies. 
	STIs on the other hand, include all those diseases that result from sexual intercourse. While Ahi (2003) maintains that they are infections transmitted during unprotected sexual intercourse or genital contact among people. Samuel (2010) Opined that STIs are infections that are transmitted by way of direct contact. 
	Behaviour, according to Kann (1995), refers to actions of a system or organisms, usually in relation to its environment, which include the other systems or organisms around as well as the physical environment. When behaviour happens so regularly, it becomes a practice. Practice according to webster’s (2000) is defined as the act of doing something customarily or habitually or to do or perform often. Practice also refers to a way of doing something regularly (Hornby, 2005). Thus behaviour and practice can be used interchangeably in this study. The study was concerned with reproductive and sexual health behaviours bordening on family planning and STIs. 
	Secondary school students are young persons between the age of 11 – 18 years who possess the same characteristics as adolescents and were used interchangeably in this study. They are characterized by rapid changes in physical growth, development of sexual characterics and reproductive capability, psychological development of autonomy, independent identity and value systems, cognition moving from concrete to abstract thought, emotional moodiness, shifting from self-centeredness to empathy in relationship (WHO, 2003). FOX (2004) maintained that adolescents are most often excited by their sexual senses and also by imagination, as they become more interested in sex by pressure of constant sexual stimulation through thoughts or desire, erotic figures, pictures and films as well as physical contact such as caressing and kissing. The test of the present study is to find out the reproductive and sexual health behaviour regarding family planning and STIs of secondary school students in Udenu Local Government Area, Enugu State. 

Purpose of the Study
	The purpose of this study was to find out the reproductive and sexual health behaviour of secondary school students in Udenu Local Government Area, Enugu State. Specifically, the study was set out to find out the: 
1. Behaviour of student regarding family planning? 
2. Behaviour of students regarding STIs? 

Research Questions
To guide this present study, the following research queons were posed: 
1. What is the behaviour of secondary school student regarding family planning? 
2. What is the behaviour of secondary school students regarding STIs? 

Methods 
	Specifically, this section describes the research design, area of the study, population for the study, sample and sampling technique, instrument for data collection, validity and reliability of the instrument, methods of data collection and data analysis. A descriptive survey research design was employed for the study. Nwana (1986) opined that this design facilitates the description of situation in its present state and solicits information directly from the respondents. Frankfort – Nachmias (2006) demonstrated that descriptive survey design is a research design used most predominantly in survey research because it facilitates the gathering of information about a larger population by collecting information from a segment of that very population from where generalization can be inferred. The population for the study consisted of all the secondary school students in Udenu Local Government Area of Enugu State. The total population of secondary school students in the 17 public secondary school in Udenu Local Government Area, Enugu State was 10, 464 (PPSMB – post primary school management Board & STVSMB – Science, Technical and Vocational School Management Board Obollor – Afor Zone 5/3/2012). The total population of students in the 15 private secondary schools in Udenu Local Government Area of Enugu State was 4900 (Dean of studies in the individual school). Then the total population of all the secondary school students in Udenu Local Government Area is 15,364 students. The sample for the study consisted of 768 subjects representing 5 percent of the population of secondary school students in Udenu Local Government Area, Enugu State. This is in line with Nwana’s (1990) rule of thumb which states that, when the population of a study is in many thousands 2 – 5 percent of them will be considered representative. There are 17 public secondary schools and 15 approved private secondary schools in Udenu Local Government Area, of Enugu State giving a total of 32 secondary schools. The multi-stage sampling procedure was employed to draw the sample for the study. The procedure for sample selection involved three stages. In the first stage, simple random sampling technique was used to select eight secondary schools each from public and private schools in Udenu Local Government Area,  Enugu State. This resulted in the selecting of sixteen secondary schools that was used for the study. In the second stage, simple random sampling of balloting without replacement was used to select one class in each stream from each school and a total of 96 classes were selected for the study. In the third stage simple random sampling of balloting without replacement was also used to select 8 students each from the six classes selected in each school. On completion of these sampling procedures; 48 students were selected in each school making a total of 768 students for the study. 
	The instrument for data collection was the researcher – designed questionnaire which was called Reproductive and Sexual Health Behaviour Questionnaire RSHBQ. The questionnaire was divided into two sections namely: section A which consisted of two items demanding the bio-data of the respondents. Section B comprised of 8 behavioural statements inquiring into the behaviours of secondary school students regarding reproductive and sexual health. The respondent were required to respond “Yes” or “No”  to each of the behaviours statement, that is “Yes” to a behaviour that the respondent has adopted or “No” to a behaviour that the individual does not adopt. 
	The validity of the research instrument was established by giving the draft instrument, the specific objectives and the research questions of the study to five expert lecturers in the Department of Health and Physical Education, University of Nigeria Nsukka. Their main task was to critically examine the questionnaire items and to ascertain that the instrument covers the objectives of the study. They were also required to check for the appropriateness of each items in terms of the language used as well as the suitability of questionnaire items for inclusion in the instrument and make corrections as they deem fit. Their constructive criticisms and suggestions were used to produce the final version of the instrument that was used for data collection for this present study. A reliability index of .65 was established using Kudder – Richardson K – R 20 formular. Ogbazi and Okpala (1994) explained that if a reliability coefficient index obtained is up to .60 and above, the instrument is considered reliable. This was considered reliable to achieve the objectives of this study. To gain access to the respondents for data collection a duly signed letter of introduction by the researcher was presented to the principals of the 16 secondary school schools used for the study seeking permission to carry out the study reproductive and sexual health behaviour of secondary school students in Udenu Local Government Area, Enugu State. Copies of the questionnaire were administered to the respondents in each of the secondary schools by the researcher and with the help of some teachers in school. The teachers were briefed on the modalities for administering the instrument. The completed copies of the instrument were collected from the respondents on the spot. This approach yielded a high return rate. Frequency counts and percentages were the statistics employed to analyze the two research questions.                  

Results
The findings of the study are hereby presented in the table below according to the research questions. The number of the instrument correctly filled was seven hundred and sixty three copies and was used for the study. 

Table 1. Percentage Analysis of Family Planning Behaviours of Students (n = 763)
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Family planning behaviours 
young people love having sex
 using withdrawal method
120
15.7
643
  84.3
Young people love having 
sex using condom 
86
11.3
677
  88.7
Young people love having 
Sex with protection 
119
15.6
644
88.4
Young people always 
Take oral contraceptive 
148
19.4
615
80.6
Overall Percentage 
15.5
84.5
)










Table 1 shows that slightly less than one-fifth (19.4%) secondary school students indicated that young people always took oral contraceptives (19.4%), loved having sex using withdrawal method (15.7%), loved having sex with condom (11.3%). This implies that the behaviours of the students regarding family planning were irresponsible. 





Table 2 s Behaviours of Students (n = 763)
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To prevent s 
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Table 2 shows that majority of secondary school students indicated that after sexual intercourse, young people took bath with hot water to prevent STIs (90.6) and used antibiotics to prevent STIs (81.4%). The table further shows that less than one half of the students indicated that young people always used condom during sex to prevent STIs (40.8%) while only 31.1 per cent indicated that young people used contraceptive pills to prevent STIs. 

Discussion 
	The findings in table 1 showed that slightly less than one fifth of the students indicated that young people always took oral contraceptives (19.4%), loved having sex using withdrawal method (15.7%), loved having sex with protection 15.6% and loved having sex with condom 11.3 per cent. This result was expected because Araoye and Fakeye (2003) in their study found out that despite widespread awareness of contraception and sexual transmission of STIs including HIV and AIDS, 72 per cent of sexually active male and 81 per cent female students had used any contraception. The implication of these findings is that there will be rampant teenage pregnancies among the female students which may lead to induced abortion with its complications, drop out from schools and an undesirable marriage and grief on the part of the couple, their parent and their friends. School guidance counselors and health educators should advise students to emulate those desirable behavours regarding family planning. Health care providers should also encourage young adolescents to seek information in family planning behaviours. 
	The findings in Table 2 revealed that majority of the students indicated that young people took bath with hot water after sexual intercourse to prevent STIs (90.6%) and used antibiotics to prevent STIs (81.4%) while less than one-half of the secondary school students indicated that young people used condom during sex to prevent STIs (40.8%). Only 31.1 per cent of the students indicated that young people used contraceptive pills to prevent STIs. These results were anticipated and therefore not a surprise. From personal observation and experience, young people are more vulnerable to HIV and other sexually transmitted diseases because they are more likely to engage in high risk behaviours such as unprotected sex with multiple sex partners. There is need to intensify sex education and counseling services for these students to adopt safer sex activities to prevent increase rate of STIs. Emphasis, should be a total condemnation of sexual activities that encourages STIs especially sex before marriage. 

Conclusion 
Based on the findings of the study, the following conclusions were drawn: 
1. Slightly less than one fifth of the students always took oral contraceptives, loved having sex using withdrawal method, loved having sex with protection and loved having sex with condom. 
2. Majority of the students took bath with hot water to prevent STIs used antibiotics to prevent STIs while less than one-half of the secondary school students used condom during sex to prevent STIs and slightly more than one third of the students used contraceptive pills to prevent s. 

Recommendations 
Based on the major findings, discussion and conclusions, thereof, it was recommended as follows: 
1. Since sex is a powerful force, its true meaning has to be exposed to teenagers both at home and in schools to enable them make wise decisions based on self-control and personal code of conduct that will encourage desirable behaviours. 
2. Both parents and health educators should try as much as possible to set good examples for the adolescents to follow on sexuality, this they could do by encouraging the development of a set of values in teenagers that will guide their sexual behaviours. 
3. Ministry of information should do more to census the type of films brought into the country and the program that are aired from the mediahouses and even internet. 
4. Parents should know the importance of communication in the home. They should disabuse their mind on the tradition of not discussing sex with their children and realize the danger of lack of discussion which is that the adolescents will seek wrong information from their peers. 
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Abstract 
The study assessed the preventive practices regarding occupational health hazards among workers in Anambra Motor Manufacturing Company (ANAMCO), Enugu, Nigeria. The descriptive survey design was used for the study. The population for the study consisted of 521 workers of ANAMCO. The instrument used for the study was the Occupational Health Hazard Preventive Practices Questionnaire (OHHPPQ), which was designed by the researcher. The face validity of the instrument was determined through the judgement of three experts from the departments of HPE and Social Sciences in UNN. Split half reliability of .85 was obtained for the instrument. Stratified sampling technique was used to draw sample for the study. Frequency, percentages and chi-square statistics were used for data analysis. Results revealed that workers’ acceptance of protective devices depends on their belief that the devices give them minimal discomfort; when management breach the contractual agreement regarding the provision of protective measures, it dampens workers’ interest in obeying workplace regulations and finally, the junior workers differed significantly from the senior workers in their adoption of preventive practices regarding occupational health hazards. Following from these findings, it was recommended, among others, that more workshops, seminars and training should be organized for all workers, especially the senior workers in order to reduce their risk taking practices.

Keywords: Preventive Practices, Workers, Occupational Health, Hazard, Job Status
Introduction
The industrial revolution that took place in Europe and America between 1760 and 1830 led to profound social change, with rapid urbanization in the world (Harrison, 2012). This resulted to significant industrial change and subsequently, brought to limelight the issues and problems facing workers in the world of work. Job characteristics, environmental context, and the desire by management practitioners to maintain high level of productivity even at the detriment of the workers’ health are some predisposing factors of occupational hazards (Jadab, 2012).
	With total neglect of the harmful effects of occupational hazards in developing nations like Nigeria (Owumi, 1997), the progress achieved towards improving human health in the world of work in developed countries is at risk since the world is turning into a global village. Consequently, there is a need to intensify research efforts in health related issues in the world of work since workers spend two-thirds of their active life in the work environment, other than the home environment (Reason 2010). Stressing the importance of research in this area, Pingle (2012) advocates for safety surveys at different levels in order to generate data on the nature, scope and the extent to which workers are aware of, and adopt proper measures to avert the occupational health hazards associated with their work environment.
	The term occupational health refers to the promotion and maintenance of the highest degree of physical, mental and social well-being of workers in all occupations (International Labour Organization – ILO, 2001). Occupational health according to ILO should address the issues of prevention amongst workers, of departures from health caused by workers’ working conditions; the protection of workers in their employment from risks resulting from factors adverse to health; the placing and maintenance of the worker in an occupational environment adapted to his physiological and psychological capabilities and finally the adoption of work to man and of each man to his job. It therefore implies that workers should maintain a working culture geared towards an adoption of essential value system in protecting themselves and in averting hazards in their work environments. Contrary to this, workers are likely to encounter health hazards in their work environment.
	Occupational health hazard is defined as the potential risks to health and safety of workers in their workplace. World Health Organization –WHO (1999) noted that about 70 percent of adult men and up to 60 percent of adult women throughout the world encounter occupational health hazards annually. The WHO also observed that the specific occupational health hazards faced by workers depend on the region and its economic standing. To this effect, WHO acknowledged that occupational health hazards are more prevalent in the rapidly industrializing countries than in the developed countries of the world because the former use technologies that are less advanced. 
	Omolulu (1997) identified many hazards in Nigerian workplaces to include excessive heat, excessive cold, harmful dusts and spores, toxic chemical exposures, light radiations and repetitive tasks. Adeoye, Bedibele and Onakpoya (2011) observed humidity, respective tasks, explosion hazards and physical work load as hazards encountered by Nigerian workers.  WHO (1997) had already classified, industrial hazards in terms of mechanical; ergonomically poor working conditions, biological agent; physical factors, reproductive hazards; allergenic agents; chemical hazards; social hazards and psychological stress. This study explored the nine classifications of hazards put forward by WHO (1997) because despite of a plethora of legislations at national and international levels that were made to protect the workers in our various organizations for instance, the International Labour Organization Occupational Safety and Health Convention No 171 (Harrison, 2012) and despite various safety mechanisms and devices suggested to managements and workers to upgrade and maintain the standard and safety of work environment, studies (Aliyu and Shehu 2006; Dawodu and Omoti, 2010; Merler, Evcolonelli and Deklerk, 2000; Benedyk and Minister, 2010) have proved that workers in Nigeria and other parts of the world still encounter injuries and diseases in their job and work environment. Following from this, the study assessed the preventive practices adopted by workers against occupational health hazards.
	Preventive practice is defined as any organizational or individual based activity that is geared towards eliminating or reducing accidents and diseases in the workplace environment (Malek, Adel, Amal and James, 2010). All workplace hazards (chemical, physical etc) can be prevented and controlled by a variety of methods (Harrison, 2012). The goal of controlling hazards according to WHO (1997) is to protect workers from the risk of occupational hazards. ILO (2001) had identified five general categories of control measures to include, eliminations, substitutions, engineering, administrative controls and personal protective equipment. Jadab (2012) maintained that the prevention of occupational diseases should centre on explaining to workers the hazards of every operation they perform. Chien, Ton, Lee, Chia, Shu and Wu (2003) suggested that the best approach to reducing the harmful effects of the products is to recycle the end products. Keyserling (2006) suggested that workers’ acceptance of protective devices depends partly on their belief that the devices are effective in preventing injuries and partly on the comfort derived from the use of such protective devices. Volinn (2012) also agreed that it is only when the workers accept a particular protective device and are motivated to use it that one hopes to achieve a measure of success.
	Some theories have tried to explain peoples’ reactions to obnoxious events (occupational health hazards) in order to avert the aversive stimuli. One of such theories is Fisher and Fisher (1992) theory of Reasoned Action (RA).  According to this theory, one of the determinants of occupational health hazard prevention is the belief in their negative impacts on human health and their severity. It suggests that individuals are likely to adopt healthy behaviour if they perceive that they are susceptible to illness, consequences of infection are severe, and effective solutions exist. It is therefore assumed that workers and/or management of the organization are likely to adopt one or more preventive measures if they are aware that the work conditions are not free of potential dangers (hazards); consequences of these hazards to workers’ health are severe; and effective ways of averting such situation exist (prevention). The study assessed workers’ job status in relation to their preventive practices regarding occupational health hazards which clarifies the preventive practices adopted by the senior and junior workers against their workplace health hazards.
	Study by Donald and Young (2012) showed that the junior workers reported more accident rates than their senior counterparts, indicating that the senior workers took more precautionary measures than the junior workers. Zhao, Bogossion and Turner (2012) also found significant difference in the preventive practices adopted by the senior and junior workers, with the junior workers showing higher preventive practices than their senior counterparts. However, Cox and Flin (2011) argued that health hazards which result from unsafe behaviour spread across the various segments of workforce, pointing out that the causes of accidents are the characteristics of work and organizational environments and the psychological and behavioural characteristics of the individual.
	The above reviewed studies presented conflicting findings. Also, most of the studies sampled workers from other countries who do not share the same work environment with Nigerian industrial climate. This obviously created impetus for the need to carry out study in this area using Nigerian sample.

Purpose of the Study 
	The purpose of the study was to assess the preventive practices of workers regarding occupational health hazards in Enugu State, Nigeria. Specifically, the study:
1. Assessed the preventive practices of workers against occupational health hazards.
2. Assessed job status influenced preventive practices of workers against occupational health hazards.

Research Questions
1. What are the preventive practices of workers against occupational health hazards?
2. What is the influence of job status on the preventive practices of workers against occupational health hazards?

Hypothesis 
There is no statistically significant difference between senior and junior workers on preventive practices they adopt against occupational health hazards (p<.05).

Methods
The study adopted the descriptive survey design.The study was carried out in Anambra Motor Manufacturing Company (ANAMCO), which situates in Enugu state, Nigeria. ANAMCO assembles and fabricates car spare parts and uses some chemicals that are hazardous to health of workers. Hazards associated with the nature of their job include: physical hazards, mechanical hazards, ergonomically poor marking conditions, chemical hazard, psychological stress, social conditions, reproductive hazards and allergenic agents. The worker’s exposure to these hazards formed the bases for the choice of the company for the study. The population for the study consisted of all the 521 workers of Anambra Motor Manufacturing Company (ANAMCO), Enugu. Out of this number, 304 of them were junior workers while 217 of them were senior workers. The sample for the study was 261 workers selected by means of stratified sampling technique. Available data on the number of workers per section allowed for stratification of sample proportionately according to sections. In other words, workers were selected from the eight sections that make up the company in proportion of 1:2 of junior and senior workers in each section. The sections are: administrative with 46 workers, mechanical 152, assemblage 142, health unit 62, security 43, bursary 38, catering 18 and laundry 20 workers. 
The instrument used for data collection in the study was Occupational Health Hazard preventive Practices Questionnaire (OHHIPQ) to measure the preventive practices of workers against occupational health hazards. The questionnaire consisted of two sections. Section A deals with the demographic variable of job status, while section B comprised 10-items that measured workers’ preventive practices regarding occupational health hazards. Respondents were requested to tick “yes” or “no” where appropriate in response to the question items.
	The face validity of the instrument was determined through the judgement of three experts from the department of HPE and Social Sciences in UNN. In order to establish the reliability of the instrument, 96 copies of the instrument were administered to workers of Emenite Nigeria Ltd, Enugu. The Product Moment Correlation coefficient was used to determine the split-half reliability of the instrument. The split-half reliability of .85 was obtained. This was corrected with spearman Brown formular, = .92, to estimate the validity of the instrument.
In order to facilitate the distribution of the questionnaire, the researcher raised an introductory letter to the General Manager Personnel Unit of the organization. A total number of 261 copies of the questionnaire were distributed to the workers and this was done through the eight sectional heads of the company. The time allotted for the filling of the questionnaire was thirty minutes and these were filed and collected on the spot. A hundred percent return rate was achieved with 221 copies correctly filled. This yielded a return rate of 86.73 percent. Frequency, percentage and chi-square were used to analyze data on preventive practices of workers regarding occupational hazards. The research questions were answered using frequencies and percentages, while the hypothesis was tested using the chi-square statistics

Results 
Table 1.  Preventive Practices of Workers against Occupational Hazards 	
	
	Items 
	Yes        %
	No        %

	1.
	The management of this organization sends us on periodic training on safety devices 
	124  	56.10
	97  	43.90

	2
	Workers of this organization are not provided with safety gadgets
	24 	10.9
	197 	89.1

	3
	I put safety devices such as ear protector in our work environment 
	129 	58.4
	92 	41.6

	4
	The management does not regularly review and monitor equipment used for production 
	71  	32.1
	150  	67.9

	5
	I observe work shift as introduced by the management of this organization
	221  	100
	0  	0

	6
	The management of this organization does not have a social welfare scheme
	178  	80.5
	43  	19.5

	7
	I observe most of the rules and regulations stipulated in my place of work against hazards
	55  	24.89
	166  	75.11

	8
	Some of the high temperature protective devices are outdated and as such I do not put them on while on duty
	205  	92.76
	16  	7.25

	9
	I try as much as possible to put into practice the entire preventive practices taught in the seminars and workshops.
	114  	51.58
	107  	48.42

	10
	I do not remember to put on the vibration protective devices
	40  	18.10
	181  	81.90



	The answer to research question 1 is shown in Table 1 above. The table showed that (56.10%) and (43.90%) of the workers agreed and disagreed respectively on the question that management sent them on periodic training. About (89%) percent agreed that they were provided with safety gadgets while only (58%) of the sample said they put on the safety devices. As to whether management of the organization monitored the equipment regularly, (67%) agreed that management did monitor the equipment. All the workers (100%) agreed that they observed the shift work as introduced by the management while eighty (80%) percent of the participants reported that management did not have welfare scheme for workers.
	Seventy-five percent of the participants said that they did not observe most of the rules and regulations stipulated by the organization and (92.76%) also agreed that they did not put on the safety devices because they were outdated.
	Regarding whether workers put into practice the preventive practices taught in the seminars and workshops about (58%) said they did not. Most of the workers, (82%) agreed that they did not remember to put on vibration protective devices. 

Table 2: Influence of Job Status on the Preventive Practices of Workers Regarding Occupational Health Hazards 
	
	Items 
	Senior (n =122)
	Junior (n=99)

	
	
	   F          %
	 F	%

	1.
	The management of this organization sends us on periodic training on safety devices 
	69
	56.59
	55
	55.5

	2.
	Workers of this organization are not provided with safety gadgets.
	106
	87
	89
	92

	3.
	I put safety devices such as ear protector in our work environment.
	79
	65
	50
	51

	4.
	The management does not regularly review and monitor equipment used for production 
	95
	78
	55
	56

	5.
	I observed work shift as introduced by the management of this organization 
	122
	100
	99
	100

	6.
	The management of this organization does not have a social welfare scheme.
	82
	67
	76
	77

	7.
	I observe most of the rules and regulations stipulated in my place of work against hazards.
	12
	10
	43
	43

	8.
	Some of the high temperature protective devices are outdated and as such I do not put them on while on duty.
	109
	89
	96
	96.97

	9.
	I try as much as possible to put into practice the entire preventive practices taught in the seminars and workshops.
	64
	52
	50
	51

	10.
	I do not remember to put on the vibration protective devices. 
	91
	75
	90
	91



Table 2 revealed that the junior workers took more preventive measures than the senior workers. Items 2, 6, 7, 8 and 10 indicated that the junior workers adopted more preventive practices while only item 4 showed more preventive practices among the senior workers. However, the workers showed almost equal levels of responses in all other items tested (Items 1, 3, 5 and 9).

Table 3. Difference between Senior and Junior Staff Workers on Preventive Practice Regarding Occupational Hazards 
	
	Items
	n
	Calx2
	Table
	P
	df 

	
	
	
	Value
	X2
	
	

	1.
	The management of this organization sends us on periodic training on safety devices 
	221
	0.08
	3.84
	p>.05
	1

	2.
	Employees of this organization are not provided with safety gadgets.
	221
	11.35*
	3.84
	P<.05
	1

	3.
	I put safety devices such as ear protector in our work environment.
	221
	0.08
	3.84
	p>.05
	1

	4.
	The management does not regularly review and monitor equipment used for production 
	221
	59.80*
	3.84
	P<.05
	1

	5.
	I observe work shift as introduced by the management of this organization.
	221
	2.87
	3.84
	P>.05
	1

	6.
	The management of this organization does not have a social welfare scheme.
	221
	14.74*
	3.84
	P<.05
	1

	7.
	I observed most of the rules and regulations stipulated in my place of work against hazards.
	221
	2.58
	3.84
	P>.05
	1

	8.
	Some of the high temperature protective devices are outdated and as such I do not put them on while on duty.
	221
	23.73*
	3.84
	P<.05
	1

	9.
	I try as much as possible to put into practice the entire preventive practice taught in the seminars and workshops
	221
	13.49*
	3.84
	P<.05
	1

	10.
	I do not remember to put on the vibration protective devices 
	221
	3.85*
	3.84
	P<.05
	1


* = significant at .05 (p<.05)	

Table 3 showed that items 2 (x2=11.35,p<.05) ; 4 (x2 =59.80, p<.05),  6 (x2 =14.74, p<.05), 8 (x2 = 23.73,p<.05), 9 (x2 =13.49p<.05) and 10 (x2 =3.85p<.05) are significant because the calculated x2 of the items are greater than the table x2. This implies that there were significant differences between junior and senior workers on preventive practices. 	The junior workers showed significantly higher preventive practices than their senior counterparts by indicating more precautionary measures in four out of the six question items found significant. Therefore, the null hypothesis was rejected. However, no significant differences on preventive practices regarding occupational health hazards were found between junior and senior workers on items 1, 3, 5 and 7.

Discussion 
	Result in Table 1 presented contradictory responses from the ANAMCO workers. For instance, while majority of the workers disagreed that the management provides them with safety gadgets they also maintained that they put safety devices such as ear protector in the course of performing their jobs. Regarding whether workers observed work shift as introduced by the management, majority agreed that they observed the shift work, but they however, maintained that the management does not provide them with social welfare scheme as entrenched in the organizational work rule. Workers also revealed that some of the protective devices are outdated, which hinders them from putting them on while working. This is in line with Keyserlin (2000) and Volinn (2012) various suggestions that workers’ acceptance of protective devices  depends partly on their belief that the devices are effective in preventing injuries and partly on the comfort derived from the use of such protective devices. This implies that workers’ acceptance of protective devices depends on their belief that the devices are effective in protecting them, and when such devices give workers minimal discomfort.
	Furthermore, management’s breach of the contractual agreement regarding the provision of welfare scheme to workers may have dampened workers’ interest in obeying workplace regulations, preventive practices inclusive. Perhaps, that may explain why majority of the workers reported that they do not observe most of the rules and regulations as stipulated in their work organization. 
	Result in Table 2 showed that the junior workers took more preventive measures than the senior workers in most of the items investigated. Similarly, the result of the chi-square in Table 3 indicated significant difference between the junior and senior workers on their preventive practices, showing that the junior workers adopted more preventive measures than the senior workers. This finding is in congruence with Donald and Young (2012) and Zhao, Bogossion and Turne (2012) whose various results showed significant differences in the preventive practices adopted by senior and junior workers.  However, the result contradicted Cox and Flin (2011) argument that health hazards which result from unsafe behaviour spread across the various segments of workforce, irrespective of job status. While the junior workers reported that management does not provide them with gadgets, the senior workers answered in the contrary. This suggests that the junior workers may be reporting what they experienced in their workplace since they worked in shop floors where such gadgets are required but not provided by the management, while the senior workers could be taking their responses in defense of the policy, which they participated in formulating. 					As to whether management of the organization regularly reviewed and monitored equipment to ensure accident free work environment, the senior workers affirmed that management embarked on safety audit. The junior workers, however, disagreed with that statement. This could be explained by the fact that as workers climb occupational ladder, they participate in decision-making and as well benefit in pension scheme and therefore are more likely to hold positive views about the management. In addition, the senior workers may feel that objectively reporting what is prevalent in the working place may amount to exposing the organization’s inefficiencies. In the same vein, the senior workers agreed that the management has welfare scheme, which is contrary to what the junior workers reported. Since the senior workers are provided with some organizational privileges such as pension sharing plans, bonus and other rewards attached to their offices, they are more likely to defend the policies of the company. The junior workers reported that they did not put on some of the high temperature protective devices. This is in line with the suggestion of the Reasoned Action theory of Fisher and Fisher (1992), which the present study is anchored. This theory posits that workers are likely to adopt preventive measures if they know the consequences of such hazard. To this, it could be that the junior workers are not well informed about the dangers of not using such device in performing their jobs.

Conclusion 
	The study assessed the preventive practices of ANAMCO workers regarding occupational health hazards. The findings showed that workers’ acceptance of protective devices depends on their belief that the devices give them minimal discomfort. Result also showed that when management breach the contractual agreement regarding the provision of some necessary measures needed for workers to protect themselves in the workplace environment, it dampens workers’ interest in obeying workplace regulations. Furthermore, the findings indicated that the junior workers took more preventive measures than the senior workers.  Similarly, the result showed that there is significant difference in the preventive practices adopted by the senior and junior workers, with the junior workers showing higher preventive practice then the senior workers. It then implies that the workers do not understand properly the health implications of working without the use of protective devices.  It equally shows that management is not putting in their best in provision and enforcement of use of protective devices among workers, especially among the senior workers. Furthermore, the finding implies that the senior workers are relapsing in the use of available protective devices. 

Recommendation 
It is therefore recommended that:
1. More workshops, seminars, training, re-training on safety practices should be organized for all cadres of workforce, especially the senior workers in order to reduce their risk taking practices.
2. The management should try and show stronger and true commitment to the provision and enforcement of use of safety devices among workers. 
3. New workers should be given proper orientation regarding the prevalence of hazards; their susceptibility and the implications of their exposure to hazards in their workplace environment.
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Abstract	
Death fear is a threat to teaching profession and academic performances particularly in secondary schools. This study determined death fear in teaching profession in secondary schools in Nsukka urban. Three research questions and one null hypothesis of no significant difference guided the study. The study adopted a descriptive research design. A sample size of 260 respondents was randomly selected from thirteen public secondary schools in Nsukka urban of Enugu state. Questionnaire was used as instrument for data collection. Mean, standard deviation and t-test were the statistical tools used for data analysis. The finding indicated that death fear in teaching profession in secondary schools in Nsukka urban is high. Female teachers showed higher death fear in teaching profession than their male counterpart. Year of experience determined death fear in teaching profession. It was recommended among others that Nigerian universities and Colleges of Education should provide more effective death education programmes and courses that can modify the attitudes of students and teachers towards death and death related concepts.
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Introduction
	The pronouncement of death occurrence often stirs up strong emotions in individuals such as sorrow, helplessness, anxiety, feelings of frustration, loss, depression, anger and guilt (Weigel, Parker, Fanning, Reyna & Gasbarra, 2007). Such emotional disposition is known as death fear. Death fear has remained a threat to teaching profession and academic performances particularly in secondary schools. Fry (2003) conceived death fear as multidimensional concept that covers fears related to one’s own death, the death of others, fear of the unknown, fear of obliteration and fear of the dying process. Similarly, Tance (2008) highlighted other dimensions of death fear to include: fear of dying, fear of the dead, fear of being destroyed, fear of significant others, fear of the unknown, fear of conscious death, fear of the body after death, and fear of premature death.
In different perspective, Jamil (2012) submitted that the greatest fear in human is the fear of survival, though depending on how fear is defined. The author therefore, conceived fear as an emotion induced by a threat perceived by living entities, which causes a change in brain and organ function and ultimately a change in behaviour, such as running away, hiding or freezing from traumatic events. These dimensions of fear hold strong effect on human emotion and therefore, determine to an acceptable extent, the chances of success in any career or profession. It has been noted that fear may occur in response to a specific stimulus happening in the presence, or to a future situation, which is perceived as risk to health or life (Ohman, 2000). However, these responses may arise from perception of danger leading to confrontation with or escape from or avoiding the threat (also known as the fight-or-flight response), which in extreme cases of fear (horror and terror) can be a freeze response or paralysis. Fear could predispose death (Kahoe and Dunn (2007). 
The concept of death has been perceived differently by various researchers. For instance, Okafor (1993) defined death as an unpredictable and unexpected event that cuts off life. Baker (2000) perceived death as the irreversible cessation of the capacity for consciousness. Consciousness in this definition is meant broadly to include subjective experiences so that both wakeful and dreaming states count as instance. One dies on this view upon entering a state in which the brain is incapable of returning to consciousness. Ugwu (2012) conceived death as the permanent cessation of life. As used in this study, death is the termination of human existence. It has been hypothesized and tested that fear of death motivates religious commitment and assurance about afterlife (Wink, 2006). The author argued that religiosity can be related to fear of death when the afterlife is portrayed as time of punishment or reward. In a 2006 study of the white (Christian men and women), it was tested that traditional, church-centred religiousness and de-institutionalized spiritual seeking are ways of approaching fear of death in old age. It was found that both religiousness and spirituality were related to positive psychosocial functioning, but only church-centered religiousness protected subjects against the fear of death (Wink, 2006). These findings may not be significantly different when teachers are the focus of the study.
Teaching profession is a demanding job that requires high level of confidence on teachers, in order to accomplish the goal of education (College Foundation of North Carolina – CFNC, 2014). Teachers, therefore, require routine opportunities for seminar, workshop and conferences on death education, death concepts and death related topics, to enable them update the necessary competences and courage needed in teaching profession. Such social setting according to Bandura (1997) serves as a tool in building one’s self-efficacy, motivation and confidence level. This study anchored on social cognitive theory (SCT) propounded by Bandura in 1977. The theory explained human behaviour using a three-way reciprocal approach involving person, environment and behaviour. The influence of these factors according to Schwarzer (1992) continually interacts in a reciprocal process, implying that one factor affects the other, the person can shape the environment and the environment can as well shape the person or his behaviour. This is applied in the present study in that, death occurrences in school environment can influence teachers’ disposition and behaviour in their profession.
 A lot of studies have focused on death fear, death attitude and anxiety. For instance, Okafor (1993) found that women exhibit higher death fear than their male counterparts. It has also been revealed that individuals in general hold high death fear (Durosaro, 1996). Fear according to Durosaro (1996) is a vital response to physical and emotional danger. Abdel-Khalek and Al-Kandari (2006) noted that gender-related differences in death fear are real. In addition, Olsson and Phelps (2007) found that death fear decreases with experience. Furthermore, Ugwu (2012) found that teachers above 10 years in teaching profession hold positive attitude towards death. However, none of these studies, to the best of the researcher’s knowledge focused on determining death fear in teaching profession in secondary schools in Nsukka urban. This was the gap the present study filled. 
Ideally, school environment is basically structured to promote effective teaching and learning process. Teachers are trained in Universities, National Teachers’ Institute, Teachers’ Training College, Colleges of Education, among others, to gain the right knowledge, skills and competences needed in teaching profession to enable them prepare students to become better individuals in future.
Recently, Nigerian schools have remained a target for killing and suicide bombing. These events no doubt trigger a lot of emotional challenges to both students and teachers in different schools thereby affecting the ideal goal of educational system. This study, therefore, determined death fear in teaching profession in secondary schools in Nsukka urban with consideration on gender and year of experience differences. From the literature reviewed, no study of this kind has been conducted on death fear in teaching profession in secondary schools in this location. This was the gap the researcher filled. The findings of the study may be of immense benefit to school administrators, curriculum planners, public health educators and educational institutions.  	The purpose of the study was to determine death fear in teaching profession in secondary schools in Nsukka urban. Specifically, the study determined:
1. death fear in teaching profession in secondary schools in Nsukka urban.
2. death fear in teaching profession in secondary schools in Nsukka urban based on years of experience.
3. death fear in teaching profession in secondary schools in Nsukka urban based on gender.
The following research questions guided the study.
1. What is the death fear in teaching profession in secondary schools in Nsukka urban?
2. What is the death fear in teaching profession in secondary schools in Nsukka urban based on year of experience?
3. What is the death fear in teaching profession in secondary schools in Nsukka urban based on gender?

Hypotheses
There is no significant difference on death fear in teaching profession in secondary schools in Nsukka urban based on gender at .05 level of significance.

Methods
The study adopted descriptive research design. This design according to Shuttleworth (2008) is a scientific method that involves observing and describing the behaviour of a subject without influencing it in any way, and helps to obtain information concerning the current status of the phenomena and to describe what exist with respect to variables or conditions in a situation. A sample size of 260 respondents was studied. Two-stage sampling procedure was adopted. In the first stage, purposive sampling procedure was used to select thirteen government-owned community secondary schools (Obimo, Okutu, Ibagwa-Ani, Umabor, Ehandiagu, Alor-Uno, Nru, Lejja, Ede-Oballa, Isienu, Edem, Okpuje and Obukpa) in Nsukka urban. The choice of purposive sampling was to ensure that only government-owned community (boys and girls) secondary schools were selected. In the second stage, random sampling procedure was used to select 20 teachers (10 males and 10 females) from each sampled school. Random sampling is of extreme important in that it assures the researcher that the samples represent, to an acceptable extent, the population from which they were drawn (Owie, 2006).
A researcher designed instrument known as death fear in teaching profession questionnaire (DFTPQ) was used for data collection. The instrument was designed to reflect some dimensions of death fear as shown in reviewed literature to include: fear of dying, fear of the dead, fear of being destroyed, fear of significant others, fear of the unknown, fear of conscious death, fear of the body after death, and fear of premature death. The face-validity of the questionnaire was established by three experts, two from Department of Health and Physical Education and one from Education Foundation, all in University of Nigeria, Nsukka. The instrument was considered reliable at .76
The researcher administered the instrument to the respondents and collected on the spot. The responses in the instrument were rated as follows:  strongly agree (SA) - 4, agree (A) - 3, disagree (D) - 2 and strongly disagree (SD) – 1 point. Mean and standard deviation were used for data analysis. A criterion mean of 2.50 was established for decision. Any item that had a mean score of 2.50 and above was considered high death fear, while below 2.50 was considered low. The null hypothesis was tested using t-test statistical analysis at .05 level of significance.

Results
Table 1: Death Fear in Teaching Profession in Secondary Schools in Nsukka Urban. (N = 260)

S/N. 	Death Fear in Teaching Profession						SD    Dec
1. I dread visiting a funeral home to seeing a dead student or colleague		2.55	1.137   High
2. Touching or seeing a corpse would disrupt my composure and affect
 my teaching ability							2.12 	1.052	Low
3. Discovering a dead body would be a horrifying experience in my
teaching profession							2.57	1.082    High
4. I am afraid to teach death concept or death-related topics to students 	2.78 	1.045    High
5. It would bother me to remove a dead body from the road or 
school premises								2.44 	1.077	Low
6. I dread discussing death issues with colleagues or friends in 
school or at home							2.63	1.131    High
7. If I try hard enough, I would not be afraid of the unknown 			2.19	1.086	Low
8. It does not scare me to think I may be conscious while lying 
in a morgue								2.57	1.044    High
9. I have a fear of not accomplishing my goals in life before dying 		2.82	1.034    High
10. I am always afraid of being destroyed with gun, knife, or bomb 
during school hours in school premises 					2.54 	1.104    High
Grand Mean							2.52	1.079   High


Data in Table 1 shows the mean responses on death fear in teaching profession in secondary schools in Nsukka Urban. The Table indicates that items “1, 3, 4, 6, 8, 9, and 10” had mean scores above the criterion mean point of 2.50 implying that death fear in teaching profession in secondary school is high. It was also indicated in the Table that items “2, 5, and 7” had mean scores below the criterion mean point of 2.50 implying low death fear in teaching profession. The Table further shows that the grand mean () of 2.52 which is above the criterion mean point of 2.50 implies that death fear in teaching profession in secondary school in Nsukka urban is high.

Table 2: Death Fear in Teaching Profession in Secondary Schools in Nsukka urban based on year of experience. (N = 260)

S/N   Teacher Self-Efficacy in Teaching Profession		  1-5yrs           6-10yrs      Above 10yrs



								SD      SD      SD
1. I dread visiting a funeral home to seeing a dead student 
or colleague 						2.46   1.006    2.17   1.113    2.57   .934
2. Touching or seeing a corpse would disrupt my composure
and affect my teaching ability				2.45     .935    2.21   1.054  2.52   .115 
3. Discovering a dead body would be a horrifying experience
in my teaching profession					2.35    .962    2.55    .998    2.51     .995
4. I am afraid to teach death concept or death-related topics 
to students 						2.52     .896    2.48   1.014    2.56   .059 
5. It would bother me to remove a dead body from the road
Or school premises					2.55    .918    2.41   1.015    2.43   .893
6. I dread discussing death issues with colleagues or friends
In school or at home					2.54    .989    2.44   1.043  2.56 .037	If I try hard enough, I would not be afraid of the unknown 	2.31    .701   2.51  .031   2.47  .087
7. It does not scare me to think I may be conscious while
Lying in a morgue					2.58    .941    2.46   1.039    2.57   .903
8. I have a fear of not accomplishing my goals in life
	before dying						2.61    .880    2.50    .994     2.53   .958
9. I am always afraid of being destroyed with gun, knife, 
or bomb during school hours in school premises		2.57    .901    2.82    .934    2.50    .911
Grand Mean					2.49    .912     2.45    .923   2.52   .589




Data in Table 2 shows the mean responses on death fear in teaching profession in secondary schools in Nsukka urban based on year of experience. As shown in the table, teachers whose year of experience is between 1-5 years (= 2.49, SD = .912) and 6-10 years (= 2.45, SD = .923) had mean score below the criterion mean of 2.50, implying low death fear in teaching profession while those whose years of experience is above 10 years (= 2.52, SD = .589) has mean score above the criterion mean of 2.50, implying high death fear in teaching profession in secondary schools in Nsukka urban.

Table 3: Death Fear in Teaching Profession in Secondary Schools in Nsukka Urban based on Gender. (N = 260)


S/N. 	Death Fear in Teaching Profession 				 Male  		Female 							SD        	SD
1. I dread visiting a funeral home to seeing a dead student or colleague   2.55	1.137	2.77   1.00
2. Touching or seeing a corpse would disrupt my composure and affect
 my teaching ability						  2.63	1.131	2.56   1.181 
3. Discovering a dead body would be a horrifying experience in my
teaching profession						  2.78    1.045	2.42   1.180
4. I am afraid to teach death concept or death-related topics to students  2.20	1.077	2.16   1.090 
5. It would bother me to remove a dead body from the road or 
school premises							 2.57	1.082	2.93   1.055
6. I dread discussing death issues with colleagues or friends in 
school or at home						2.12	1.052	2.72    .984
7. If I try hard enough, I would not be afraid of the unknown 		2.75	1.055	2.79    .965
8. It does not scare me to think I may be conscious while lying 
in a morgue							2.57	1.044	2.47   1.032
9. I have a fear of not accomplishing my goals in life before dying 	 2.55	1.006	2.95     .872
10. I am always afraid of being destroyed with gun, knife, or bomb 
during school hours in school premises 				 1.98	1.086	1.88   1.096
GrandMean							 2.47	1.071	2.56   1.045



Data in Table 3 shows the mean responses on death fear in teaching profession in secondary schools in Nsukka urban based on gender. The table revealed that male teachers have grand mean ( = 2.47, SD = 1.071) which is below the criterion mean of 2.50 indicating low death fear in teaching profession while the female teachers have grand mean score ( = 2.56, SD = 1.045) which is above the criterion mean of 2.50 indicating that death fear in teaching profession in secondary schools in Nsukka urban is high.

Table 4: t-test on Death Fear in Teaching Profession in Secondary Schools in Nsukka Urban based on Gender (N = 260)


Gender		 ± 	SD		 ± SD(d)		t-cal		df	P-value
Male		12.67    3.116
Gender		13.40    2.342		.73    -.774	1.262		260	.210



Data in Table 4 shows that differences exist on the mean responses of male and female teachers on death fear in teaching profession in secondary schools. The female teachers had higher mean score ( = 13.40, SD = 2.342) than their male counterparts ( = 12.67, SD = 3.116) with a t-calculated value of 1.262. The null hypothesis of no significance differences on death fear in teaching profession in secondary schools in Nsukka urban based on gender was therefore accepted since the p-value of .210 is greater than 0.05 level of significance.

Discussion 
Data in Table I show the mean responses on death fear in teaching profession in secondary schools. From the table, it was revealed that death fear in teaching profession in secondary schools in Nsukka urban is high. The finding was not surprising since there had been increased report of deaths both in schools and churches particularly in the Northern part of the country. This finding agrees with Durosaro (1996) who found that individuals in general hold high death fear. Fear is a vital response to physical and emotional danger and can also serve as a threat to success. The implication of the above finding is that the expected goal of education in teaching profession may not be accomplished since the teachers are exhibiting high death fear in their profession. Secondly, the students may not be performing well academically since the teachers are not giving their best. Thus, teaching profession requires that teachers should teach without fear. Therefore, there is need for workshops and seminars for teachers focusing on the implication of death fear in accomplishing the goal of education in teaching profession. 
Data in Table 2 shows the mean responses on death fear in teaching profession in secondary schools in Nsukka urban based on year of experience. The study showed that teachers whose year of experience is between 1-5 years and 6-10 years indicated low death fear in teaching profession while those whose years of experience is above 10 years indicated high death fear. The finding was surprising and disagrees with Olsson & Phelps (2007) who had earlier submitted that death fear decreases with experience. The finding also disagrees with Ugwu (2012) who found that teachers above 10 years in teaching profession hold positive attitude towards death. It is expected that the highly experienced teachers should exhibit low death fear due to their longer years of experiences in the profession but the reverse has been the case. Therefore, there is need for Nigerian universities and colleges of education to provide a more effective death education programmes and courses that would modify the attitudes of students and teachers towards death and death related concepts. 
Data in Table 3 showed the responses on death fear in teaching profession in secondary schools in Nsukka urban based on gender. The result indicated that female teachers showed high death fear in teaching profession while the male teachers indicated low. The expected finding could be attributed to cultural norms of the respondents which confer the responsibility of handling and preparing dead bodies for burial by males. Secondly, the males are known to be the shepherds both at homes and in work places while the females are meant to be protected. The finding is in line with the findings of Okafor (1993) who reported that females had more negative attitude towards death and dying than the males. The implication of the finding is that female teachers may not function optimally in their profession with such fear dispositions. Therefore, there is need for increased effort in eliminating death fear in teaching profession.
Data in Table 4 showed that differences exist on the mean responses of male and female teachers on death fear in teaching profession in secondary schools, though the differences were not statistically significant. Therefore, the null hypothesis of no significance differences on death fear in teaching profession in secondary schools in Nsukka urban based on gender was therefore accepted since the p-value of .210 is greater than .05 level of significance.

Conclusions
Based on the literature reviewed and the major findings of the study, it was concluded that death fear in teaching profession in secondary schools in Nsukka urban is high. Secondly, highly experienced teachers showed high death fear in teaching profession than their younger counterparts. Finally, female teachers indicated high death fear in teaching profession while male teachers indicated low.

Recommendation
	On the basis of the findings of the present study, the discussion and conclusions thereof, it was recommended as follows:
1. Nigerian universities and Colleges of Education should provide more effective death education programmes and courses that can change or modify the attitudes of the students and teachers towards death and death related concepts. This could be achieved by setting up a Curriculum Innovation Committee to plan a more detailed programme or improve on the already established ones.
2. The Ministries of Education should borrow a leaf from the NUC by also introducing death education at the lower levels of education since the negative death attitudes of individuals were most probably established from their earlier levels of education into the Universities levels.
3. The National University Commission may be advised to organize workshops, seminars and symposia for teachers and lecturers in order to help prepare them better for the task of teaching death education to students in schools, colleges and universities. 
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Abstract





The study was embarked upon to find out the socio-cultural determinants of induced abortion among female adolescents of secondary schools in Nsukka Urban of Enugu State. Four specific objectives with four corresponding research questions, and one null hypothesis guided the study. The study adopted the descriptive survey research design. The population for the study consisted of 1,525 female adolescents from co-educational and Girls only secondary schools. The sample was 308 female adolescents selected through multistage sampling technique. Researcher’s- designed valid and reliable questionnaire was used for data collection. Mean scores were used to answer the research questions, while t-test statistic was used to test the null hypothesis at .05 level of significance. Results of the study among others indicate that female adolescents accepted culture (=3.46), family background and upbringing  (=3.51), and peer pressure  (=3.19) as socio-cultural determinants of induced abortion; and female adolescents of all school types accepted the enlisted socio-cultural determinants of induced abortion, with those in co-educational schools (=4.05) having slightly higher mean responses than those in Girls’ only schools (=4.03). There was no significant difference in the socio-cultural determinants of induced abortion among female adolescents based on school type. Based on the findings, recommendations were made among which is that health personnel and significant others should sensitize adolescents on the consequences of involvement in induced abortion and the risk factors so as to reduce deaths and complications resulting from its practices.

Keyword: Abortion, Induced Abortion, Socio-cultural, Determinants, Female Adolescent.

Introduction
	Induced abortion has been a controversial issue for decades, especially among female adolescents. Every year about 36 to 53 million unwanted pregnancies are terminated either legally or secretly by induced abortion throughout the world (Henshaw, 2000). The exact number of induced abortion practices is not known, and about 30 to 50 per cent of all women undergo at least one induced abortion during their lifetime (Royston, 2002). Induced abortion seems to be prevailing among female adolescents, especially those living in urban settings due to their exposure to certain social activities such as prostitution, watching pornographies, reading erotic literatures, clubbing among others. These social activities lure young women into early sexual relationships, which may result in unwanted pregnancies. The adolescent may not want to keep the pregnancy, rather seek an abortion due to some socio-cultural factors.
	Abortion may be seen as premature termination of pregnancy. Grimes (2006) defined abortion as the termination of pregnancy by the removal or expulsion from the uterus of a foetus or embryo before viability. It is the ending of a pregnancy so that it does not result in the birth of a baby. Thus, pregnancy is removed from the uterus either by taking pills or by surgery. Most abortion can be provided on a daily basis which means that one does not need to stay in the clinic overnight. 
Abortion can occur spontaneously or be induced. World Health Organization-WHO (2007) posited that abortion can occur spontaneously in which case it is called ‘a miscarriage’ or it can purposely be induced, and that induced type could be called intentional termination of pregnancy. The World Health Organization added that spontaneous abortion is that in which the termination is not provoked; and induced abortion could be legal or criminal. Legal abortion refers to medically indicated abortion for women whose life or health is threatened by congenital or genetic factors; while criminal abortion is the termination of pregnancy by illegal interference, usually undertaken when legal induced abortion is unavailable, and is performed outside the law.
Induced abortion is caused by deliberate interference.  Induced abortion is a procedure that is done to end pregnancy (Shah & Zao, 2009). The author added that most induced abortion is done in the first twelve weeks of pregnancy. It is done deliberately or intentionally in a manner that the embryo or foetus will not survive or live if born. Culwell, Vekemans, De-Silva, and Hurwitz (2010) disclosed that induced abortion has a long history, and has been performed by various methods, including herbal abortificient (traditional means) or by the use of sharpened tools and other traditional methods. Moreover, contemporary medicine utilizes medication and surgical procedures for induced abortion. The authors further disclosed that legality prevalence, cultural and religious status of abortion varies substantially around the world; its legality can depend on specific conditions such as incest, rape, socio-economic factors or the adolescent’s health being at risk. Induced abortion has long been the source of considerate debate, controversy, and activism. In this study, induced abortion refers to a deliberate interruption of pregnancy by secondary school female adolescents. 
Adolescence can be described as the period of life that lies between the end of childhood and the beginning of adulthood.  Arnett (2007) defined adolescence biologically, as the physical transition marked by the onset of puberty and the termination of physical growth. When a girl becomes an adolescent, major physical and psycho-social changes occur in the primary sex characteristics which involves growth of the uterus, vagina, menarche and other aspects of the reproductive system (Arnett, 2007). Female adolescents may have to deal with sexual advances from older boys in the same secondary school or outside before they are emotionally and mentally mature (Johnson, Xiao, Palmer, Sun, Want, & Wei, 2008). Female adolescents are considered in this study because they are more vulnerable to sexual activities, such as watching pornographies, sexual abuse, reading erotic literatures among others. These activities may cause arousal in the adolescents, thereby luring them into having sex which may result in early unwanted pregnancy necessitating induced abortion practice or engagement.
There are many determinants that can cause female adolescents to engage in induced abortion. Lohr, Fjerstad, Desilva, and Lyus (2014) outlined the various determinants of induced abortion to include cultural background, family background or upbringing, peer pressure, social support, health status of women, rape, incest, threat to life of the adolescent, disruption of studies, economic status, age, issue of stigma, intra-uterine deformity, location among others. This study focused on socio-cultural factors determining induced abortion such as culture, family background or upbringing, and peer pressure. 
Culture plays a very significant role in the lives of the people. Grimes (2006) opined that an individual’s position concerning the complex ethical, moral, philosophical, biological, and legal issues which surround abortion is often related to his or her value system. Opinions of abortion may be described as being a combination of beliefs about abortion’s morality, beliefs about the rights and responsibilities of the adolescents seeking to have an abortion.
Family background or upbringing is a strong determinant of induced abortion. According to Nzioka (2001), the problem female adolescents face is usually being chased away from home when they get pregnant, and this is done by parents. The onset of their problems is when parents recognized that the adolescent is pregnant. For some girls, the situation may result in both physical and psychological violence, and some may have a very harsh parent, and may not want to disclose the issue for fear of being beaten up. Nzioka added that becoming pregnant as an adolescent was a stigmatizing experience, and that it brings shame to the family.
Peer pressure can be an important influence on behaviour during adolescence. Steinberg and Monahan (2007) defined peer pressure as an influence when a peer group or individual encourages another person to change value or behaviours to suit other people’s convenience. According to the authors, the decision to have an abortion may be a choice suggested by peers. An adolescent’s consideration of abortion is usually influenced by the behaviour of the peer group. This group has more positive sense of self, and is more likely to be influenced by peer pressure simply because they do not want to be left out or lose the relationship they enjoy with their friends. Adetoro (2002) posited that wide-spread availability of an acceptable family-life education, with improved socio-economic status of adolescents would most probably reduce the socio-cultural factors favouring induced abortions in communities.
Engagement in induced abortion has led to various cases of infertility in married women who engaged in the act in their adolescent age as well as ovarian and breast cancers (Shah & Zao, 2009). World Health Organization (2007) recommended certain actions to reduce the incidence of  abortion, these include funding programmes that offer comprehensive sexual health information and services, provide all teens with better teaching and experience, sex education with accurate age – appropriate sexual health education, including information about contraceptives, good parenting, sexually transmitted infections, creating new birth control methods, abstinence among others.
The stigma of having unwanted pregnancies, and the fear of being sent out or drop from school lure adolescents to engage in induced abortion. Induced abortion appears to be more frequent in urban areas than in rural areas. There seem to be tremendous increase due to the location and series of sexual activities that abound in urban areas of Nsukka, Enugu State than in rural areas. Because Nsukka urban is located in the commercial nerve centre of Nsukka LGA of Enugu State, young adolescents are found indulging in immoral acts such as prostitution, clubbing, watching pornographies, trading during school period, truancy among other predisposing factors to sexual debut that results in unwanted pregnancy that could lure them to practice induced abortion. Early sexual relationships among adolescents must be discouraged as it may result in seeking induced abortion. Many young girls who become pregnant seek abortion as the only way to end unwanted pregnancies, which has long term health problems and complications. Female adolescents in secondary schools in Nsukka Urban are at high risk of unwanted pregnancy. This is because being away from parental supervision may predispose engaging in sporadic and unprotected sexual debut. 
Studies (Bankole, Oye-Adeniran, Singh, Adewole, Wulf & Sedgh, 2006; Assefa & Dessalegn, 2008) have shown that there is a high rate of prevalence of induced abortion among female adolescents of secondary schools in urban areas. Most of the studies reviewed were on other concept, and there is virtually no published study on socio-cultural determinants of induced abortion among female adolescents of secondary schools in Nsukka Urban of Enugu State, Nigeria. In view of these facts, it became necessary against the back drop that identification of socio-cultural determinants of induced abortion is capable of assisting in mitigation and prevention of adolescents’ engagement in induced abortion, which has terrible consequences. 

Methods
The study adopted the descriptive survey design. The study was conducted in Nsukka urban of Enugu State.The population for the study consisted of 1,525 female adolescents in secondary schools in Nsukka Urban of Enugu State.The sample for the study was 308 secondary school female adolescents. The multistage sampling technique was used to draw the sample. The first stage involved purposive sampling of 7 out of the 24 secondary schools in Nsukka Urban. The second stage involved simple random sampling of 44 female adolescents from each of the 7 selected schools through balloting with replacement. The third stage involved purposive sampling of 11 female adolescents from each of JSS III, SS I, SS II, and SS III, that is, 4 classes. This brought the sample size to 308 secondary school female adolescents selected from the 7 secondary schools used for the study.The instrument for data collection was a close ended 16-item questionnaire. The questionnaire was face-validated by three experts from the Department of Health and Physical Education, University of Nigeria Nsukka. The experts’ suggestions were incorporated in the final draft of the questionnaire. A split-half method using the Cronbach alpa statistic was used to correlate the data generated. The reliability index of .74 was obtained, and adjudged reliable for embarking on the study. In the questionnaire, respondents were asked to rate each of the items on a four-point scale as follows: Strongly Agree 4, Agree 3, Disagree 2, and Strongly Disagree 1. A total of 308 copies of the questionnaire were administered by the researchers. Out of the 308 copies of the questionnaire administered, only 302 were properly completed and were used for analysis. The responses were properly cross-checked for completeness of responses, and were analysed using mean scores and t-test statistic. A mean score below 2.50 indicate not accepted determinant, while a mean score of 2.50 or above indicate accepted determinant. Mean scores were used to answer the research questions, while t-test statistic was used to test the null hypothesis at .05 level of significance.



Results

Table 1: Mean Responses of Cultural Determinants of Induced Abortion among Female Adolescents (n = 302).
	S/N
	Cultural determinants 
	

	Decision 

	1
	Your belief condemns abortion.
	3.74
	Accepted

	2
	Pregnant adolescent is regarded as loose by the society, therefore they abort their babies.
	3.28
	Accepted

	3
	It is a taboo to be pregnant out of wedlock.
	3.48
	Accepted

	4
	Fear of being ostracized by the community.
	3.31
	Accepted

	5
	Shame of stigma of pregnancy.
	3.50
	Accepted

	          Cluster mean
	3.46
	Accepted








	Table 1 shows that female adolescent had a cluster mean of 3.46 which is above the criterion mean of 2.50. This implies that female adolescents accepted culture as a socio-cultural determinant of induced abortion. The table also shows that female adolescents had mean scores above the criterion mean of 2.50 in items: your belief condemns abortion ( = 3.74); shame of stigma of pregnancy ( = 3.50); it is a taboo to be pregnant out of wedlock ( = 3.48); fear of being ostracized by the community (= 3.31); and pregnant adolescent is regarded as loose by the society therefore they abort their babies ( = 3.28).

Table 2: Mean Responses of Family Background and Upbringing Determinants of Induced Abortion Among Female Adolescents (n = 302).
	S/N
	Family Background determinants 
	

	Decision 

	6
	Shame and disappointment to parents.
	3.48
	Accepted

	7
	Fear of being disowned by parents.
	3.43
	Accepted

	8
	Parents’ disapproval of their pregnancy.
	3.63
	Accepted

	9
	Feeling of being an object of ridicule.
	3.57
	Accepted

	10
	A feeling of being regarded as bad influence to family members.
	3.46
	Accepted

	          Cluster mean
	3.51
	Accepted








	Table 2 shows that female adolescents had a cluster mean of 3.51, which is above the criterion mean of 2.50. This implies that female adolescents accepted family background as a determinant of induced abortion. The table also shows that female adolescents had mean scores above the criterion mean of 2.50 in items: parents’ disapproval of their pregnancy (= 3.63); feeling of being an object of ridicule (= 3.57); shame and disappointment to parents (= 3.48); a feeling of being regarded as bad influence to family members (= 3.46); and fear of being disowned by parents ( = 3.43).

Table 3: Mean Responses of Peer Pressure Determinants of Induced Abortion Among Female Adolescents (n = 302).
	S/N
	Peer Pressure determinants 
	

	Decision 

	11
	Fear of losing friends.
	3.11
	Accepted

	12
	Ridicule from friends.
	3.30
	Accepted

	13
	Stigma of being a single parent.
	3.16
	Accepted

	14
	Do not want to be labeled a timid girl
	3.19
	Accepted

	15
	Fear of being discriminated by the friends.
	3.18
	Accepted

	         Cluster mean
	3.19
	Accepted







Table 3 shows that female adolescents had a cluster mean of 3.19, which is above the criterion mean of 2.50. This implies that female adolescents accepted peer pressure as a determinant of induced abortion. The table also shows that female adolescents had mean scores above the criterion mean of 2.50 in items: ridicules from friends (= 3.30); do not want to be labeled a timid girl (= 3.19); fear of being discriminated by friends (= 3.18); stigma of being a single parent (= 3.16); and fear of losing friends (= 3.11).



Table 4 shows that female adolescents in co-educational schools (= 4.05) and Girls only schools (= 4.03) accepted the enlisted items as determinants of induced abortion, with those in co-educational schools having greater acceptance than those in Girls only schools.

Table 4: Mean Responses of Determinants of Induced Abortion among Female Adolescents Based on School Type (n = 302).
	
S/N
	Determinants of Induced Abortion
	Co-educational
( n = 168)
	Girls only
(n = 134)

	
	
	

	Decision
	

	Decision

	
	Cultural determinants
	
	
	
	

	1 
	Your belief condemns abortion.
	3.79
	Accepted
	3.68
	Accepted

	2
	Pregnant adolescent is regarded loose by the society, therefore they abort their babies.
	3.25
	Accepted
	3.33
	Accepted

	3
	It is a taboo to be pregnant out of wedlock.
	3.49
	Accepted
	3.48
	Accepted

	4
	Fear of being ostracized by the community.
	3.27
	Accepted
	3.36
	Accepted

	5
	Shame of stigma of pregnancy
	3.54
	Accepted
	3.37
	Accepted

	
	Cluster mean
	4.12
	Accepted
	4.11
	Accepted

	
	Family Background and Upbringing determinants 
	
	
	
	

	6
	Shame and disappointment to parents.
	3.39
	Accepted
	3.51
	Accepted

	7
	Fear of being disowned by parents
	3.53
	Accepted
	3.31
	Accepted

	8
	Parents’ disapproval of their pregnancy
	3.69
	Accepted
	3.54
	Accepted

	9
	Feeling of being an object of ridicule.
	3.55
	Accepted
	3.59
	Accepted

	10
	A feeling of being regarded as bad influence to family members
	3.48
	Accepted
	3.43
	Accepted

	
	Cluster mean
	4.24
	Accepted
	4.20
	Accepted

	
	Peer Pressure determinants 
	
	
	
	

	11
	Fear of losing friends.
	3.11
	Accepted
	3.02
	Accepted

	12
	Ridicules from friends
	3.19
	Accepted
	3.37
	Accepted

	13
	Stigma of being a single parent
	3.22
	Accepted
	3.02
	Accepted

	14
	Do not want to be labeled a timid girl
	3.19
	Accepted
	3.18
	Accepted

	15
	Fear of being discriminated by friends.
	3.11
	Accepted
	3.10
	Accepted

	
	Cluster mean
Overall cluster mean
	3.80
4.05
	Accepted
Accepted
	3.77
4.03
	Accepted
Accepted



Table 5: Summary of t-test Analyses of no Significant difference in the Socio-cultural Determinants of Induced Abortion Among Female Adolescents Based on School Type

	
	School Type
	N
	

	SD
	Df
	t
	P-value

	Mean Responses of Socio-cultural determinants of induced abortion
	Co-educational (mixed)
	168
	3.48
	.45
	300
	.62
	.54

	Girls only
	134
	3.44
	.57
	
	
	

	
	
	
	
	
	
	
	


	Table 5 shows the t-value with corresponding P-value of socio-cultural determinants of induced abortion among female adolescents (t = .62, P = .54> .05). Since the P-value was greater than .05 level of significance, the null hypothesis of no significant difference in the socio-cultural determinants of induced abortion was therefore accepted. This implies that accepted socio-cultural determinants of the studied school type were the same.

Discussion

	The finding of the study in Table 1 shows that female adolescents of secondary schools in Nsukka Urban accepted culture ( = 3.46) as a determimant of induced abortion. This finding was expected and therefore not surprising because culture plays a very significant role in the lives of a particular people. The finding was in line with the assertion of Bankole and Adebayo (1999) who asserted that culture performs a major regulatory behaviour in which actions and reactions of individuals are set or ordained. The finding was also in agreement with the opinion of Grimes (2010) that an individual’s position concerning the complex ethical, moral, philosophical, biological, and legal issues which surround abortion is often related to his or her value system. The findings could be as a result of having different societies and cultures all over the world, and they all seem to frown down on abortion of any type especially from the cultural and religious point of view. In Nigeria, Christian, Islamic, and traditional religious practices are against abortion, and have equivocal restriction of their members from indulging in it. The finding has implication for parents in inculturating sound moral principles and societal norms that helps their wards to refrain from indulging in induced abortion, which is a dangerous act.

	The finding of the study in Table 2 shows that female adolescents of secondary schools in Nsukka Urban accepted family background and upbringing ( = 3.51) as  determinant of induced abortion. This finding was expected and therefore not surprising because the way a child is trained or brought up reflects in his lifestyle afterwards or in the future. The finding conforms to the finding of Paluku, Mabuza, Maduna, and Ndimande (2010) who reported that people indulge in abortion so that they can complete their education, the fear of having a child outside wedlock, and avoid being labeled by the society as loose. The finding was in line with the assertion of Nzioka (2001) who asserted that the problem female adolescents face is usually being chased away from home when they get pregnant by their parents; and becoming pregnant as an adolescent was a stigmatizing experience, and it brings shame to the family. Some female adolescents may have very harsh parents, and may not want to disclose the issue for fear of being beaten up. Pregnant adolescents should receive empathy and support from their parents, rather than being sent away from home or over punished. The finding could also be because if girls become pregnant, the people around them begins to point fingers at them, which leads them to stay in the house and not come out during day time, and some are compelled to leave their homes to places they do not know. The finding has implication for parents in educating their female wards on sex education, risk of unwanted pregnancy, and the shame and negative consequences associated with engagement in induced abortion. 

	The finding of the study in Table 3 shows that female adolescents of secondary schools in Nsukka Urban accepted peer pressure ( = 3.19) as  a determinant of induced abortion. This finding was expected and therefore not surprising because peers influence some of the lifestyles of their members, and peer pressure is adolescents’ experience. The finding agrees with the assertion of Steinberg and Monahan (2007) who asserted that the decision to have an abortion may be a choice suggested by peers. An adolescent’s consideration of practising induced abortion is usually influenced by the bahaviour of peer group. This group has more influencing power and positive sense of self, and is more likely to be influenced by peer pressure simply because they do not want to be left out or lose the relationship they enjoy with their friends. The finding has implication for health educators in sensitizing female adolescents through health talks and seminars on the benefits of choosing good friends or peer that can influence them practice healthy lifestyle.


	The finding of the study in Table 4 shows that female adolescents in co-educational schools (= 4.05) and Girls only schools (= 4.03) accepted the enlisted items as determinants of induced abortion, with those in co-educational schools having greater acceptance than those in Girls only schools. The summary of t-test analysis in Table 5 indicates that there was no significant difference in the socio-cultural determinants of induced abortion among female adolescents in secondary schools in Nsukka Urban of Enugu State based on school type. The findings were expected and therefore not surprising because the respondentss are more exposed to premarital sexual debut in co-educational schools than in Girls only schools where males rape and deny the paternity of what they did. The finding was in line with the assertion of Johnson, Xiao, Palmer, Sun, Want, and Wei (2008) who asserted that female adolescents may have to deal with sexual advances from older boys in the same secondary school or outside before they are emotionally and mentally mature. Most of the male students in co-educational schools are too young to father children. The finding has implication for school administrators in discouraging premarital sexual debuts among secondary school students as well reduce the availability and spread of erotic literature which predispose adolescents to premarital sexual acts that result in unwanted pregnancy and desire to engage in induced abortion. The summary of t-test analysis revealed that there was no significant difference in the socio-cultural determinants of induced abortion among female adolescents in secondary schools in Nsukka Urban of Enugu State based on school type.

Conclusion
	The findings have shown that female adolescents in secondary schools in Nsukka Urban of Enugu State accepted culture, family background and upbringing, and peer pressure as socio-cultural determinants of induced abortion. Female adolescents in co-educational and Girls only schools accepted the enlisted determinants of induced abortion, with those in co-educational schools having greater acceptance than those in Girls only schools. The null hypothesis was accepted for no significant difference in the socio-cultural determinants of induced abortion among female adolescents based on school type. These findings have shown that female adolescents engage in induced abortion for reasons of lack of support from significant  others, parents disapproval, avoidance of becoming mothers prematurely as well as the responsibility attached to it. 

Recommendations
1. Health personnel and significant others should sensitize adolescents on the consequences of involvement in induced abortion and the risk factors so as to reduce deaths and complications resulting from its practices.
2. Female adolescents should be provided with the knowledge of correct use of contraception, and be informed on the danger of unprotected sexual debut that leads to engagement in induced abortion.
3. Health Educators and other health professionals should be able to identify or detect a health issue that could cause the death of an adolescent during pregnancy or could cause a lifelong huge complication.
4. Parents and teachers should be aware of the age at which adolescents are sexually active, and involve them in active sex education programme. 
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Abstract
The study examined the nutritional behaviour patterns of in- school adolescents in Jigawa State, Nigeria. The study adopted descriptive survey research design.  A sample of 3,192 in-school adolescent representing two per cent of the population participated in the study. Proportionate stratified random sampling was employed to draw the sample for the study. The instrument used for data collection was In-school Health Risk Behaviour Questionnaire ( ISAHRBQ). Two research questions and two hypotheses guided the study. Data collected were presented and analyzed using descriptive statistic of mean for the research questions, while t – test was used to test the null hypotheses at 0.05 level of significance. Results showed that female students never exhibited healthy nutritional (1.18 0.57) behaviours, while male students exhibited healthy nutrition (2.31 0.76) behaviours rarely. Urban and rural students exhibited healthy nutrition (Urban = 2.050.30; Rural = 2.08 0.65) behaviours rarely, There was significant difference (p > 0.05) in the mean responses of in- school adolescents regarding nutritional behaviours according to gender. There was no significant difference (p > 0.05) in the mean response scores of in-school adolescents regarding nutritional behaviours according to location. The study concluded that both urban and rural in- school adolescent exhibited healthy nutrition behaviours rarely. The study recommends that Jigawa State government should implement a sustainable livelihood nutrition initiative at school and community levels in order to improve adolescent’s nutritional behaviours in all the secondary school in the state.

Keywords: Patterns, Nutritional Behaviours, Adolescents, Sustainable Livelihoods.

Introduction
Phillip (2010) explained that food is needed to provide energy for movement and warmth for our bodies. The authors rated that food is needed to build, maintain, and repair the body, and good health starts with eating right, which means eating enough of the right kind of foods. A livelihood is a means of gaining a living; it is seen as adequate stocks and flow of food and resources to meet basic needs. Unfortunately, about half the global population is inadequately or inappropriately nourished due to food insecurity (Garnatt, 2014). In addition to these, insurgency in some parts of the world including some parts of Nigeria made livelihood unsustainable for many people, because food and shelter becomes inadequate. From the foregoing, once food is scarce or inadequate people may not have choice of what to eat thereby increasing the likelihood of consuming unhealthy food or food that is of less nutritional value. For a livelihood to be sustainable there should be adequate provision of food, shelter and land for farming. Studies (Brener et al. 2004). show the link between the development of chronic diseases and unhealthy food intake among people including adolescents.
Health risk behaviour among adolescents is a major health concern globally. This is because this behaviour is associated with serious life-threatening consequences among adolescents in both developed and developing nations, including Nigeria. The impact of health risk behaviours (HRBs) on health is of such magnitude that it has become one of the priorities of national and international health organizations (Rutter and Quine, in Baban & Cracium, 2007). These organizations have been initiating programmes with a view to curbing this menace.
The global estimates of some identified risk behaviours of significance to warrant global concern include, unhealthy nutrition that accounts for 1.7 million deaths yearly (World Heart Federation, 2013). The aforementioned statistic is an indication of the growing global health challenges, which mostly occur through adoption of health risk behaviours by individuals, including adolescents. Brener et al. (2004) reported that Center for Disease Control - CDC in 1992  developed the Youth Risk Behaviour Surveillance System (YRBSS) to monitor priority health-risk behaviours. These behaviours were categorized into six, namely; substance use, unsafe sex, unhealthy nutrition, physical inactivity, violence and suicide. Study by South African National Youth Risk Behaviour Survey - (SANYRBS 2003) found that adolescent’s engaged in health compromising behaviours. One of these is unhealthy nutritional behaviour. In–school adolescents in Jigawa State may not be an exception to this unhealthy nutritional behaviour. This is because the insecurity challenges in the northern part of Nigeria that involves violence, political crises and poverty may have negatively influenced adolescents into some unhealthy nutritional behaviours.
Nutrition is the process of using food by the body for the maintenances of health and well being. Nutrition is the science of ingestion and utilization of food nutrients by the body (Sizer & Whitney, 2011). While behaviour is defined as the way in which an individual behaves or acts, and the way an individual conducts himself (UNESCO, 2000). Therefore, when behaviour relates to nutrition it is referred to as nutritional behaviour. Nutritional behaviour can, therefore, be regarded as the way and manner individuals consume food for the maintenance of health. DeClemente, Hansen and Ponton (1997) asserted that behaviour can be desirable or undesirable. This shows that nutritional behaviours can also be healthy or unhealthy. Healthy behaviours are those acts that are capable of enhancing individuals’ health. While unhealthy behaviours refer to those behaviours that are undesirable, and are capable of causing harm to the body or health. Similarly, nutritional behaviour can be categorized into healthy or unhealthy. Unhealthy nutritional behaviours can lead to morbidity and mortality. In-school adolescents may fall victims of unhealthy nutritional behaviours due to poverty, illiteracy and insecurity in the area. 
Unhealthy nutritional behaviour can manifest in different patterns. Pridemore, Andrew, and Spivak (2003) and Avendo (2005) classified pattern into three forms as spatial, temporal and demographic. In this study the demographic pattern of gender and spatial pattern of location as they relate to unhealthy nutrition of adolescents were considered. Pattern according to Ryan, Sponseller, Stuart, and Fisher (2008) is the distribution, occurrence and characteristics of things, substance and events in an environment.  
Knowing the nutritional behaviour of adolescents is very important because of their developmental process of rapid growth that needs proper nutrition. Adolescents are regarded as young people within the age range of 10 – 19 years (WHO, 1998; WHO, 2003). Mungrulker, Whiteman, and Posner (2001) asserted that by the year 2010 there could be more adolescents (ages 10-19) alive in the world than ever before, who will constitute about 20 per cent of the world’s population with about 85 per cent of them in developing countries (Morhason et–al, 2008) and about 30 per cent of the total population in Nigeria (Muyibi, Ajayi, Irabor, Ladipo, 2010). Majority of adolescents are students in secondary schools or other educational institutions. Therefore, considering the above proportion of adolescents in the world, and in developing countries including Nigeria, attention should be given to this population group in order to protect them from effects of unhealthy nutrition. 
There is a serious lack of comprehensive documented data on adolescent’s unhealthy behaviours in developing nations including Nigeria (United Nations Children Fund, 2002).  Although data on unhealthy behaviours of adolescents are sparse in Africa, the available data showed a higher prevalence and diverse patterns of adolescent unhealthy behaviours in sub-Sahara Africa, including Nigeria (Hawkins, 1994). Jigawa State is one of the northern states which is currently facing serious political and religious crisis involving violence, suicide, vandalization and killing. Considering these happenings, in-school adolescents may not be free from one form of unhealthy behaviour or the other in the State. Though literature or statistics in relation to unhealthy behaviours in the state is limited, casual observation by the researcher shows that in-school adolescents in the state may not be free from health risk- taking behaviour, especially unhealthy nutrition which is the focus of the present study. The nutritional behaviours among in-school adolescents in the state were therefore the focus of this study. The study specifically sought answers to the following questions.  
1. What are the nutritional behaviours of in- school adolescents in Jigawa State according to gender?
2. How does the nutritional behaviours of urban and rural in- school adolescents in Jigawa State differ?

Two hypotheses were tested at .05 level of significance and they were:
1. There was no significant difference in the mean responses regarding nutrition behaviours of in-school adolescents in Jigawa State according to gender.
2. There was no significant difference in the mean responses regarding nutritional behaviours of in-school adolescents in Jigawa State according to location.

Methods
A descriptive survey research design was adopted. According to Ali (1996) this design describes conditions or situations of what is being investigated as they exist in their natural settings. The population for the study consisted of all the in- school adolescents in government owned secondary schools in Jigawa State, which numbered 159,586  in 483 secondary schools  as at 2012/2013 session. The sample for the study consisted of 3192 students drawn through multistage sampling procedure. This invoved a proportionate stratified random sampling technic.
The ISAHRBQ (In-school Adolescent Health Risk Behaviour Questionnaire) questionnaire was adapted from the National Youth Risk Behaviour Surveilance Questionaire and it was used for data collection. Therefore, some items of 2013 National YRBQ were selected and modified, while other items in the questionnaire were not included for some obvious reasons. First, some of these items were considered not relevant to the variables of the study. Secondly, some were not relevant to the Nigerian background. Face validity of the instruments was established by five experts. The observations and comments of the experts were used for the production of the final copies of the questionnaire. Spearman Brown Prophecy Formula was used to determine the reliability of ISAHRBQ. This gave a reliability coefficient index of 0.80 which was high enough for the instrument. 
The researcher and six research assistants administered 3192 copies of the ISAHRBQ to the subjects. A total of 3002 copies of the instrument were collected back from the respondents which gave 94.04 per cent return rate. Some of the copies were discarded as spoiled and 2886 (are 90.4%) were used for the analysis. 
	The data were analyzed on an item-by-item basis. Four- point  response options of ‘Always’, ‘Sometimes’, ‘Rarely’, and ‘Never’ which were weighted 4, 3, 2 and 1 respectively were used. Mean response were used to answer the two research questions and real limit of numbers were applied to interpret each item as well as the cluster means. Therefore, mean response ranging between 1.00 – 1.99 were interpreted as ‘Never’, 2.00 – 2.49 were interpreted as ’Rarely’, mean scores between 2.50 – 3.49 were interpreted as ‘Sometimes’ while 3.50 – 4.00 were interpreted as ’Always’. t- test statistic was used to test the two null hypotheses. The results of the analyses were presented in the relevant tables. Hypotheses formulated for the study were tested and decisions were taken at .05 level of significance.

Results 
Table 1: Mean Responses of Nutritional behaviours among in- School Adolescents According to Gender (n= 2886)   
	Gender

Items
	Male
(n= 1468)
	                 Female 
                (n= 1418)

	
	

	
	Decision
	

	
	Decision

	Nutritional Behaviours 
	
	
	

	18. Fasting to lose weight
	1.31
	
	Never 
	1.31
	
	Never

	19.  Vomit/laxative to lose weight
	1.06
	
	Never
	1.07
	
	Never

	20.  Eating fruit 
	2.75
	
	Sometimes
	1.87
	
	Never

	21. Eating carbohydrate 
	3.70
	
	Always
	2.83
	
	Sometimes

	22. Eating  vegetable 
	2.65
	
	Sometimes
	2.09
	
	Rarely

	23. drinking milk
	2.42
	
	Rarely
	1.73
	
	Never

	 Cluster mean
	2.31
	
	Rarely
	1.18
	
	Never





Table 1 shows the cluster mean scores of male and female (Male = = 2.31 > Female= = 1.18) in- school adolescents regarding nutritional behaviours. These scores fall between the mean of 2.00 – 2.49 for males and 1.00 – 1.99 for females. These imply that male in – school adolescents’ demonstrated healthy nutritional behaviours rarely while females never exhibited healthy nutritional behaviours. 

Table 2. Spatial patterns of Nutritional behaviours among in- School Adolescents According to Location (n= 2886)
	

Items
	   Urban 
  (n= 1440)
	   Rural 
   (n= 1446)


	
	

	Decision
	
	

	Decision
	

	
	
	
	
	
	
	

	 Nutritional  Behaviours 
	
	
	

	18. Fasting to lose weight
	1.62
	Never
	
	1.00
	Never
	

	19.  Vomit/laxative to lose weight
	1.13
	Never
	
	1.00
	Never
	

	20.  Eating fruit 
	2.23
	Rarely
	
	2.40
	Rarely
	

	21. Eating carbohydrate 
	2.96
	Sometimes
	
	3.59
	Always
	

	22. Eating  vegetable 
	2.24
	Rarely
	
	2.51
	Sometimes
	

	23. drinking milk
	2.14
	Rarely
	
	2.02
	Rarely
	

	Cluster mean
	2.05
	Rarely
	
	2.08
	Rarely
	




Data in Table 2 show the cluster mean scores of urban and rural  (rural== 2.08 > urban== 2.05) in – school adolescents regarding nutritional behaviours. These  scores fall between the mean of 2.00 –2.49 which imply that both urban and rural in- school adolescents exhibited healthy nutritional behaviours rarely. 

Table 3. t- Test Analysis s Regarding the Nutritional Behaviours Among In- school Adolescents According to Gender (n= 2886)
	Variable
Gender
	
    N
	


	
SD
	
t- cal
	
Df
	
P- value

	Nutrition Behaviours
                  Male
                  Female
	
1468
1418
	
13.89
10.90
	
3.703
4.807
	
18.731
	
2884
	
.000*


*Significant 

Data in Table 3 show the t- calculate value and the corresponding P- values of nutritional behaviours (t-cal= 18.73, P=.000). The P- values is less than .05 level of significance. Therefore, the null hypothesis of no significance difference according to gender was rejected. This implies that male and female in- school adolescents differed according to nutritional behaviours. 

Table 4. t- Test Regarding Nutritional Behaviours Among in- school Adolescents According to Location (n= 2886)
	Variable
Location
	
    N
	


	
SD
	
t- cal
	
Df
	
P- value

	Nutrition Behaviours
                  Urban
                  Rural
	
1440
1446
	
12.33
12.51
	
58.45
2.643
	
-1.082
	
2884
	
.279**


** Not significant
Data in Table 4 show the t-cal value and the corresponding P- values for:, nutritional behaviours (t-cal= -1.08, P= .279). The corresponding P- values for nutritional behaviour is less than .05 level of significance. The null hypothesis of no significant difference in nutritional behaviours of in- school adolescents according to location is accepted. This implies that there is no significant difference in the nutritional behaviours of urban and rural in- school adolescents. 

Discussion
The finding in Table 1 shows that male in-school adolescents rarely exhibited healthy nutritional behaviours, while their female counterparts never exhibited healthy nutritional behaviours. This result was not a surprise, and therefore in consonance with the finding of Bester and Schnell (2004) who reported that girls have more unhealthy eating habits than boys and they are more at risk of developing unhealthy eating behaviours. In addition, the finding of Allafi, Al-Haifi, Al-Fayez, Al-Athari, Al-Ajmi, Al-Hazzaa, Musaiger and Ahmad (2013) found that male adolescents exhibited healthy nutritional behaviours than their females counterparts.
The finding in Table 2 in which in- school adolescents exhibited nutritional behaviours rarely irrespective of their location was not expected and it was surprising. This finding was surprising because urban adolescents are more expected to be knowledgeable in nutritional matters than their rural counterparts in rural areas. However, this finding is not consistent with the finding of Drewnowski and Popki (1997) who stated that urbanization is normally accompanied by improvement in food supply. This might influence adolescents eating habits and the quality of food they eat. 
The finding in Table 3 indicated that there was a significant difference on nutrition behaviours of male and female in-school adolescent. This finding was expected and not surprising, because naturally adolescents differ in their developmental characteristics as well as in behaviours. The finding in Table 4 indicated that there was no significant difference in the mean response of nutritional behaviours of urban and rural in- school adolescents. This finding was surprising because urban adolescents are more expected to be knowledgeable in nutritional matters than their rural counterparts. Again availability and accessibility of variety of foods are more in urban than in the rural areas. Expectedly, urban adolescents should exhibit more healthy nutrition behaviours than their counterparts in rural areas (Drewnowski and Popki, 1997). Nonetheless, this finding is consistent with the finding of Hoffmann, Bryll, Marcinkowski, Rzesoś, Wojtyła, Pupek-Musialik (2012) who reported no statistically significant difference between rural and urban adolescents in dietary behaviours.

Implication for Sustainable Livelihoods
      A livelihood is a means of gaining a living; it is seen as adequate stocks and flow of food and resources to meet basic needs. While sustainability refers to the maintenance or enhancement of resource productivity on a long – term basis (Chambers & Conway, 1991). Sustainable livelihood therefore, refers to the capability of individuals to enhance and maintain adequate resources for basic needs on a long – term basis. Food production and consumption as a means of livelihood should be sustainable, but it is unfortunate that the food system today becomes a source of danger.  Garnatt (2014) reported that the food system today is destroying the environment upon which future food production depends.  It contributes to some 20-30% of anthropogenic greenhouse gas (GHG) emissions and is a major source of water pollution making  food production more difficult and unpredictable in many regions of the world.  While the food system generates enough food energy for our population of over 7 billion it does not deliver adequate and affordable nutrition for all. About half the global population is inadequately or inappropriately nourished (Garnatt, 2014). In addition to these, insurgency in some parts of the world including Nigeria also made livelihood unsustainable for many people. Food and shelter becomes inadequate. From the foregoing, once food is scarce or inadequate people may not have choice of what to eat thereby increasing the likelihood of consuming unhealthy food or food that is of less nutritional value. Studies (Brener et al. 2004) show the link between unhealthy nutrition and the development of unhealthy behaviours among people including adolescents. 
Adolescents are said to be leaders of tomorrow who are the backbone of any nation’s economy. Therefore, they should not be allowed to be destroyed by preventable health risk behaviour which is capable of leading to morbidity and mortality. Unhealthy nutritional behaviour is one of the health risk behaviours confronting adolescents. Phillip (2010) explained that food is needed to provide energy for movement and warmth for our bodies, and good health starts with eating right, which means eating enough of the right kind of foods. In-school adolescents may fall victims of food insecurity, which could lead to unhealthy nutrition due to the fact that poverty is in the increase especially in the study area because of joblessness, serious economic burden worsened by insecurity situation in the neighbouring states. For these reasons, adolescents who are dependent on their parents may not have the chance of choosing what to eat. It is important to note that access to good nutrition will enhance the health of adolescents, and lack of good nutrition will be detrimental to their well being. Studies show that extreme poverty, inequality, social exclusion, deprivation due to internal migration and displacement, exposure to violence and abuse can lead to vulnerability to food insecurity (Young, Brown, Frize & Khogali, 2001).
The findings in the present study revealed that in – school adolescents rarely exhibit healthy nutritional behaviours which is counterproductive for sustainable livelihoods. In order to overcome these challenges there is a need for sustainable livelihood initiatives. Sustainable livelihoods refers to a livelihood that comprises the capabilities, assets (including both material and social resources), and activities required for a means of living (Krantz, 2001). A livelihood is sustainable when one can cope with and recover from stresses and shocks and maintain or enhance its capabilities and assets both now and in the future, while not undermining the natural resource base.
To achieve sustainable livelihoods, Krantz (2001) reported a set of core sustainable livelihoods principles, which include among others the following: Putting people and their concerns at the centre, recognizing their current livelihood strategies, social environment, and adaptability and using responsive and participatory processes to identify priorities;
Adolescents and their families’ nutritional behaviour can be improved by means of initiating sustainable livelihood strategies that put in to action these principles. This is because, according to Brown (2001) adolescents are important resources within families and communities, not only because of their potential as tomorrow’s adults but also because they often make contributions to household livelihood and are part of today’s human capital base. Improving nutrition behaviours through care groups, strengthening micronutrient intake through household gardens, increased incomes through improved value chains by increasing agricultural diversification, improving access to production inputs and the management of production outputs (e.g. storage, processing, and commercialization) are very important to achieving sustainable livelihoods (Project Concern International – PCI, 2013). In addition to these initiatives, there should be regular nutrition education seminars and workshops in schools and communities, emphasizing adolescent participation.

Conclusion
Based on the findings of the study, it was concluded that female never exhibited healthy nutritional behaviours, while male students exhibited healthy nutritional behaviours rarely. Urban and rural students exhibited healthy nutritional behaviours rarely. There was significant difference in nutritional behaviours of male and female in-school adolescents while urban and rural in-school adolescents’ nutritional behaviours were the same.

Recommendations
Based on the findings of this study, the following recommendations were made:
1. Government should initiate a sustainable livelihood strategy (increased incomes through improved value chains by increasing agricultural diversification, improving access to production inputs and the management of production outputs) at school and community levels to empower adolescents and their families.
2. Nutrition education of adolescents at all school levels should be emphasized.
3. Government in collaboration with NGOs should organize workshops and seminars on food security and nutrition.
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Abstract 	
The main purpose of the study was to find out the knowledge of childhood diarrhea possessed by mothers in Ezeagu Local Government Area of Enugu State. The sample consisted 300 women selected through multistage sampling technique. The instrument for data collection was the questionnaire. Direct approach was used to administer the questionnaire by the help of some assistants. Percentages were used for answering the research questions while ANOVA statistic was used in testing the null hypotheses. The finding revealed that mothers have high level of knowledge of the dimensions of childhood diarrhoea. There was no significance difference in the level of knowledge of mothers regarding the various dimensions of childhood diarrhea. Based on the findings, it was recommended that the health worker in the study area should strengthen their teaching on management practices of childhood diarrhoea, as well as the introduction of childhood education in all levels of education. 

Keywords: Knowledge,Diarrhoea, Childhood, Mother

Introduction 
	Diarrhoea accounts for high rate of mortality in young children in developing countries like Nigeria, despite worldwide efforts to improve overall child health levels. Each year, in the developing countries of Asia, Africa and Latin America, approximately five million children under five years of age die from acute diarrhoea. Of the annual 3 million infant births in Nigeria, approximately 170,000 result in deaths that are mainly due to poor knowledge of childhood diarrhoea (Lucas & Gilles, 2009) Diarrhoea is the disturbance of the gastrointestinal tract comprising of changes in intestinal motility and absorption, leading to increase in the volume of stools and in their consistency (Ballabriga, Hilpert & Isliker, 2000). In diarrhoea, stool contains more water than normal and is often called loose or watery stool. Any passage of three or more watery stools within a day (24 hours) is referred to as diarrhoea (Tauxe, 1997). Diarrhoea is a symptom of infection caused by a host of bacterial, viral and parasitic organisms most of which can be spread by contaminated water. All over the world, viruses especially rotavirus have been identified as the major cause of acute diarrhoea in children. Most of these pathogens are transmitted by faeco-oral route. Spradley and Allender (1998) stated that the most common modes of transmission of diarrhoea are contaminated food and water, dirty feeding utensils (especially feeding bottles and teats) and the faecally contaminated fingers of the infants or the mother. Any diarrhoea that is associated with childhood is called childhood diarrhoea. Childhood diarrhoea therefore refers to any type of loose, watery stool that occurs more frequently than usual in a child. Adequate knowledge childhood care could lead to healthiness of the child in terms of prevention of early childhood diseases like diarrhoea, while lack of knowledge increase the chances of prevalence of childhood diseases. 
	Knowledge according to Conforth (1996) is the sum of conceptions, views and propositions which has been established and tested. Horn (1979), conceived knowledge as the accumulated facts, truths, principles and information to which the human mind has access. Knowledge could be seen as the product of the operation of man’s intellect, either within or apart from human experience. Omeregbe (1998) refers to knowledge as the awareness of factors associated with something. This means that for a person to be knowledgeable of something, he or she must be aware of the property of the object, event or situation. Knowledge as used in this paper refers to the act of having adequate information and understanding of the concept, signs and symptoms, modes of transmission of diarrhoea by the mothers. Childhood diarrhoea knowledge refers to the act of having adequate information and understanding of the concepts, signs and symptoms, modes of spread, preventive measures of diarrhoea among children (under-five). Possession of very high level of these dimensions of diarhoea becomes necessary for the mothers as a panacea for the prevention of childhood diarrhoea. 
	Mothers according to Landy (1992) are the key persons and managers of the home. She asserted that people, especially mothers should possess adequate knowledge about their baby’s health and disease prevention. They are recognized as very important persons for the smooth running of the family including supervision of the health of their children. MacLeans (1998) on his own part, accorded mothers the traditional responsibility of looking after their children with the weaning and nursing care. The knowledge of adequate and high quality childhood care could lead to very high level health of the child in terms of prevention of early childhood disease like diarrhoea. 
	The level to which mothers portray their knowledge regarding childhood diarrhoea do not appear to have received adequate research attention. Since diarrhoea is found among children all over the country. It is therefore, worthwhile to study childhood diarrhoea knowledge of mothers. This study therefore attempted finding out the childhood diarrhoea knowledge of mothers in Ezeagu LGA of Enugu State. In order to accomplish this task, five research questions were posed. 
1. What is the level of knowledge possessed by mothers regarding the concept of childhood diarrhoea?
2. What is the level of knowledge possessed by mothers regarding the signs and symptoms of childhood diarrhoea?
3. What is the level of knowledge possessed by mothers regarding modes of transmission of childhood diarrhoea? 
4. What is the level of knowledge possessed by mothers regarding the dangers of childhood diarrhoea? 
5. What is the level of knowledge possessed by mothers regardings the preventive measures of childhood diarrhoea? 

Hypotheses 
Three null hypotheses which tested no significant difference in the level of knowledge of mothers regarding childhood diarrhoea according to level of education, age and purity were tested at .05 level of significance.  
1. There is no significant difference in the level of knowledge of mothers regarding childhood diarrhea according to level of education.
2. There is no significant differences in the level of knowledge of mothers regarding childhood diarrhoea according to age.
3. There is no significant difference in the level of knowledge of mothers regarding childhood diarrhoea according to parity status of mother.

Methods 
The descriptive research design was used for the study. The population for the study comprised of 3000 mothers from which a sample of 300 were used by multi-stage sampling procedure. The instrument for data collection was the researcher designed questionnaire. It consisted of two sections: A and B. Section A contained the personal data of the respondents, while section B dealt with the knowledge of concept, signs and symptoms, preventive measures of childhood diarrhoea. Face and content validity of the instrument was established through the judgment of four experts in Health Education.The test-retest method was used to establish the reliability of the instrument. The Spearman Brown formula was utilized to compute the reliability coefficient which resulted in index of .78. 
	In order to gain access into the different maternal and child health (MCH) clinics and also to enlist the cooperation of the respondents, the investigator and two assistants reported first to the Chief Medical Director of the different MCH clinics, before commencing data collection. Three hundred (300) copies of the questionnaire were distributed to the respondents from which 284 were correctly filled. 




Results 
Table 1
Level of knowledge mothers regarding childhood diarrhea (n = 300)

	
	N
	
	Decision 

	KCD
	284
	71.21
	High Level

	KSSCD
	284
	84.95
	Very High Level

	KMTCD
	284
	76.58
	High Level

	KDCD
	284
	77.82
	High Level



KCD – Knowledge of the concept of childhood diarrhea
KSSCD – Knowledge of the signs and symptoms of childhood diarrhea
KMTCD – Knowledge of the mode of transmission of childhood diarrhea
KDCD – Knowledge of the dangers of childhood diarrhoea

KCD shows a mean score of 71.21 per cent, KMTCD with a mean score of 76.58 per cent and KTCD with a mean score of 77.82 per cent and KSSCD with a mean score of 84.95 per cent shows that the mothers level of knowledge regarding childhood diarrhea was high respectively.

Table 2. Level of knowledge possessed by mothers regarding the preventive measures of childhood diarrhoea (KPMCD)
	
	
N
	
X
	
Decision 

	KPMCD
	284
	60.28
	High Level




KPMCD – Knowledge of the preventive measures of childhood diarrhoea
	Table 2 shows a mean score of 60.28 percent which implies that mothers level of knowledge of the preventive measures of childhood diarrhoea was high. 

Table 3. One-way ANOVA on Differences in Knowledge of Mothers Regarding Childhood Diarrhoea According to Age

	Dimensions of 
childhood diarrhoea 
	Sum of Squares 
	df
	Mean Squares
	F 
Value
	P
Value 

	
	Between groups
	Within groups
	
	Between groups
	Within groups
	
	

	KCD
	2394.238
	225411.660
	2
	1197.119
	802.177
	1.492**
	227

	KSSCD
	72.798
	163701.410
	2
	36.399
	582.567
	.062**
	.939

	KMTCD
	1239.201
	235547.770
	2
	619.601
	838.248
	.739**
	.478

	KDCD
	1930.662
	215815.817
	2
	965.331
	768.028
	1.257**
	.286

	KPMCD
	1637.804
	172739.661
	2
	818.902
	614.732
	1.332**
	.266


** not significant 
	
Table 3 shows the F – values for the various dimensions of childhood diarrhoea knowledge with their corresponding P – values (KCD – F = 1.492, P = .227, KSSCD – F = .062, P = .939, KMTCD – F = .739, P = .478, KDCD – F = 1.257, P = .286 and KPMCD – F = 1.332, P = .266) which are greater than .05 level of significance at 2 and 281 degrees of freedom. The null hypothesis of no significant difference is therefore accepted. This implies that age did not make any difference in the level of knowledge of mothers regarding the various dimensions of childhood diarrhoea. 




Table 4. One way ANOVA on Differences in Knowledge of Mothers Regarding Childhood Diarrhoea According to Level of Education

	Dimensions of 
childhood diarrhoea 
	Sum of Squares
	df
	Mean Squares
	F 
Value
	P
Value 

	
	Between groups
	Within groups
	
	Between groups
	Within groups
	
	

	KCD
	12567.256
	215238.641
	3
	4189.085
	768.709
	5.450*
	.001

	KSSCD
	4318.272
	159455.935
	3
	1439.424
	569.485
	2.528**
	.058

	KMTCD
	14493.406
	222293.566
	3
	4831.135
	793.906
	6.085*
	.001

	KDCD
	21440.424
	196306.054
	3
	7146.808
	701.093
	10.194*
	.000

	KPMCD
	1226.869
	173150.596
	3
	408.956
	618.395
	.661**
	.576


*	Significant 
**	Not Significant. 

Table 4 shows the F-calculated values for KCD (F = 5.450, P = .001), KMTCD (F = 6.085, P = .058), and KDCD (F = 10.194, P = .000) with their corresponding P – values which are less than .05 level of significance at 3 and 280 degrees of freedom. The null hypothesis was therefore accepted. This implies that mothers did not differe in their  level of knowledge of these dimensions of childhood diarrhea according to level of education.
The table further shows the F – calculated values for KSSCD (F = 2.528, P = .058) and KMPCD (F = .661, P = .576) with their corresponding P – values which are greater than .05 level of significance at 3 and 280 degrees of freedom. The null hypothesis of no significant difference was rejected. This implies that differences existed in the level of knowledge of mothers regarding these dimensions of childhood diarrhea according to level of education.

Table 5. One way ANOVA on Difference in Knowledge of Mothers Regarding Childhood Diarrhoea According to Parity
	Dimensions of 
childhood diarrhoea 
	Sum of Square
	df
	Mean Squares
	F 
Value
	P
Value 

	
	Between groups
	Within groups
	
	Between groups
	Within groups
	
	

	KCD
	4215.895
	223590.003
	2
	2107.947
	795.694
	2.649**
	.072

	KSSCD
	1998.592
	161775.616
	2
	999.296
	575.714
	1.736**
	.178

	KMTCD
	3974.977
	232811.995
	2
	1987.488
	828.512
	2.399**
	.093

	KDCD
	645.588
	217100.891
	2
	322.794
	772.601
	.418**
	.659

	KPMCD
	1889.947
	172487.518
	2
	944.974
	613.835
	1.539**
	.216


** Not Significant 

Table 5 shows the F – values for the various dimensions of the knowledge of childhood diarrhoea with their corresponding P – values: KDCD (F = .418, P = .659), KPMCD (F = 1.539, P = .216), KSSCD (F = 1.736, P = .178), KMTCD (F = 2.399, P = .093) and KCD (F = 2.649, P = .072) which are greater than .05 level of significance at 2 and 281 degrees of freedom. The null hypothesis of no significant difference was therefore accepted. This implies that parity did not make any difference in the level of knowledge of mothers regarding the various dimensions of childhood diarrhoea.

Discussion 
The findings of this study revealed that mothers have high level of knowledge of concept, signs and symptoms, modes of transmission, dangers and preventive measures of childhood diarrhea which ranges from (60.28-80.95%). This findings was not surprising and agrees with that of Ahmed et al (1994) and Hijleh (2003) who reported that their respondents exhibited high level knowledge of the components of childhood diarrhoea.
The findings also reveal that there was no significant difference in the level of knowledge of mothers regarding childhood diarrhoea according to age. The finding was expected because experience has shown that age of an individual does not necessarily influence the individual’s capacity to acquire knowledge about any given concept. This disagrees with the finding of Zeva and Heather (1992) which revealed that knowledge of childhood ailments was generally low and increased with age. This implies that both young and old mothers did not differ in their level of knowledge regarding all the dimensions of childhood diarrhoea. This should be so, because both age groups attend ante-natal clinics where health education is given and they also rear children.
The finding of no significant difference in the level of knowledge of mothers on the signs and symptoms and preventive measures of childhood diarrhoea according to level of education was surprising and therefore not anticipated because, mothers with high educational attainment are expected to exhibit very hgh level of knowledge of the components of childhood diarrhoea. This finding disagrees with that of Kibret (2003) who reported that educational level of respondents investigated had significant impact on their health knowledge. There was significant difference in the level of knowledge of mothers regarding the concept of diarrhea to level of education. The finding was expected because it agrees with the finding of Rashad (2003) who reported that mothers with higher level of education were significantly more knowledgeable about childhood diarrhoea. This is so because education enables women to assess information about childhood ailments which includes childhood diarrhoea.
The study also revealed that there is no significant difference in the level of knowledge of mothers regarding the concepts, signs and symptoms, mode of transmission, dangers and preventive measures, according to parity status. This was not expected and surprising because it is expected that mothers with high parity status should be more knowledgeable and experienced in childhood matters. It disagrees with the findings of Ejima (2010) who reported that mothers with low parity status under-utilized health services which may include knowledge of antenatal health services.

Conclusions
	Based on the findings and discussions of the study, the following conclusions were attained:
1) Mothers had high knowledge of the concept of childhood diarrhoea (71.21%), signs and symptoms (84.95%), modes of transmission (76.58%) and dangers of childhood diarrhea (77.82%).
2) Mothers had high knowledge (71.21%) of the preventive measures of childhood diarrhoea.
3) There was no significant difference in the level of knowledge of childhood diarrhoea regarding the various dimensions of childhood diarrhea according to age and parity while there were significant difference according to level of education.
4) There was no significant difference in the level of knowledge of the SSCD and PMCD, while there was significant difference in the level of knowledge of CD, MTCD and DCD according to level of education of the mothers 
5) There was no significant difference in the level of knowledge of mothers regarding the various dimensions of childhood diarrhea: CD , SSCD, MTCD, DCD and PMCD according to parity status. (CD – concept of diarrhoea, SSCD – Signs and symptoms of childhood diarrhoea, MTCD – mode of transmission of childhood diarrhoea, DCD – dangers of childhood diarrhoea, and PMCD – preventive measures of childhood diarrhoea). 

Recommendations 
Based on the findings of the study, the following recommendations were made:
1.	The health workers at the various MCH not only in Ezeagu but else, should strengthen their teachings on the management practices of mothers regarding childhood diarrhoea.
2.	Childhood education need to be introduced in all secondary and tertiary levels of education to all students to prepare them to face the childhood ailment (childhood diarrhoea) challenges.
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Abstract
The purpose of the study was to determine the level of knowledge of health Implications of Sexually Transmitted Infections (STIs) possessed by undergraduates of University of Nigeria, Nsukka (UNN). Three research questions were formulated to guide the study. The descriptive research design was used for the study. The population for the study comprised of all the undergraduates of the university for 2012/2013 academic session. The sample size for the study consisted of 200 respondents, selected using multi-staged sampling procedure. The instrument for data collection was the researchers’ structured questionnaire, which was validated by three research experts from the Department of Health and Physical Education, University of Nigeria, Nsukka. The reliability of the instrument was also established and reliability coefficient of .70 was obtained. Data collected were analysed using frequencies and percentages. The results of the findings showed that the level of knowledge of physical health implications of STIs possessed by undergraduates of UNN was low (42.1%), their level of knowledge of social health implications of STIs was high (67.5%), and their level of knowledge of mental health implications of STIs was also high (65.3%). Based on the findings, conclusions were drawn and it was recommended that undergraduates’ curriculum should be diversified in order to accommodate topics on STIs, which could be inculcated in the general studies courses.

Introduction 
Sexually Transmitted Infections (STIs), preciously known as venereal diseases have been well known for hundreds of years. Tansy (2003) opined that STIs have been known since antiquity. Over three hundred million cases of STIs have been globally estimated annually (World Health Organization-WHO, 2005), and in developing countries like Nigeria, STIs rank in the top five disease  categories for which young adults seek health care. STIs are the major global cause of acute illnesses, infertility, long term disability and death. WHO (2011) stated that STIs remain one of the most under-recognized health problems worldwide. Due to this under-recognition, many complications arise from STIs leading to serious physical, social and psychological consequences. 
STIs are infections that are primarily spread through person-to-person sexual contact.  Lucas and Gills (2003) defined STIs as infections which are specifically transmitted during sexual intercourse. STIs refer to a variety of clinical syndromes caused by pathogens that can be acquired and transmitted through sexual activity (Workowsk, 2010). This implies that STIs are caused by organisms which are transmitted from one person to another through sexual contact. Samuel (2010) defined STIs as diseases transmitted by way of direct sexual contact. The author further stated that sexual knowledge is of paramount importance in assisting everyone, including unmarried and married people, children and youths to assume healthy life responsibilities. 
STIs have been noted to have negative impacts on the health of individuals. These negative impacts arise most of the time because of delay in the disease detection and poor management. STIs remain major threat to reproductive and public health in general. The health implications of STIs cannot be over emphasized. Centres for Disease Control and Prevention CDCP (2010) stated that some bacterial STIs including syphilis, gonorrhea and chlamydia can have long term consequences including pelvic inflammatory diseases which may cause infertility. Hahn and Payne (2003) posited that in men, the pathogens can invade and damage deeper reproductive structures like the prostate gland, seminal vesicle and Cowper’s gland. The pathogens can spread further to cause joint problems and hearth disorders. Other physical health implications of STIs include birth defects, blindness, bone deformities, brain damage, cancer, heart diseases, and other abnormalities of the reproductive system (CDCP, 2000).
 STIs have also been observed to affect social wellbeing of individuals. Howson (2001) observed that both STIs and their complications have far greater social significance for women than they do for men. The author noted that STIs typically cause personal embarrassment and domestic conflicts. This is obvious in some societies. But whoever is responsible for bringing STI into the relationship, the woman is typically blamed and at the same time faces the consequences. The consequences include domestic violence, divorce, and social ostracism. Some STIs and their consequences attract discrimination and stigmatization. Arkutu (2005) observed that as many as one in four couples in Africa may experience difficulty getting pregnant, which is attributed to infertility associated with STI. Infertility could be a serious issue in ones’ social life especially women. Bruyn (2002) noted that for women, childlessness cause personal pain and a paramount infirmity in a society that values women for their ability to produce healthy offspring. In such societies, infertile woman may be divorced by the same husband who infected her with STIs that led to the infertility. 
Mental health implications of STIs according to Okoye (2006) include shock, denial, regret guilt, anxiety, fear, and frustration. Dufour (2002) opined that the presence of STI affects ones mental health. More common according to the author include feelings of acute emotional distress, depression and anxiety. The fear of serious consequences like infertility, divorce, discrimination and stigmatization can make an individual mentally unhealthy. Undergraduates need knowledge of these health implications to enable them make informed decision about sex. Knowledge of these implications will help prevent the transmission of STIs with their resultant consequences among young ones. 
Knowledge refers to the information, facts or ranges of what has been perceived, discovered or learned. Unegbu and Iloh (2004) defined knowledge as the understanding of specific fact, terminology, convention, ways and means of dealing with specific trend and sequence. In this study, knowledge is viewed as the understanding of facts about the health implications of STIs by undergraduates. Undergraduates are mostly adolescents and young adults. As young people, they are sexually active. This exposes them to unhealthy sexual behaviours like unsafe sex. As a result of this, they are prone to many reproductive health problems which include sexually transmitted infections. They are therefore, supposed to have good knowledge of health implications of STIs. 
Undergraduates, unfortunately, seem to lack knowledge of health implications of STIs. This is evidenced by their sexual behaviours and the resultant effects. It is as a result of this, that the researchers sought to find out the knowledge of health implications of STIs possessed by undergraduates of university of Nigeria Nsukka. University of Nigeria, Nsukka is one of the federal universitieslocated in Enugu State, South-Eastern zone of Nigeria.The university has good number of students from all over the country and beyond.These students are young and should be well informed on the issues concerning their sexual life especially the implications of contracting STIs.

Research Questions 
1. What is the level of knowledge of physical health implications of STIs possessed by undergraduates of UNN? 
2. What is the level of knowledge of social health implications of STIs possessed by undergraduates of UNN? 
3. What is the level of knowledge of mental health implications of STIs possessed by undergraduates of UNN?

Methods 
	The descriptive survey research design was adopted for this study. The population for the study comprised of all the regular undergraduates of university of Nigeria, Nsukka campus. There were nine faculties with about thirty five thousand, six hundred students as at 2012/2013 academic session (UNN Admissions Department, 2013). A sample size of 200 students was used for the study employing the multi-staged sampling technique. The instrument for data collection was the researchers structured questionnaire. The validity of the instrument was established by three research experts in the Department of Health and Physical Education, University of Nigeria Nsukka. The reliability of the instrument was also established using split-half method and reliability co-efficient of .70 was obtained. The instrument was therefore deemed reliable for the study. Copies of the questionnaire were administered to the respondents by the researchers with the help of class representatives. The completed copies were collected on the spot. One hundred and ninety eight copies of the questionnaire were dully competed and returned. Frequencies and percentages were used for data analysis. Ashor’s criteria (Ashor, 2001) were used to determine the level of knowledge of health implications of STIs. By these criteria, scores  less than 40 percent were considered very low, 40 – 49 per cent were considered as low, 50 – 59 per cent were considered as average, 60 – 79 per cent as high while 80 per cent and above were regarded as very high. 

Results 
Table 1. Students’ Knowledge of the Physical Health Implications of STIs (n = 198)
	S/N
	Items 
		Responses 

	
	
	Correct 
	Incorrect

	
	
	F
	%
	F
	%

	1
	STIs cause infertility 
	115
	58.1
	83
	41.9

	2
	Sickle cell anema is not as a result of STIs 
	152
	76.8
	46
	23.2

	3
	STIs can cause cancer 
	30
	15.2
	168
	87.8

	4
	Infected mothers can give birth to blind babies 
	36
	18.2
	162
	81.8

	
	Average percentage 
	42.1
	
	57.9
	


	
Table 1 shows that the respondents possess low (42.1%) level of knowledge of physical health implications of sexually transmitted infections. This is apparent as the average percentage of the incorrect responses is higher (57.9%) than the average percentage of the correct responses (42.1%).

Table 2. Students’ Knowledge of Social Health Implications of STIs (n = 198)
	S/N
	Items 
		Responses 

	
	
	Correct 
	Incorrect

	
	
	F
	%
	F
	%

	1
	STIs can lead to social isolation, embarrassment and domestic violence  
	178
	89.9
	20
	10.1

	2
	STIs can attract stigmatization 
	168
	84.8
	30
	15.2

	3
	Social consequences of STIs include disgrace and shame 
	106
	53.5
	92
	46.5

	4
	STIs can lead to a break in a relationship 
	82
	41.4
	116
	58.6

	
	Average percentage 
	
	67.4
	
	32.6



	Table 2 shows that the respondents possess high (67.4%) level of knowledge of social health implications of STIs. The table further shows that the average percentage of correct responses is higher (67.4%) than the average percentage of incorrect response (32.6%). 

Table 3. Students’ knowledge of mental health implications of STIs (n = 198)
	S/N
	Items 
		Responses 

	
	
	Correct 
	Incorrect

	
	
	F
	%
	F
	%

	1
	STIs lead to anxiety 
	90
	45.5
	108
	54.5

	2
	People with STIs are usually depressed 
	124
	67.7
	64
	32.3

	3
	STIs cannot lead to increased 1Q, critical thinking and mental skills 
	160
	80.8
	38
	19.2

	4
	STIs can lead to mental stress and shock 
	133
	67.2
	63
	31.8

	
	Average percentage 
	
	65.5         
	
	34.5



Table 3 shows that the respondents have high (65.3%) level of knowledge of mental health implications of STIs. The table further shows that the average percentage of correct responses is higher (65.5%) than the average percentage of incorrect responses (34.5%).

Discussion 
	The findings in Table 1 revealed a low (42.1%) level of knowledge of physical health implications of STIs possessed by the undergraduates of UNN. This finding was surprising as one could expect these students to have good knowledge of the health implication of STIs. However, the findings are in line with Nwankwo (2003), who found out in a study that secondary school students possessed low level of knowledge of STIs and its consequences. This may be due to poor sexuality education in some tertiary institutions. 
	The findings in Table 2 indicated a high (67.4%) level of knowledge of the social health implications of STIs possessed by undergraduates of UNN. This finding was expected because these students are in academic environment and are exposed to many sources of information. This finding is in line with Clark, Tackson and Taylor (2002) who stated that undergraduates of Nigeria tertiary institutions have a high level of knowledge of STIs. 
	The findings in Table 3 revealed that there was a high (65.3%) level of knowledge of mental health implications of STIs possessed by undergraduates of UNN. These mental health implications according to these undergraduates include anxiety, mental stress, depression and shock. This finding is in line with Okoye (2006) who stated that the mental health implications of STIs include shock, denial, regret, guilt, anxiety, fear, and frustration. 

Conclusions  
	Based on the findings and discussions, the following conclusions were made: 
1. There was a low level of knowledge of the physical health implications of STIs possessed by undergraduates of UNN. 
2. There was a high level of knowledge of the social health implications of STIs possessed by the undergraduates of UNN. 
3. The level of knowledge of undergraduates of UNN on the mental health implications of STIs was high. 

Recommendations 
	Based on the findings of the study, discussions and conclusions, the following recommendations were therefore made. 
1. The university authority should liaise with the ministry of health and education to enable them design information dissemination programmes for students on the dangers of STLs. 
2. The undergraduate curriculum should be diversified in order to accommodate topics on STIs, which could be inculcated in the general studies courses. 
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Abstract
This study investigated food hygiene practices among food vendors in University of Nigeria, Nsukka campus: Implication for consumer protection. The descriptive survey research design was adopted for the study. Three specific objectives with three corresponding research questions guided the study. The instrument used for data collection was a valid and reliable self-developed questionnaire. The population for the study consisted of 180 food vendors, and the entire population served as the sample for the study. The research questions were answered using percentages. The results of the study indicate that a high proportion of food vendors practised washing hands before and during cooking, during serving food; covering hair and wearing protective clothing during food preparations among other food hygiene practices. A high proportion of food vendors sourced water from water tanker, while a low proportion sourced water from underground well, stream and pipe borne. A moderate proportion of food vendors store food in warmers, basin covered with water proof, refrigerators, pot used for cooking, food stores, kitchen, and at a corner of the restaurant. The implication is that food vendors contaminate the environment with runny nose, catarrh, diarrhoea, water borne and other respiratory tract infections. Food related illnesess spread among the consumers that patronize them and endanger the health of the consumers. Based on the findings, the study recommended among others that environmental and consumer health protection agencies in the Universities should create awareness of the dangers of poor hygiene practices among food vendors and set a standard for good hygiene practices.
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Introduction
Good food hygiene is essential for food vendors to prepare or sell food that is safe to eat. Food is basic to survival and most people recognize that balanced nutrition is necessary for good health. Food can transmit disease from person to person as well as serve as a growth medium for bacteria that can cause poisoning. Food is an organic substance and grows bacteria easily, thus a very high standard of hygiene is necessary to avoid food contamination and poisoning. World Health Organization-WHO (2010) reported that each year throughout the world, millions of people suffer from food-borne diseases.
Despite advances in technology, providing food that is safe is still a worldwide public health problem. Hardgrave (2012) posited that good food hygiene helps food vendors to obey the law, reduce the risk of food poisoning among customers. The author added that the four main things to remember about food hygiene are cross-contamination which causes food poisoning; cleaning and chopping boards and equipment thoroughly before preparing food and after using them to prepare raw food; chilling to cool cooked food as quickly as possible; keeping raw and ready –to-eat food apart at all times, including packaging material for ready-to-eat food; and cooking which helps to prevent the most common food safety problems by killing harmful bacteria in food.
Proper food hygiene practices suggest providing separate storage facilities including clothing and staff for the handling of ready-to-eat food. Separating raw, cooked and ready-to-eat foods while purchasing, storing and preparing food; keeping stored foods covered; storing raw meats below other foods in the refrigerator to prevent dripping onto other foods; keeping the refrigerator clean always; and not consuming products beyond their use-by date are proper food storage practices (Kendall & Medeiros, 2009). World Health Organization (2010) stated that separating cleaning materials, including cloths, sponges and mops should be used in areas where ready-to-eat foods are stored, handled and prepared. Hardgrave (2012) stated that food hygiene practices involve check that food is piping hot throughout before eating; cooking food at the right temperature will ensure that any harmful bacteria are killed; washing fruit and vegetables can also remove these germs.
Food borne diseases often result from unsafe handling of food at home and that the risk is worsened by more of the food being prepared in centralized kitchens outside the home (Wardlaw, 2003). Obiomi (2000) stated that food hygiene covers proper handling and storage of food stuffs and drinks as well as all the utensils and equipment used in food preparation, service and consumption. High standards of hygiene minimize food spoilage and help to ensure that when food is eaten, it is as wholesome and free from pathogenic bacteria as much as possible (Obinezi, 2002). World Health Organization-WHO (2000) emphasized that food borne diseases include cholera and diarrhoea as well as a number of parasitic diseases. The five key principles of food hygiene include prevention of contaminating food with pathogens spreading from people, pets and pest; separating raw and cooked foods to prevent contaminating the cooked foods; cooking foods for the appropriate length of time and at the appropriate temperature to kill pathogens; storing food at the proper temperature; and not using safe water and cooked materials (WHO, 2010).
	Preparation of food more than half a day in advance of needs, storage at ambient temperature, inadequate cooking, inadequate reheating under cooking and cross-contamination from raw to cooked food were identified as factors that contribute to outbreaks of food poisoning (Hobbs & Roberts, 1998). Bupa (2014) asserted that people get ill every day from the food they eat because of poor hygienic conditions observed in handling food which often leads to a whole host of unpleasant symptoms in the body. In addition, the condition of storage and hygiene and care of those handling food during production and service were implicated in the etiology of food borne diseases (Bruch, 1999). Hobbs and Roberts (1998) observed that in the tropics, high temperature, high humidity, lack of refrigerator in addition to local habits, impure water, poor sanitary facilities and parasites combine to increase prevalence of diarrhoea cases. It follows from the foregoing that food poisoning is caused by eating contaminated food and drinking water contaminated by toxins produced by growth of bacteria (Achalu, 1998). Thus, the food handler has an important role to play in prevention and control of food poisoning and other food borne diseases. Shiklomanoy (2000) opined that washing fruit and vegetables under cold running water before preparing and serving food for consumption is essential in catering for customers who are particularly at risk of food-borne illness as well as those with allergies or intolerance.
Good food hygiene practices reduce the risk of food contamination with bacteria, viruses, parasites and other toxins. Food that is not properly cooked, stored, and handled correctly can cause ill health, food poisoning, cold, flu, and other health conditions. Catering services in University of Nigeria are undertaken by private food contractors, who bring in food from various sources and of questionable quality in terms of hygienic preparation and handling. Food handled under poor hygienic condition can cause food poisoning leading to a whole host of unpleasant symptoms such as stomach pains, diarrhea and vomiting. Proper handwashing with soap especially after using the toilet, before handling food and after handling raw meat is essential in practicing food safety. Food preparation and serving should not be done when the vendors have stomach problems, sneezing or coughing regularly (Okoli, 2003). 
Food handlers are expected to report cases of ill health, and prevent their bodies or any thing near from coming into contact with food or food surfaces. Wearing clean outer clothing can help to improve good food hygiene practices. Food handlers or vendors are not expected to sneeze, spit, smoke, blow or cough over unprotected food or surfaces likely to come in contact with food. The students, members of staff and visitors of the university patronize these food vendors for their meals and snacks. This is worrisome as it has been established that unsafe handling of food at home and especially in centralized kitchens outside the home cause food borne diseases (Food Standards, 2014). Hygienic preparation, handling and serving of this ready-to-eat food are essential to avoid food related diseases among such a large population who eat from the public eating places.
	Regarding what could be responsible for such poor food hygiene practices, it became necessary against the back drop that reducing and preventing food contamination will help to promote the health status of the people that patronize these food handlers and vendors. The problem of this study therefore is to examine food hygiene practices of these food vendors, find out the sources of water used for preparation and serving of meals and as well their ways of storing cooked and raw food at the University of Nigeria, Nsukka.
The purpose of the study was to examine food hygiene practices among food vendors in University of Nigeria, Nsukka. Specifically, the study sought to investigate the:
1. proportion of food vendors who adopted some hygiene practices;
2. sources of water used for preparations and serving meals by food vendors; and
3. ways of storing cooked and raw foods by food vendors.

Three research questions were posed to guide this study namely.
1. What is the proportion of food vendors who adopted some hygiene practices?
2. What are the sources of water used for preparations and serving meals by food vendors?
3. In what ways are cooked and raw foods stored by food vendors?

Methods
The study adopted the descriptive survey research design. The population for the study comprised all food vendors in all the eating cafeteria found inside the University of Nigeria, Nsukka campus. There are about one hundred and eighty (180) of food vendors (University of Nigeria Student Affairs Department, 2014). The sample size was one hundred and eighty (180) food vendors, which was the entire population of food vendors. A researcher’s-designed questionnaire served as the instrument for data collection. The instrument was face validated by three experts from the Department of Health and Physical Education in University of Nigeria Nsukka. Split-half method and Spearman’s brown correlation formula was used for the reliability test. A reliability index of .70 was obtained which was adjusted high enough for use in the study.
Data were analysed using frequencies and percentages. Out of the 180 copies of the questionnaire administered, 174 copies were returned which gave a return rate of 96.7%, and were used for data analysis for the study. A proportion of 0-19% was interpreted as very low, 20-39% as low, 40-59% as moderate, 60-79% as high, and 80% or above as very high proportion. These were used to answer the research questions.

Results
Table 1.  Proportion of Food Vendors who Adopted Some Hygiene Practices (n=174)

	S/N
	Food hygiene practices                                                                 
	f             %       Decision

	1
	Washing hands before and during cooking
	174
	100     Very High

	2
	Washing hands before serving meals
	174
	100     Very High

	3
	Covering food to prevent perching of flies
	26
	15       Very Low

	4
	Avoiding sneezing or coughing directly over food
	162
	93        Very High

	5
	Washing utensils as soon as they are used while cooking and serving meals.
	42
	25        Low

	6
	Washing plates and cleaning tables as soon as customers finish eating.
	54
	31        Low

	7
	Preparing food with water from well, stream and water tanker.
	174
	100      Very High

	8
	Covering hair and wearing aprons during preparation.
	161
	92.6     Very High

	9
	Covering refuse bins and cleaning the surrounding of the business area.
	12
	7          Very Low

	10
	Staying away from food preparation during illnesses such as  catarrh, cough and diarrhoea.
	69
	40         Moderate



	Table 1 shows that very high proportion of food vendors practised washing hands before and during cooking (100%), washing hands before serving food (100%), preparing food with water from wells, tankers and streams (100%), avoid sneezing or coughing directly over food (93%), covering hair and wearing aprons during preparation (92.6%); while moderate proportion stay away from food preparation during illnesses such as catarrh, cough and diarrhoea (40%). The table further shows that low proportion of food vendors practised washing plates and cleaning tables as soon as customers finish eating (31%), and Washing utensils as soon as they are used while cooking and serving meals (25%) . The table also shows that very low proportion of food vendors practised covering food to prevent perching of flies (15%), and covering refuse bins and cleaning the surrounding of the business area (7%).

Table 2.  Sources of Water Used for Preparing and Serving Meals by Food Vendors(n=174)

	
	Sources of water used                                                                 
	f              %   

	
	Pipe borne water
	10
	  5.8   

	
	Stream
	16
	   9.2    

	
	Underground well
	20
	   17.3   

	
	Water tanker
	116
	 66.7    



Table 2 shows that a high proportion of food vendors used water from tanker for preparing and serving meals (66.7%), while 17.33 per cent used water from underground well. The table further shows that very low proportion of food vendors reported sourcing water from stream (9.2%) and pipe borne water (5.8%) for preparing and serving meals.

Table 3.  Ways of Storing Cooked and Raw Foods by Food Vendors (n=174)

	
	Ways of storage of cooked and raw food
	f                 %   

	
	Cooked food is stored in food warmers
	103
	   59      

	
	Cooked food is stored in basin covered with water proof
	54
	   31      

	
	Cooked food is stored in the refrigerators and retreated during service
	13
	   7.5    

	
	Cooked food is stored in pots used for cooking

	4
	    2.4     

	
	Raw food is kept in the store.
	40
	    23      

	
	Raw food is kept at a corner of the restaurant
	122
	    70      

	
	Raw food is kept in the kitchen
	12
	     7        



Table 3 shows that high proportion of food vendors store raw food at a corner of the restaurant (70%); moderate proportion of food vendors store cooked food in warmers (59%), while low proportion store food in basins covered with water proof (31%) and kept in the store (23%). The table further shows that a very low proportion of food vendors store cooked food in refrigerators (7.5%), raw food in the kitchen (7%), and store cooked food in pots used for cooking (2.4%).

Discussion
	The finding of the study in Table 1 shows that very high proportion of food vendors practised washing hands before and during cooking (100%), washing hands before serving food (100%), preparing food with water from wells, tankers and streams (100%), avoid sneezing or coughing directly over food (93%), covering hair and wearing aprons during preparation (92.6%); while moderate proportion stay away from food preparation during illnesses such as catarrh, cough and diarrhea (40%);  low proportion of food vendors practised washing plates and cleaning tables as soon as customers finish eating (31%), and Washing utensils as soon as they are used while cooking and serving meals (25%); and a very low proportion of food vendors practised covering food to prevent perching of flies (15%), and covering refuse bins and cleaning the surrounding of the business area (7%). The finding was expected and therefore not surprising because most food vendors adhere to the principles of food hygiene recommended by World Health Organization. The finding agrees with the assertion of Bruch (1999) who asserted that the hygiene and care of those handling food were implicated in the etiology of food borne illness. 
However, the hygiene practices of the food vendors were poor in the area of not staying away from work during illness like upper respiratory tract infection or diarrhea as of the subjects continue to work as long as the illness allowed them. This finding is in contact with the assertion by Park (2009) that those suffering from diarrhoea, dysentery or throat infections should be excluded from food handling. The findings agrees with the report of Abidoye and Otilili (1999) that food handlers do not report to doctors when suffering from diarrhea and even few stopped work. This may have contributed to the occurrence of food poisoning among those who patronize these food vendors.
	The finding also shows that poor hygiene practices in covering refuse bins, covering hair and wearing aprons, removing used pates and cleaning tables immediately after use, cleanliness of business area, clearing refuse bin and surrounding, and using impure water for serving of meals. More than 50% of the respondents were deficient in the areas observed. The premises where food is prepared must be clean and the domestic waste should be disposed properly in order to keep flies away from food. The finding shows a poor refuse disposal which according to Hobbs and Roberts (1998) produces strange odour which attracts rodents and flies which in turn can contaminate food. It seems environmental health officers do not visit food premises, though few indicate that student union officials sometimes come to inspect their premises. Serving of water without purification is a health hazard. 
The finding of the study in Table 2 shows that a high proportion of food vendors used water from tanker for preparing and serving meals (66.7%), while 17.33 per cent used water from underground well. The table further shows that very low proportion of food vendors reported sourcing water from stream (9.2%) and pipe borne water (5.8%) for preparing and serving meals. The finding was expected and therefore not surprising because food vendors are expected to source water from safe sources especially pipe borne water and underground well, more than from water tanker and stream. The finding was in line with Hobbs and Roberts (1998) who noted that water is a major source of infection both by direct consumption and by contamination of food and the environment of food preparation. The finding contradicts the opinion of Shiklomanoy (2000) who opined that washing fruit and vegetables under cold running water before preparing and serving food for consumption is essential in catering for customers who are particularly at risk of food-borne illness as well as those with allergies or intolerance.  However, the purity of sachet and bottled water are not assured unless they are approved by NAFDAC.
The finding in Table 3 shows that high proportion of food vendors store raw food at a corner of the restaurant (70%); moderate proportion of food vendors store cooked food in warmers (59%), while low proportion store food in basins covered with water proof (31%) and kept in the store (23%). The table further shows that a very low proportion of food vendors store cooked food in refrigerators (7.5%), raw food in the kitchen (7%), and store cooked food in pots used for cooking (2.4%). The finding was expected and therefore not surprising because food vendors are often seen serving and storing cooked food alongside raw foods in the same dish and storage facility. Almost all the food handlers stored their coked food improperly. 
The finding disagrees with the assertions of Hobbs and Roberts (1998) that powdered and granular food should be stored in metal bins with close fitting leads and raised above the floor; and Abidoye and Otolili (1999) who asserted that storage at ambient temperature and keeping food insufficiently hot, and favour growth of pathogenic organisms. the finding contradicts the assertion of Kendall and Medeiros (2009) who asserted that Separating raw, cooked and ready-to-eat foods while purchasing, storing and preparing food; keeping stored foods covered; storing raw meats below other foods in the refrigerator to prevent dripping onto other foods; keeping the refrigerator clean always; and not consuming products beyond their use-by date are proper food storage practices.

Implication for Consumer Protection
	The result of this study is an indication that food hygiene practices of the food vendors in University of Nigeria Nsukka is unsatisfactory. This implication is that the health of the consumers that patronize them is highly endangered by the poor hygiene practices as they can easily catch diseases. Since a lot of them go to work even when they are sick, they contaminate the environment with running nose, catarrh, diarrhoea and other respiratory tract infection thereby making the environment unhealthy. This call for intensified efforts by health personnel to embark on mass health education of food vendors at public eating places to ensure that food served to the public is safe and will not endanger the health of the consumers.
This implies that the Health and Physical Education Department in tertiary institutions must live up its responsibility in ensuring that the health of the university community are protected and promoted by educating the food vendors and the general public on the dangers associated with poor hygiene practices. The food handlers must be made to understand that they have important role to play to safeguard food to prevent related illness. The health educators should advice the food managers in the café and canteens on the need for employment of qualified personnel to ensure that food served to the public are safe and does not constitute health hazard. The health educators should be able to recognize symptoms of food poisoning, initiate immediate care, and institute referral to the hospital for proper treatment.
The findings of the study generally revealed poor hygiene practices among food vendors in food handling, preparation, storage and the nature of water used in serving food. Poor hygiene is a perennial problem in most developing countries of the world. This problem has multifactoral etiology of which poverty, ignorance, lack of pipe borne water and infrequent electric power supply are involved. Majority of the food vendors never received education on food handling and food safety neither did they attend any seminar relating to food hygiene. Even in the industrialized world, food hygiene is still a public health problem. 

Conclusion
	Based on the findings and discussion, the following conclusions were reached. A high proportion of food vendors practised washing hands before and during cooking, and during serving food; covering hair and wearing protective clothing during food preparations among other food hygiene practices. A high proportion of food vendors sourced water from water tanker, while low proportion sourced water from underground well, stream and pipe borne. A moderate proportion of food vendors store food in warmers, in basin covered with water proof, in refrigerator, in pot used for cooking, in food stores, in the kitchen, and at a corner of the restaurant. Food vendors’ responses were however, at a manageable pace due to their exposure in the higher institution environment. Health educators have to intensify their teaching on the aspect of proper and adequate practices in preparation, serving and storage of food to prevent food borne illness to the public. In addition to this, the environmental health workers should try to visit these sites where food are cooked and served to the public so that these eating areas will not be sources of food poison to the public. Thus, there is need for food vendors and handlers to be made to understand that they have important role to play to safeguard food in order to prevent related illnesses.

Recommendations
	Based on the findings, discussion and conclusions drawn, the following recommendations were made.
1. Intensive health education and training programmes for food vendors must be embarked on by appropriate organs of the university such as food canteens, student affairs department and environmental protection units with the view to educating all concerned on the dangers of unsanitary food handling. Also, Environmental and consumer health protection agencies in the Universities should create awareness of the dangers of poor hygiene practices among food vendors and set a standard for good hygiene practices.
2. The environmental health officers, health educators and community health workers must ensure that food service centres are inspected and food handlers are properly educated on key principles of food hygiene and safety.
3. Regular supply of pipe borne water should be ensured to avoid the use of impure water for preparation and serving of food.
4. University authority has to set a standard that will guide these food vendors, organize workshops and seminars for the food vendors so that appropriate hygiene practices will be expected from them. Also, the university should set out guidelines stating the qualifications and conditions that must be met by those intending to establish food service centres.
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Abstract
The study determined the body mass index and health risk status of Physical Education (PE) students, University of Nigeria, Nsukka. Three research questions and two null hypotheses guided the study. A descriptive survey design was adopted to assess Body Mass Index (BMI) and health risk status of PE undergraduates in University of Nigeria Nsukka. The population of the study consisted of all the PE students in University of Nigeria Nsukka. The entire population was used for the study because the population was manageable. In essence, there was no sampling procedure. The instruments for data collection were height scale, tensor metre scale. Questions were asked on age of the respondents orally. In data collection, height and weight were measured with standardized protocols and calibrated equipment in the departmental exercise physiology laboratory. Body Mass Index was calculated as weight in kilograms divided by height in metre squared and rounded to one decimal place. The information elicited on the ages were used to ascertain the health status of the students. Data analyzed were presented using descriptive statistics. The study showed that respondents have the tendency towards a healthy BMI and health status. The study recommended that more emphasis should be placed on nutrition education so as to educate the students on the basic dietary practices that are good. Efforts should be made also to uncover the consequences of poor dieting on the students and other groups of individuals.

Introduction
Body Mass Index (BMI) or Quetelet Index is a measure of relative weight based on individual mass and height. BMI is a person’s weight in kilogram divided by the square of the height in metres (BMI [image: = \frac{\text{mass}(\text{kg})}{\left(\text{height}(\text{m})\right)^2}]). It is one of the most commonly used way of estimating whether a person is overweight, obese or having a desirable weight (Peter-Kio, Briggs, Ogunleye & Legheme, 2013). The BMI is used in a wide variety of contexts as a simple method to assess how much an individual's body weight departs from what is normal or desirable for a person of his or her height. There is however often vigorous debate, particularly regarding at which value of the BMI scale the threshold for overweight and obese should be set, but also about a range of perceived limitations and problems with the BMI.
Body Mass Index provides a simple numeric measure of a person's thickness or thinness, allowing health professionals to discuss overweight and underweight problems more objectively with their patients. However, BMI has become controversial because many people, including physicians, have come to rely on its apparent numerical authority for medical diagnosis, but that was never the BMI's purpose; it is meant to be used as a simple means of classifying sedentary (physically inactive) individuals, or rather, populations, with an average body composition (WHO, 1995). For these individuals, the current value settings are as follows: a BMI of 18.5 to 25 may indicate optimal weight, a BMI lower than 18.5 suggest the person is underweight, a number above 25 may indicate the person is overweight (25 to 29.9), a number above 30 suggests the person is obese (Centre for Disease Control and Prevention-CDC, 2006). World Health Organization (2006) further categorized underweight into very severely and severely, and obese in moderately, severely and very severely obese. These extreme values of BMI are indicators of health risk.
The health risk status of students can be estimated using their BMI and other social determinants of health. These determinants which are complex and interrelated include income, education, stress, social networks and support, studying and living conditions, gender, and behavioural aspects (Flegal, Kit, Orpana & Graubard, 2013), all which are integrated in terms of autonomy and capacity to participate fully in society. Those underweight, overweight and obese are more likely to experience health problems than a person with a desirable or healthy weight. World Health Organization (2006) regards a BMI of less than 18.5 as underweight and may indicate malnutrition, an eating disorder, osteoporosis, osteoponia or other health problems, while a BMI greater than 25 is considered overweight and above 30 is considered obese. Overweight persons have moderate risk of developing coronary heart disease, high blood pressure, dyslipidemia, osteoarthritis, stroke, and type 2 diabetes while the obese are at high risk (Eknoyan, 2007).
MacKay (2010) described BMI as a mathematical ratio of height to weight that can be linked with body composition (or body fat percentage) and with indices of health risk. A high BMI assumes a higher percentage of body fat, which places a person at greater risk for developing chronic diseases such as diabetes mellitus, hypertension, heart disease and cancer. However, for some people, the BMI is not a reliable indication of health (Jeremy, 2009). According to the author, highly muscled individual who is very fit and healthy may have a somewhat heavy body weight because muscle pack on a lot of pounds. This person may have a high BMI that improperly puts him or her in the overweight or obese categories. Likewise, thin individuals who have a low body weight with very little muscle and a high percentage of fat may have a normal BMI, which would be an incorrect indication of healthiness. BMI is the commonest tool for measuring obesity.
Obesity is a medical condition characterized by storage of excess body fat. The human body naturally stores fat tissue under the skin and around organs and joints. Fat is critical for good health because it is a source of energy when the body lacks energy necessary to sustain life processes, and it provides insulation and protection for internal organs (Jeremy, 2009). Obesity is defined as having a BMI of greater than 30 (Wainer, 2010). Recent studies (Abdullah, Peters & de Courten, 2010;  Delahanty,  Peyrot, Shrader, Donald, Williamson, Meigs&Nathan, 2014) recommend healthy weight as an antidote to obesity and overweight. To maintain healthy weight means keeping one’s body weight at a healthy level and to achieve this, exercise and a healthy diet are very important (Rizza, Go, McMahon & Harrison, 2002). Rizza and his colleagues asserted that people’s habit can help in maintaining a desirable body weight. The authors added that the type and amounts of food eaten and the exercise performed will determine whether one will gain, lose, or maintain weight. However recent research has shown that those classified as overweight, having a BMI between 25 and 29.9, show lower overall mortality than all other categories (Flegal et al, 2013).
	Obesity and overweight are risk factors to cardiovascular diseases. Overweight and obesity are responsible for 5 per cent of global mortality (WHO, 2009). Despite the high mortality and morbidity rate associated with overweight and obesity, some people seems not to be conscious of their lifestyle. The lifestyles that are core to weight management are nutrition, physical activity and behaviour modification. A good weight management programme can help forestall the risks associated with obesity. This study thereby seeks to establish the state of the PE students in University of Nigeria, Nsukka. This study is believed to expose the health risks associated with obesity and overweight thereby promoting the lifestyle changes of the PE students towards healthy weight.

Research Questions
3. Whatis the BMI and health risk status of PE students in University of Nigeria Nsukka?
4. Whatis the BMI and health risk status of PE students according to gender?
5. Whatis the BMI and health risk status of PE students according to year of study?

Hypotheses
Ho1.	There is no significant difference on the BMI and health risk status of PE students according to gender.
Ho2.	There is no significant difference on the BMI and health risk status of PE students according to year of study.

Methods
A descriptive survey design was adopted to assess BMI and health risk status of PE undergraduates in University of Nigeria Nsukka. The population of the study consisted of all the PE students in University of Nigeria Nsukka (28 students). The entire population was used for the study because the population was manageable. This is consistent with the submission of Nwana (1990) which posited that where the number in the target population is small, it is preferable to utilize all the respondents in order to ensure representativeness and generalizability of findings. In essence, there was no sampling procedure. The instruments for data collection were height scale, tensor metre scale and a questionnaire on the health risk status. The question was the researchers self-developed questionnaire that elicited information on the health status of the students.
In data collection, height and weight were measured with standardized protocols and calibrated equipment in the departmental exercise physiology laboratory. BMI was calculated as weight in kilograms divided by height in metre squared and rounded to one decimal place. Ages of the respondents were gotten from the respondents through questioning. The ages were compared with the calculated BMI to ascertain the health status of the students. The analyses included one pregnant woman. Data analyzed were presented using descriptive statistics of frequency and percentages.

Results

Table 1	
BMI and Health Risk Status of PE Students in UNN (n=28)
	Category 
	Range of BMI (Kg/m2)
	f
	%
	Health Risk

	Underweight
	15.96 – 18.49
	10
	35.7
	Moderate 

	Normal weight
	19.11 - 24.76
	15
	53.6
	Very Low

	Overweight
	25.56 – 29.41
	2
	7.1
	Low 

	Obese
	30.52
	1
	3.6
	High 



Table 1 show that 15 (53.6%) of the PE students have normal weight with a very low health risk. The table also show that 10 (35.7%) of the PE students are underweight with a moderate level of health risk, 2 (7.1%) are overweight while one pregnant woman (3.6%) is obese.

Table 2	
BMI and Health Risk Status of PE Students in UNN According to Gender (n=28)
	Category 
	Range of BMI (Kg/m2)
	Male (n=13)
f   (%)
	Female (n=15)
f (%)
	Health Risk

	Underweight
	15.96 – 18.49
	3 (23.1)
	7 (46.7)
	Moderate 

	Normal weight
	19.11 - 24.76
	10 (76.9)
	5 (33.3)
	Very Low

	Overweight
	25.56 – 29.41
	0 (0)
	2 (13.3)
	Low 

	Obese
	30.52
	0 (0)
	1 (6.7)
	High 



Table 2 show that more PE male students (76.9%) had normal weight than their female counterparts (33.3%). The table also show that more than two fifth of the female PE students (46.7%) were underweight with a moderate health risk, against slightly more than one-fifth of the male PE students (33.3%). The table further show that 13.3 per cent of the females were overweight while the other 6.7 per cent obese.

Table 3	
BMI and Health Risk Status of PE Students in UNN According to Year of Study (n=28)
	Category 
	Range of BMI (Kg/m2)
	100 level (n=9)
f  (%)
	200 level (n=3)
f  (%)
	300 level  (n=11)  
f (%) 
	400 level (n=5)
f (%)
	Health Risk

	Underweight
	15.96 – 18.49
	2 (22.2)
	2 (66.7)
	6 (54.5)
	0 (0)
	Moderate 

	Normal weight
	19.11 - 24.76
	7 (77.8)
	1 (33.3)
	2 (18.2)
	5 (100)
	Very Low

	Overweight
	25.56 – 29.41
	0 (0)
	0 (0)
	2 (18.2)
	0 (0)
	Low 

	Obese
	30.52
	0 (0)
	0 (0)
	1 (9.1)
	0 (0)
	High 



Table 3 show that 66.7 per cent of 200level PE students, 54.5 per cent of 300 level PE students and 22.2 per cent of the 100 level PE students were underweight with moderate health risk. The table also show that all (100%) the 400 level PE students, 77.8 per cent of the 100 level PE students, 33.3 per cent of the 200 level PE students and 18.2 per cent of the 300 level PE students have normal weight. The table further show that 300 level PE students were overweight (18.2%) and obese (9.1%) with a low and high health risks respectively. 

Table 4
Summary of Chi-Square Analysis Testing the Null Hypothesis of no Significant Difference in BMI and Health Status of PE students According to Gender 
	Category 
	Underweight
	Normal weight 
	Over-weight
	Obese
	Total 
	df
	
	χ2-cal
	χ2-crit
	Decision

	Male 
	3 (4.6)
	10 (7.0)
	0 (0.9)
	0 (0.5)
	13
	
	
	
	
	

	Female 
	7 (5.4)
	5 (8.0)
	2 (1.1)
	1 (0.5)
	15
	3
	.05
	6.09
	7.815
	Accepted 

	Total 
	10
	15
	2
	1
	28
	
	
	
	
	


#Figures in parenthesis indicate expected frequency         *df = degree of freedom
Data in Table 4 revealed that χ2-cal value (6.09) is less than the observedχ2-crit value of 7.815 at df 3 and at .05 level of significance. The hypothesis that there is nosignificant difference in BMI and health status of PE students according to genderis therefore accepted. The acceptance means that gender does not make any difference in BMI and health status of the PE students in University of Nigeria, Nsukka.

Table 5
Summary of Chi-Square Analysis Testing the Null Hypothesis of no Significant Difference in BMI and Health Status of PE students According to Year of Study
	Category 
	Under-weight
	Normal weight 
	Over-weight
	Obese
	Total 
	df
	
	χ2-cal
	χ2-crit
	Decision

	100 level
	2 (3.2)
	7 (4.8)
	0 (0.6)
	0 (0.3)
	9
	
	
	
	
	

	200 level 
	2 (1.1)
	1 (1.6)
	0 (0.2)
	0 (0.1)
	3
	7
	.05
	13.96
	14.067
	Accepted 

	300 level
	6 (3.9)
	2 (5.9)
	2 (0.8)
	1 (0.4)
	11
	
	
	
	
	

	400 level
	0 (1.8)
	5 (2.9)
	0 (0.4)
	0 (0.2)
	5
	
	
	
	
	

	Total 
	10
	15
	2
	1
	28
	
	
	
	
	


#Figures in parenthesis indicate expected frequency         *df = degree of freedom

Data in Table 5 revealed that χ2-cal value (13.96) is less than the observedχ2-crit value of 14.067 at df 7 and at .05 level of significance. The hypothesis that there is nosignificant difference in BMI and health status of PE students according to year of study is therefore accepted. The acceptance means that gender does not make any difference in BMI and health status of the PE students in University of Nigeria, Nsukka.

Discussion
BMI is the most commonly used indicator of weight problems in a given population (Rosehill & Gotshalk, 2009). The findings of this study revealed that about 35.54 per cent of the PE students were underweight based on the World Health classification. This finding is unexpected. The finding of the study is consistent with the study of Sirang, Bashi, Jalil, Khan, Hussain, Baig, Taufeeq, Samad and Kadir (2013) and Kodoma (2010) on weight patterns and perception among female university students of Karachi and problems of underweight in young females and pregnant women in Japan respectively where over a quarter were underweight. WHO (2006) pointed out some health problems that are peculiar to underweight which include unhealthy dietary, nutritional deficiencies and osteoporosis. the commonest nutritional deficiencies anorexia nervosa and bulimia while unhealthy dietary practices include binge eating and overeating. 
	The study is at variance with the findings of Peter-Kio et al (2013) who reported less than 5 per cent underweight students. The discrepancy might be as a result of course of study as BMI has a limitation of not taking cognizance of lean muscles in athletes. Normal weight in BMI is a function of body size, mass and height. It ranges from 25.0 to 29.9 the findings of the study revealed that about 59.3 per cent of the study respondents have normal weight. This finding is not surprising. Casual observation of the study respondents gives an insight to this finding. The availability of gymnasia, stadia and other sporting facilities promotes the PE students participation in physical activities. As opined by Sothern, Gordon & von Almen (2006), these activities also burn fats, thereby making people not to be overweight.
	Overweight is a major public health problem facing many industrialized regions of the world and its prevalence also increasing in developing nations. The findings of the study indicate that about 3.7 per cent of respondents were overweight. This finding is astonishing. This may be due to the cultural acceptance of the lean people more than the fat ones. In Nigeria, overweight adolescents are usually regarded as not beautiful. Knowledge of the risk factors of overweight might be a contributing factor. Nevertheless, this study is at variance with the findings of Peter-Kio et al (2013) where 21 per cent of the respondents were overweight.
	Poor nutrition in relation to physical inactivity has also been linked to increasing risk of malnutrition. Medical complications of eating disorders can be as a result of calorie restriction leading to weight loss, poor nutrition or purging behaviour (National Collaborating Centre for Mental Health, 2004). Bones are at risk in eating disorders as a result of endocrine as well as nutritional inadequacy (Kelly, 2010). The most effective treatment for and prevention of osteoponia is weight restoration and resumption of endocrine function (Allan, Sharma & Sangan, 2010). Osteoponia is a bone condition characterized by a decreased density of bone, which leads to bone weakening and an increased risk of fracture. The prevalence is higher among students with nutritional deficiencies of some elements such as calcium, phosphate and vitamin D minerals (Allan, et al, 2010). This disease can be prevented by good dietary practices and lifestyle because adolescence is the time of greatest bone acquisition.

Conclusions
	The study showed that respondents have the tendency towards a healthy BMI and health status. This notwithstanding, there exist people who were underweight and overweight. The study tries to ascertain the possible reasons for their state of BMI. Some of the explored causes were lack of exercises, nutritional deficiencies, unhealthy dietary practices and general lifestyle practices. The study also captured that BMI is the best way of ascertaining the obesity level, despites its limitations.

Recommendations
Based on the findings of the study, it is recommended:
1. That more emphasis should be placed on nutrition education so as to educate the students on the basic dietary practices that are good. Efforts should be made also to uncover the consequences of poor dieting on the students and other groups of individuals.
2. Sporting facilities and equipment should be provided for PE students. The students should also be motivated to utilize the available resources so as to improve their outlook and attain desirable weights.
3. That the National University Commission stipulated sports schedules reflecting on the academic lecture time table should be made compulsory for all students and participation in at least one be encouraged.
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Abstract
The study was carried out to investigate the management of sports injuries among secondary schools athletes in Nsukka Local Government Area of Enugu State. Descriptive survey research design was adopted for the study while the instrument used for data collection was the questionnaire. The population comprised student athletes, games masters and sports council staff in the area. The sample size for the study was 242 respondents. A self developed Sports Injuries Management Questionnaire (SIMQ) was the instrument for data collection.  The SIMQ was face-validated by three experts. Four research questions and two null hypotheses tested at 0.05 level of significance guided the study. The research questions were analyzed using percentage while chi-square was the statistical tool for testing the hypotheses. The results showed among others that: the causes of sport injuries among student athletes included insecurity at sports venues and inadequate sporting facilities were the major causes of sports injuries. The extent of treatment given to the injured athletes indicated majorly withdrawal from the field; athletes left to cater for themselves; immediate first aid and parents/guidance take care of their words. Problems militating against management of sports injuries were, but not limited to lack of adequate funding; inadequate equipment; poor medical personnel and poor training pitches. Some identified measures for improving management of sports injuries included making funds available. The two hypotheses were accepted.

Keywords: Management, Sports, Sports injuries and athlete.

Introduction
Management of sports injuries is a vital aspect of sports organization and administration in the schools which involves careful planning, organizing, controlling and coordinating of sports events to ensure the safety of athletes that take part in various activities for a successful competition and goal achievement. Management entails working with people and utilizing available resources to achieve set goals, which in this case is to ensure proper treatment and rehabilitation of injured school athletes. According to Bernard (2001) management of sports injuries involves putting adequate measures in place for the safety of athletes and successful sports competition at all levels. Aborie (2002) defined management of sports injuries as proactive measures by sports administrators and organizers towards safeguarding the psychological and physical well-being of athletes before and during competitions. Management of sports injuries entails proper planning by sports organizers in ensuring proper handling of unforeseen events during sports competitions (Ugwanyi, 2005; Rechel, Yard, & Comstock, 2008). In a similar view, Olawole (2005) stated that management of sports injuries is the measure being taken to ensure safety of athletes before, during and after competitions. In this study, management of sports injuries is defined as the effective steps taken by Nsukka Local Government Area to ensure proper protection of secondary school athletes that represent it in organized athletic competitions bearing in mind that injuries may occur there-in. 
Injuries are usually unforeseen occurrences. According to Yost (2002), an injury is any physical harm or damage to an individual while performing in any activity in the environment. In the same vein, Ojobo (2004) defined sports injury as any kind of damage or hurt sustained by an athlete while participating in sports activities or competitions. The definition of sports injury by Ojobo was adopted in the present study. 
Sports have been defined in various ways. Aborie (2000) conceptualized sport as an aspect of physical education in which individuals acquire knowledge and skills in different events in order to develop mentally, physically and socially. In his own view, Rick-Wilkerson (2008) stated that sport is an activity that one does for pleasure which needs physical efforts or skills usually done in special area and according to fixed rules. In this study, sport is defined as physical activity requiring physical effort and skills performed by students according to fixed rules in special areas otherwise called pitches. How sports are organized among others may make athletes prone to injuries. 
Many factors may be responsible for sports injuries. According to Scribe and Burke (2006) lots of injuries are caused by improper management, supervision, poor facilities and equipment, lack of skills by athletes and poor coaching methods by officials. Thus, sports and games which are not well organized and managed are likely to expose athletes to various injuries. Evans (2008) opined that the responsibility of ensuring proper management of sports injuries lies in the hands of the sports organizers which include the Local Government sports council, Head teachers and Games masters of schools, coaches and athletes themselves. They represent the key players in the effective management of sports injuries, before, during and after competitions. Adequate sports organization requires putting in place, proper measures for ensuring availability of facilities, equipment, sports personnel and sound medical arrangement to guarantee the safety and well-being of athletes. This is not only to ensure the safety and fitness of athletes, but also to serve as a motivational factor to them. 
The researchers’ observation and experience has shown a regrettable situation where student-athletes in Nsukka Local Government Area seem not to be properly treated when they sustain injury while participating in competitions. According to Kambouris (2011), there are lots of cases of poor management of sports injuries among athletes in many sports organisations. Also, sports officials and athletes in a number of councils often complain of medical neglect by Local Government sports councils on issues involving injuries during sports meets in secondary schools. These and other factors may lead to poor motivation, frustration and loss of interest in participating in sports among student-athletes.   
An athlete is a sportsman or woman who takes part in an organized athletic competition or events (Bernard, 1991). On the other hand, Evans (2008) stated that a student athlete is an individual selected to represent an institution or school in an organized athletic competition. He further described student athletes are students who represent their schools in local government, state and national organized sports competitions. In this study, student athletes are defined as secondary school students that represent their schools in organized sports competitions beyond intramurals
In the past, some student athletes had either lost some academic years or dropped out of school due to negligence of injuries sustained during sports meets by the local government are not only very discouraging, but counter-productive. It kills the morale and enthusiasm of potential talents to be encouraged to help the council win laurels in both state and national organized sports competitions.  It is against this backdrop that the researchers undertook to identify sports injuries are managed among athletes in Nsukka Local Government Area. 

Research questions  
	The following research questions were posed to guide the study
1. What are the causes of sports injuries among secondary school athletes in Nsukka Local Government Area?
2. What is the extent of treatment given to injured athletes in secondary school in Nsukka Local Government Area?
3. What are the problems militating against effective management of sport injuries among secondary school athletes in Nsukka Local Government Area?
4. What are the measures to be adopted to improve management of sport injuries among secondary school athletes in Nsukka Local Government Area?

Hypotheses 
1. Management of sports injuries among secondary schools athletes in Nsukka L.G.A. was not significantly dependent on category of sports staff (P.E. teachers and sports council staff).
2. Management of sports injuries among secondary schools athletes in Nsukka L.G.A. was not significantly dependent on category of respondents (Staff and Student-athletes).
Methods 
	Descriptive survey design was used for the study. According to Springer (2010) the design allows the quantitative description of phenomena through collection and analysis of valid data. He described the design as one of the best most straightforward designs in education for the purpose describing what is. The population for the study consisted of 242 respondents which included; 12 zonal sports office staff, 200 student-athletes and 30 games masters and mistresses in the secondary schools in the Local Government area. The entire population was used in the study, hence, no sampling. However, only 240 correctly filled copies of the questionnaire were used for data analysis. The face validity of the instrument was established by five experts in the Department of Health and Physical Education, UNN. Reliability of the instrument was established using Kuder-Richardson K-R 20 fomular. A reliability coefficient of .79 was obtained and the instrument was considered reliable enough for the study. Data were analyzed using the statistical package for social sciences (SPSS) batch system. Percentages were used to answer the research questions, while chi-square statistic was used to verify the null hypotheses at .05 level of significance. 

Results

Table 1: Responses on causes of sports injuries among secondary school athletes (N = 240)	
	S/N              Items                                                                          f                     %

	1
	Insecurity at sports venues
	240	
	100.00

	2
	Inadequate sporting facilities 
	238
	99.16

	3
	Lack of skill by athletes 
	225
	93.75

	4
	Poor coaching in sports
	220
	91.66

	5
	Ignorance of the rules of the game
	200
	83.33

	6
	Use of illegal drugs
	180
	75.00


	
Table 1 shows that (240, 100%) of the respondents indicated that insecurity at sports venues was the major cause of sports injuries among secondary school athletes. This was followed by (238, 99.16%) respondents who indicated that inadequate sporting facilities were a serious causative factor of injuries among athletes. The table also shows that  (285, 93.75%) of the respondents indicated that lack of required skills by athletes was one of the major causes of sports injuries, followed by  (220, 91.66%) respondents who agreed that poor coaching in sports was a factor in the causes of sports injuries among secondary school athlete. While (200, 83.33%) of the respondents indicated that ignorance of the rules of the game by student athletes was a causative factor in sports injuries among them. The table also showed that (180, 75%) of the respondents agreed that use of illegal drugs was one of the causes of sports injuries among secondary school athletes in Nsukka Local Government Area.

Table 2: Responses on care of injured athletes (N = 240)

	S/N
	Items
	f
	%

	7
	Withdrawal of the athlete from the field	
	240
	100

	8
	Athlete left to care for himself	
	238
	99.16
97.91

	9
	Immediate first aid care is given to athletes
	235
	

	10
	Parents and guardians take care of their wards
	230
	99.83

	11
	Take athlete to hospital
	150
	62.50

	12
	Pay medical bill of athlete
	100
	41.66



Table 2 show that all the (240, 100%) respondents indicated that withdrawal of the athlete from the field was the most appropriate care of the injured athlete. This was followed (238, 99.16%) of the respondents who indicated that the injured athlete was left to care for himself while (235, 97.91%) of the respondents agreed that the injured student athlete is given immediate first aid care. The table also showed that (230, 95.83%) of the respondents agreed that the parents their words. The table also showed that (150, 62.50%) of the respondents indicated that the athlete is taken to the hospital for care while only (100, 41.66%) of the respondents indicated that the Local Government Area paid medical bill of the injuries student athlete. 	



Table 3: Problems militating against the management of sports injury among students’ athletes in Nsukka Local Government Area ( N = 240)

	S/N
	Items                                                                      f                                                                                     
	 %                                           

	13
	
	Lack of  adequate funding 
	   240
	100

	14
	
	Inadequate facilities/equipment 
	239
	99.58

	15
	
	Poor medical personnel 
	238
	99.16

	16
	
	Poor training pitches 
	235
	97.91

	17
	
	Poor planning of sports competitions 
	230
	95.83

	18
	
	Poor motivation of the council 
	218
	90.83


	
Table 3 shows that all the respondents (240, 100%) indicated that lack of adequate finding was the major problem militating against effective management of sports injuries among student athletes in Nsukka Local Government Area. This was followed by (239, 99.58%) respondents who indicated that inadequate sporting equipment facilities also was a major inhibiting problem against effective management of sports injuries. The table showed that  (238, 99.16%) of the respondents agreed that poor medical personnel was a serious problem against management of sports injuries, (235, 97.91%) indicated that poor training pitches affected management of injuries while  (230, 95.83%) of the respondents indicated that poor planning of sport competitions was one of the major problems of effective management of sports injuries among student athletes in the area. while (218, 90.83%) of the respondents indicated poor motivation of the social as a problem affecting effective management of sports injuries in Nsukka Local Government Area. 

Table 4:Measures for Improving Management of Sports Injuries Among Student Athletes in Nsukka Local Government Area (N = 240)
	S/N
	
	       f                %

	19
	Making funds available for organization of sports
	 240
	100

	20
	Ensuring proper planning of activities 
	 239
	99.58

	21        
	Providing adequate security in sports venues competition
	 238
	99.16

	22
	Ensuring the use of qualified games masters 
	 236
	98.33

	23
	Ensuring medical fitness of athletes
	 235
	97.91

	24
	Providing facilities and equipment
	  230
	95.83



Table 4 shows that all the respondents (240, 100%) indicated that making funds available for organization of sports is one of the most effective measures for improving management of sports injuries among student athletes in the Local Government Area. This  was followed by (239, 99.58%) of the respondents who indicated that ensuring proper planning of activities is an effective measure while (238, 99.16%) indicated that providing adequate security in sports competition venues is also an effective measures. The table showed that (236, 98.33%) of the respondents agreed that ensuring the use of qualified games masters, (235, 97.91%) on ensuring medical fitness of athletes and (230, 95.83%) of the respondents who indicated that providing adequate equipment facilities are effective measures for improving management of sports injuries among students athletes in Nsukka Local Government Area. 

Table 5: Summary of chi-square values on management of sports injuries depending on category of staff (P.E. teachers and Sports council staff)
Mgt. of sports injuries			 χ2 cal      χ2 critical       P          df          Decision      
Causes of sports injuries			1.35	3.70	 .05	30      NS	
Care of injured athletes			2.27          3.70            .05        30            NS
Problems against mgt. of sports injuries	 2.05         3.70            .05         30            NS
Measures for improvement		.97          3.70            .05         30             NS
NS= Not Significant

The chi-square analysis shows that the calculated χ2 values for causes of sports injuries (χ2 = 1.35 ˂ 3.70, p˂.05), care of injured athletes (χ2 = 2.27 ˂ 3.70, p˂.05), problems against management of sports injuries (χ2 = 2.05 ˂ 3.70, p˂.05) and measures for improvement (χ2 = 0.97 ˂ 3.70, p˂.05) were less than the critical χ2 value. This shows that responses on management of sports injuries among athletes in Nsukka Local Government Area were not significantly dependent on the category of staff (P.E. teachers and sports council staff). This implies that the null hypothesis of no significance difference is not rejected. 

Table 6: Summary of chi-square values on management of sports injuries depending on category of respondents (staff and student-athletes). 
	Mgt. of sports injuries                                  χ2 cal      χ2 critical     P      df      Decision     

	 Causes of sports injuries                                 .87         3.51          .05      40        NS
 Care of injured athletes                                   1.65        3.51          .05      40        NS
 Problems against mgt. of sports injuries         1.81       3.51         .05      40        NS
Measures for improvement                               .76         3.51          .05      40        NS


      NS= Not Significant

Data in table 6 show that the calculated χ2 values for causes of sports injuries (χ2 = .87 ˂ 3.51, p˂.05), care of injured athletes (χ2 = 1.65 ˂ 3.51, p˂0.05), problems against management of sports injuries (χ2 = 1.81 ˂ 3.51, p˂.05) and measures for improvement (χ2 = .76 ˂ 3.51, p˂.05) were less than the critical χ2 value. This implies that the null hypothesis of no significance difference is not rejected. 

Discussions
	Findings of the study show that insecurity at sports venues is one of the major causes of injuries among student athletes. This is because; insecure sports venues expose the athletes to injuries of different kinds. Eri (1990) indicated that poor training of athletes on the rules of a game constitute serious problems and can lead to severe injuries during sports participation. Emenike (1992) noted that one way of ensuring injury-free sports organization is to ensure the safety of the environment in which athletes operate. Inadequate facilities and equipment also contribute in causing injuries during sports meets. Most often, lack of required facilities exposes athletes to the use of improvised resources. This finding agrees with O’niel (2002) and Yost (2002) that the use of inappropriate facilities, poor pitches are potential factors for causing injuries in the playing ground. As indicated, poor coaching in sports as well as the athletes’ disobedience to game rules, lack of skills and use of performance enhancing drugs lead to sports injuries. 
	The study revealed that the extent of care given to the injured athletes were immediate withdrawal from the field, application of first aid and often taking the athletes to the hospital. In as much as the above efforts are seen to be fair and just, it is just not enough. The result from the table revealed that the athletes are left to cater for themselves through their parents and guardians who are made to pay the medical bill in the hospitals. This situation does not motivate athletes and their parents and is therefore seen to be counter-productive. Onuchukwu (2003) stated that abandoning athletes to their parents in the face of injuries demoralizes not only the athletes but also their parents and guardians. Hence, the participating athletes get less motivated to continue representing their schools or local government in sports competitions. 
	The findings on research question 3 revealed that lack of adequate funding is the major problem facing adequate management of sports injuries. The above finding is in agreement with the views of Oyewusi and Ogundari (2002) who asserted that adequate funding and medical personnel are very necessary in sports competitions to ensure proper attention to injured athletes at any point. They also opined that effective planning and coordination is necessary to ensure safety and proper management of sporting events in schools. Straus (2008) stated that lack of facilities, inadequate fund as well as poor planning constituted major problems in managing sports injuries during athletic events.                          	
Findings of the study also revealed that all the identified measures are very critical and important in ensuring effective management of sports injuries among student athletes in the area. The findings show that measures to be taken in order to improve the management of sports injuries among student-athlete include; ensuring proper funding, providing adequate equipment/facilities, proper planning, use of qualified personnel, fitness of the athletes and guaranteeing the security of venues. According to Kambouris (2011) measures to be taken in order to improve the management of sports injuries include; adequate preparation of the athletes, provision of required equipment and facilities at sports venues, ensuring the presence of medical personal and ensuring that the athletes play according the rules and regulations of the games. Onuchukwu (2003) and Rick –Wilkerson (2013) stressed that adequate security management at venues, ensuring the physical, mental and psychological fitness of the athletes and standard officiating during sports competitions help to prevent the occurrence of sports injuries.  
	Furthermore, the chi-square analysis revealed that the respondents share common view with regard to the management of sports injuries among secondary school athletes in secondary schools in the Local Government Area, therefore, the null hypotheses were accepted as stated. 

Conclusion 
	The study of the management of sports injuries, especially, at the secondary school level is very important now in order to motivate more young ones to participate in sports without the fear of being dumped when injury occurs. Employment of qualified games masters/mistresses is paramount in order to ensure adequate training of the athletes on the skills and rules of the games, and equally ensure the adequate provision of facilities and equipment for the athletes. Also, proper management of sports injuries among secondary school athletes will increase the number of young talents that represent the country at international competitions, with long years to make positive impact before retiring from active sports. 

Recommendations
1. State government should make more funds available to the Local government councils for proper organization and management of sports.
2. Local government councils should endeavour to cater adequately for the welfare of their athletes during and after competitions, especially, when there are injuries.
3. Incentives should be provided for both the athletes and the Local government council staff in order to motivate them.
4. Government should ensure adequate training of the games masters/mistresses through periodic seminars and workshops.
5. Finally, athletes caught using performance enhancers should be banned from participating in sports related activities. 
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ASSESSMENT OF THE PRACTICE OF MENTAL HYGIENE OF SECONDARY SCHOOL STUDENTS IN NSUKKA EDUCATION ZONE BASED ON LOCATION
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Abstract
The study was designed to assess the practice of mental hygiene of secondary school students in Nsukka education zone based on location. In order to realize this, three research questions were raised to guide the study while hypothesis was tested at .05 level of significance. The population for the study comprised all secondary school students under Nsukka education zone in Enugu state. The multi-stage sampling technique was adopted to draw a sample size of 1,260 students for the study. Data collected was analyzed using percentages and Chi-square statistics. The result indicated that there were significant differences between urban and rural schools in their mental hygiene practiceswith regard to eating breakfast before going to school (X2 = 06.558 < 3.84) engaging in sport/games (X2 = 0.3816 > 3.84) and relating with teachers (X2 = 0.0436 < 3.84),. Others included going for medical treatment, (X2 = 0.0436> 3.84) overlooking annoyance (X2 = 13.7700 > 3.84) and accepting advice from people (X2 = 0.0640 > 3.84). Recommendations were made which included teachers to be encouraged to inculcate various mental hygiene practices as a means of sustaining mental health. It is necessary to prevent and avoid any form of mental illness and discomfort in the lives of the students and their teachers.

Keywords:Mental Hygiene, Practices, Secondary School Students


Introduction
 Good mental hygiene fosters emotional well-being and helps build a foundation for healthier live and longevity. Mental hygiene is an essential part of a person’s general health because it is organically connected with the structure and function of our psycho-social and physical environment. Studies by Shalala (1999) indicated that at any given time, at least one in five adolescents may have a mental health problem. In the United States, about one person in ten will, during his or her lifetime, develop some form of mental illness which will incapacitate him either temporarily or permanently (Ellis, 2002). Evidence from the World Health Organization as reported by Richard and Bergin (2000) suggests that nearly half of the world’s population is affected by mental illness with an impact on their self-esteem, relationships and ability to function in everyday life. Beers (2002) made us know that analysis also shows that an estimated 180,000 people in Britain alone were afflicted with mental illness whereas in Nigeria, 4.7% suffer mental disorders (WHO,2005).  
	Secondary school students could have mental health problems which can greatly affect the way they think, feel, behave and how this affects their lives (National Health Services, 2007). Mental health problems are painful and could lead to poor grades at school, family conflicts, drug abuse, violence and other anti-social behaviours (Carmona, 2003). Students experiencing mental health issues are more likely to have problems in school and run greater risk of mental health problem. Accordingly this has been estimated that one out of every twenty-five children who enter school in the United States and Canada will eventually be admitted to a mental hospital and this constitute a larger number than those who will conclude their education. These health problems can affect anyone, rich or poor, young or old, and shattering lives of those close to them (Mind, 2003). One cannot help but imagine if secondary school students in Nsukka Education zone are likely to suffer from mental health problems which severely disrupt daily functioning in home, school, or the entire community. 
In order to overcome mental problems which never go away due to unending stressors, the need for mental hygiene becomes essential. According to Klein (1992), mental hygiene is an endeavour to aid people in warding off trouble as well as furnish ways of handling trouble in intelligent fashion when it cannot be warded off. To this researcher, these troubles may be: illness, finances, social position, religion, sex, economic security, old age and inadequate shelter. Querido (2004) defined mental hygiene as the science concerned with the surroundings of the individual; the conditions of his development and his life. Mental hygiene according to him aims to free the individual from influences which may be harmful to mental growth and therefore hampers full development of his potentialities. Mental hygiene cares for the purpose of the preservation and improvement of mental health of the individual and community. It is meant for prevention and cure of minor and major mental diseases and defects of mental, educational and social maladjustment. To this end, World Health Organization (1999) asserts that mental hygiene is the full and harmonious functioning of the whole personality. It is also regarded as the capacity of the individual, the group and the environment to interact with one another in ways that promote subjective well-being; optimal development and use of mental abilities. Mental hygiene as defined by Enenta (2004) is the absence of all mental and emotional disturbances that are detrimental to the optimal well-being of an individual in his environment.
For a sound home and school environment, secondary school students should engage in good mental hygiene practices. Mental hygiene practices as those techniques, measures, strategies or activities utilized by secondary school students in order to reduce stress and anxiety and thus enable them cope with environmental, social and intellectual stressors (Enenta, 2004). There are three aspects of mental hygiene namely; preventive, promotive and restorative mental hygiene. Mental hygiene therefore strives to take everyday troubles of people to a convenient point of departure. The concept endeavours to encourage people to tackle troubles as well as furnish ways of handling them in an intelligent fashion when it cannot be tackled (Klein, 1992). Often times, people can never do away with their everyday trouble in life but try to keep them at bay and forge ahead.
	In the past, secondary school students in the urban and rural areas have practiced mental hygiene as a means of warding-off their every day trouble by engaging in diverse practices to promote mental well-being. This can be seen in a study done by Roger (1998) to ascertain if a significant difference existed in the mental hygiene practices of 840 high school adolescents of urban and rural mission schools in Washington. Using questionnaire as the sole instrument for collecting data, the study found that rural schools were more organized and less delinquent in church activities like evangelism, crusade, bible study, pious group activities and choir activities as a means of keeping away from mental troubles. 
 Husband and Hinton (2000) in South Minnesota investigated a study in bid to ascertain the objective of holiday mental hygiene programmes for youths and adolescents from urban and rural schools. The study revealed that the programme aimed to ensure for each individual, optimal development of mental abilities and satisfactory emotional adjustment to the school and community environment. More so, taking part in voluntary organization programmes and holiday activities helped in promoting social and mental health of the adolescents.
 Samuel and Enenta (2002) carried out a study in Nsukka, Enugu State to determine the preventive mental hygiene practices of 420 urban and rural adolescent students. A significant difference was however found as it affected their sources of happiness by engaging in various in-door and out-of-door activities at home, school and the church; having funds as a means of solving problems. They stressed that the home and the school environment ought to be made more conducive for student to avert or reduce to the lowest minimum, mental discomfort and stress.
Another study on knowledge and practice of mental hygiene carried out by Gupthah (2009) on 100 students of Government Pilot High school in Bogura Province. The qualitative cross-sectional study used interview as instrument for data collection. The findings of the study suggested that majority (99%) of the respondents engaged widely in Information, Education and Communication-IEC activities. Eighty-six per cent of them in rural province admitted interest in listening to radio all the time due to its availability in the mobile hand set. Watching television was widespread among the students (95%).
	It has been observed from literature that with proper practice of mental hygiene, mental problems will be prevented. It is against this backdrop that this study had been designed to determine the assessment of the practice of mental hygiene of secondary school students in Nsukka education zone based on location.



Purpose of the Study
	The main purpose of the study was to identity the mental hygiene practices adopted by secondary school students in Nsukka education zone based on location. The study intended to identify, specifically the:
1. Role of preventive mental hygiene practices of secondary school students in Nsukka education zone based on location;
2. Role of promotive mental hygiene practices of secondary school students in Nsukka eduation zone based on location;
3. Role of restorative mental hygiene practices in secondary school students in Nsukka education zone based on location.

Research Questions
1. 	What is the role of location on the students’ preventive mental hygiene practices? 
2.	What is the role of location on the students’ promotive mental hygiene practices? 
3.	What is the role of location on the students’ restorative mental hygiene practices?

Hypothesis
	The present study tested hypothesis at .05 level of significance.
Ho1: Location has no statistically significant role on the students’ preventive, promotive, and restorative mental hygiene practices.

Methods
	The cross sectional survey research was employed because the proposed method allows description of condition as they existed in their natural setting (Ali, 1996). The Population consisted of 41,690 students from all government owned secondary schools in Nsukka education zone. The zone consists of three local government areas namely: Uzo-Uwani, Igbo Etiti, and Nsukka. There were fifty-two secondary schools in Nsukka education zone with majority of them predominantly situated in the rural areas (Post Primary School Management Board, 2002). A sample of 1,260 secondary school students was used for the study. This amounted to approximately 5 percent of the target population. The sample was adjusted representative of the population based on the suggestion by Nwana (1981) that 5 percent or less sample could be drawn from a population running into a couple of thousands.
	The multi-stage sampling technique was adopted to draw the sample. The first stage of the sampling involved drawing the schools while the following stage was drawing a sample of the students. The stratified random sampling technique was adopted to draw six schools, which were approximately 12 per cent of the schools. This involved drawing one rural boys’ school; one rural girls’ school; one rural-co-educational school; and one urban boys’ school; one urban girls’ school; one urban co-educational school.
	The next stage was using the simple random sampling technique to draw a class, each from the streams in the sampled schools. The average number of students in each class in rural and urban schools in thirty and forty respectively. This gave rise to a total number of 180 students and 240 students from each of the rural and urban schools selected. Therefore the final sample of 1,260 students emerged which consisted of about 190 rural boys, 220 rural girls, 3550 urban boys and 500 urban girls. 
	The students’ Mental Hygiene Practice Questionnaire (SMHPQ) was designed by the investigator. The questionnaire consisted of the respondent’s opinion on the students’ preventive, promotive and restorative mental hygiene practices.Face validity of the instrument was obtained through the judgment of three validates drawn from the Departments of Health Education and Psychology, University of Nigeria, Nsukka. Their suggestions were used to restructure the final copy of the questionnaire which was used for data collection.
The reliability of the instrument was established using test-retest method where thirty copies of the questionnaire were administered on secondary school students outside Nsukka education zone. The exercise was repeated after two weeks interval on the same group of people to actually determine the reliability of the instrument. Reliability coefficient of .75 was achieved using Kappa statistics. 
	A letter of introduction from Head of Department of Health and Physical Education, University of Nigeria, Nsukka was presented to the school Principal of each of the school under study to gain access to the respondents through the teachers. The teachers were thereafter expected to introduce the investigator to the students who completed copies of the questionnaire.
	The data collected were coded and analyzed with computer using  STATA-a  data analysis package. The data were analyzed item-by-item to indicate the response frequencies and percentages of various categories of respondents according to location. The frequencies and percentage were extracted and presented in Tables, which answered the research questions.
	The Chi-square statistic was computed using responses to the questionnaire items relevant to the stated null hypothesis. The computed X2 values were used to test the null hypothesis at the .05 level of significance. Summary of the Chi-square tests were presented in appropriate Tables.

Results
Table 1. Influence of Location on the Students’ Preventive Mental Hygiene Practices PMHP

	
	Urban
	Rural

	PMHP
	F
	%
	F
	%

	
Eating before going to school
	
422
	
48.62
	
446
	
51.38

	Drawing up a programme of activities
	452
	52.31
	412
	47.69

	Tackling daily demands
	454
	53.66
	392
	46.36

	Having money as a student
	464
	60.73
	300
	39.27

	Going late to bed
	316
	46.88
	358
	53.12

	Going for guidance/counselling
	398
	51.42
	76
	48.58

	
	
	
	
	


	
Data in Table 1 above show that as many as 60.73 percent of the students in the urban area reported they had money to use in solving their immediate problems, 53.66 percent of them took care of their daily demands without postponing them. Further results revealed that 52.31 per cent drew their programming of activity before embarking on them. Three hundred and ninety-eight (51.42%) went for guidance/counseling at school while 46.88 percent went to bed late at night.
	The data also shows that while 53.12 percent of the rural respondents went to bed late, 51.38 percent ate before going to school. Three hundred and seventy-six (48.58%) reported they went for guidance/counselling before carrying them out. Three hundred and ninety-two (46.36%) of these rural respondents took care of their problems without having to postpone them. The other 39.27 per cent reported they never considered going to bed early.

Table 2. Influence of Location on the Students’ Promotive Mental Hygiene Practices

	
	Urban
	Rural

	PROMHP
	F
	%
	F
	%

	
Watching television at home
	
446
	
51.03
	
428
	
48.97

	Engaging in sport/games at leisure time
	382
	48.60
	404
	51.40

	Belonging to a club/society in society
	416
	53.75
	358
	46.25

	Belonging to voluntary organizations in the school
	192
	37.21
	324
	62.79

	Engaging in church activities
	338
	47.08
	380
	52.92

	Sleeping in the afternoon
	274
	41.77
	382
	58.23

	Relating well with teachers in school
	530
	51.26
	504
	48.74



	Results from the above Table reveal that 53.75 percent of students from the urban area belonged to club/societies in their school in their social where 51.26 percent reported they had cordial relationship with their teachers. Four hundred and forty-six (51.03%) of them watched television at their homes where 48.60 percent participated in sport/games during their leisure. Further reports indicate 47.08 percent took part in church activities while Two hundred and seventy-four (41.77%) accepted they usually sleep in the afternoon. Thus, the least proportion of 37.21 percent belonged to voluntary organizations in their schools.
	Furthermore, the results show that 62.79 percent of the rural students belonged to voluntary organizations in their schools while 58.23 percent took siesta after school. Three hundred and seventy-eight (56.93%) of them participated in craftwork while 52.92 percent of the rural students reported they took part in various church activities. Four hundred and four (51.40%) of them also reported partaking in sport/games during their spare time. Four hundred and twenty-eight claimed they watched television at home where 50.74 per cent claimed they related well with their teachers at school. More so, the least proportion (46.25%) of the students reported they belonged to club and/or societies in their school.

Table 3.  Influence of Location on the Students’ Restorative Mental Hygiene Practices
	
	
Urban
	
Rural

	RMHP
	F
	%
	F
	%

	
Going to medical treatment
	
450
	
50.00
	
450
	
50.00

	Liking people’s advice
	524
	50.58
	512
	49.42

	Accepting advice from people
	406
	49.39
	416
	50.61

	Sharing problems 
	320
	55.94
	478
	49.48

	Forgiving people easily
	488
	50.52
	478
	49.48

	Overlooking annoyance
	496
	52.10
	456
	47.90



	Data in Table 3 above show that a greater proportion of (55.94%) of urban student kept their problem to themselves. Next is 52.10 percent who overlook annoyance when provoked. This is closely followed by 50.58 percent of them who reported they liked people’s advice while 50.52 percent also claimed they forgave people readily. Four hundred and fifty (50.00%) respondents claimed they went for medical treatment when the fall sick while four hundred and six (49.39%) urban respondents reported they accepted advice from people.
	The above data also show that while four hundred and sixteen (50.61%) of the rural respondents accepted advice from people, four hundred and fifty (50.00%) of them went for medical treatment when sick. Four hundred and eighty (49.48%) of them found it easy to forgive people when they feel offended whereas 49.42 percent liked people giving them piece of advice. The data also revealed that 47.90 percent of them overlooked cases of annoyance when 44.06 percent kept their problem to themselves as a means of restorative practice of mental hygiene.

Table 4. Chi-Square Verifying Location Differentials in the Students’ Preventive Mental Hygiene Practices
	PMHP
	M
	F
	Cal X2
Value
	Critical  X2Value
	Df
	P
	Decision 

	Eating before going to school
	578
	594
	0.6558
	3.84
	1
	0.418
	Accepted

	Drawing up a programme of activities
	582
	596
	10.9736
	3.84
	1
	0.001
	Rejected

	Tackling daily demands without
postponing them
	586
	592
	18.4414
	3.84
	1
	0.000
	Rejected

	Having money as a student
	590
	596
	103.6599
	3.84
	1
	0.000
	Rejected

	Going late to bed
	590
	594
	5.4351
	3.84
	1
	0.020
	Rejected

	Going for guidance/counselling
	572
	594
	5.5108
	3.84
	1
	0.023
	Rejected 



	Data in table 4 above reveal that the calculated X2 values for ‘eating breakfast before going to school (X2 = 06.558 < 3.84) was less than the critical X2 value. Hence, the null hypothesis was accepted for ‘taking breakfast’ but rejected all the other preventive mental hygiene practice. The results shows that the X2 values for those other preventive practice were, drawing a programme (X2 = 10.18.4414 > 3.84), ‘tackling daily demand’ (X2 = 18.4414 > 3.84) ‘having money’ (X2 = 103.6599 > 3.84) ‘going late to bed’) (X2 = 5.4351), and going for guidance/counseling’ (X2 = 5.1508 > 3.84). Following from the above, the null hypothesis which indicated that location has no statistical influence on the student mental hygiene practice was rejected.

Table 5. Chi-square Verifying Location Differentials on the Students’ Promotive Mental Hygiene Practices

	PMPH
	M
	F
	Cal X2
Value
	Critical  X2Value
	df
	P
	Decision 

	Watching television at home
	564
	602
	9.8825
	3.84
	1
	0.002
	Rejected

	Engaging in sport/games at leisure time
	580
	598
	0.3816
	3.84
	1
	0.537
	Accepted

	Engaging in craftwork/
	574
	600
	20.7225
	3.84
	1
	0.000
	Rejected

	Belonging to a club/society in school
	582
	600
	18.2332
	3.84
	1
	0.000
	Rejected

	Belonging to voluntary organization in school
	574
	602
	49.5167
	3.84
	1
	0.000
	Rejected

	Engaging in church activities
	588
	598
	4.5609
	3.84
	1
	0.033
	Rejected

	Sleeping in the afternoon
	586
	578
	44.2158
	3.84
	1
	0.000
	Rejected

	Relating well with teachers in school
	590
	588
	0.0436
	3.84
	1
	0.835
	Accepted 



	Results from Table 5 reveal that calculated X2 values for all the promotive mental hygiene practice except ‘engaging in sport/games’ (X2 = 0.3816 > 3.84) and ‘relating with teachers’ (X2 = 0.0436 < 3.84) were more that the critical X2 values. Following from this, the null hypothesis was accepted for ‘relating with teachers’ and engaging in sport/games’ but rejected for all the other promotive practice.
	The data indicate that the X2 values for these other promotive practice were ‘watching television’ (X2 = 9.8825 < 3.84), ‘engaging in craftwork’ (X2 = 20.7225 > 3.84). ‘belonging to a club/society’ (X2 = 18.2332 > 3.84) ‘belonging to voluntary organization’ (X2 = 49.5167 > 3.84), ‘engaging in church activities’ (X2 = 4.5609 > 3.84) and taking siesta’ (X2 = 44.2158 > 3.84). To this end, the null hypothesis that location has no statistical influence on the students’ mental hygiene practice was rejected.

Table 6.  Chi-square Verifying the Location Differentials in Students’ Restorative Mental Hygiene Practices
	RMHP
	M
	F
	Cal X2
Value
	Critical  X2Value
	df
	P
	Decision 

	Going for medical treatment
	588
	592
	0.0436
	3.84
	1
	0.835
	Accepted

	Liking people’s advice
	578
	600
	7.8717
	3.84
	1
	0.005
	Rejected 

	Accepting advice from people
	578
	598
	0.0640
	3.84
	1
	0.8000
	Accepted

	Sharing problems 
	584
	594
	18.0399
	3.84
	1
	0.000
	Rejected

	Forgiving people easily
	592
	602
	1.7743
	3.84
	1
	0.183
	Accepted

	Overlooking annoyance
	588
	602
	13.7700
	3.84
	1
	0.000
	Rejected 



	Results from Table 6 show that the calculated X2 values for all restorative mental hygiene practices were more than the respective X2 values at .05 level of significance. However, the null hypothesis stating that location has no statistical influence on the students’ mental hygiene practice was rejected. The calculative value for the restorative practice were, ‘going for medical treatment’(X2 = 0.0436> 3.84), ‘liking people’s advice (X2 = 7.8717 > 3.84), ‘keeping problem to oneself’ (X2 = 18.0399 >3.84), and ‘overlooking annoyance’ (X2 = 13.7700 > 3.84), (X2 = 0.0640 > 3.84), ‘accepting people’s advise (= 0.0640 > 3.84), and forgiving easily’ (X2 = 1.7743 > 3.84).



Summary of Major Findings
The result of the investigation reveals the major findings:
1. Heeding to people’s advice was adopted among urban while rural respondents went late to bed as a way of upholding mental hygiene (Table1).
2. Belonging to a club/society at school and belonging to voluntary organizations at school were adopted by urban and rural respondents respectively as a means of promoting mental hygiene (Table 2). 
3. The result also revealed that sharing their problems and accepting advice from people were practiced by urban and rural respondents respectively (Table 3).
4. Significant differences existed between students in urban and rural areas in eating before going to bed; engaging in sports/games at leisure times; relating well with teachers; going for medical treatment; accepting peoples’ advice and forgiving people easily (Table 4, 5 and 6). 

Discussion of Findings
The discussion is presented under the major headings that were investigated.
Students’ Preventive Mental Hygiene Practices
The study revealed that majority (60.73%) of the students had money to use in taking care of their financial needs. This finding conforms to a study done by Samuel and Enenta (2002). The study revealed that funds are necessary for students to cater for their financial needs as students.

Students’ Promotive Mental Hygiene Practices 
Belonging to voluntary organizations in schools (62.79%) was the major practice the students espoused. This finding is in consonance with an earlier study done by Husband and Hinton (2000) who found that taking part in voluntary organization programmes and other holiday activities helped in promoting social and mental health of adolescents. 

Students’ Restorative Mental Hygiene Practices

	The result of the study unveiled that sharing problems (55.94%) were done as a means of getting off mental trouble. This agrees with an earlier study by Samuel and Enenta (2002) having found that students indulged in various activities to promote their sources of happiness, positive avenues of managing personal problems and practices they adopted in adjusting to their problems. 
	There were however no significant difference (P < .05) between urban and rural students in their mental hygiene practice such as in eating before going to school (X2 = 0.6558 < 3.84); engaging in games/sports as leisure activities (X2 = 0.38.16 < 3.84); relating well with teachers in school (X2 = 0.0436 < 3.84); going for medical treatment (X2  = 0.0436 < 3.84); accepting advice from people (X2  = 7.8717  < 3.84); and forgiving people easily (X2 =1.7743 3.84).

Conclusions 
Based on the outcome of the results, the study concludes that
1. Having money to take care of their needs as students were the students’ preventive mental hygiene practices.
2. Belonging to voluntary organizations in the school were the students’ promotive mental hygiene practices.
3. Sharing their problems were the restorative mental hygiene practices espoused by secondary school students in Nsukka education zone.
The study shows the essence of good mental hygiene practices among secondary school students which enhances their general health and that of the community.

Recommendations 
1. Parents/guardians should develop interest in the affairs of their children/wards to detect when they may be in difficulty and ensure they provide funds to cater for their needs and demands.
2. Teachers have a significant part to play in providing an enabling environment for teacher-student relationship and student-student relationship to encourage a healthy social environment for mental health to thrive among the students.
3. Belonging to various clubs activities / voluntary organizations at school and engaging in other extra-curricular activities improve socio-emotional well-being of students. 
4. A strong commitment and dedication is needed between the community, teachers and students to enhance the knowledge and practice of mental hygiene to improve health situation and lower illness in students.
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Abstract 
This study was carried out to determine the level of knowledge of mental illness possessed by SSS students in Nsukka urban. The survey research design was used for the study. The population was 8807 senior secondary school students and samples of 264 respondents were selected for the study. The research instrument used was questionnaire and two hundred and fifty-nine copies of the questionnaire were used for analysis. Frequency table and percentages were used to analyze the result. The results showed that SSS students  in Nsukka urban possessed moderate level of knowledge on the concept of MI, moderate level of knowledge about causes of MI, high level about sign and symptoms of MI,  high level of knowledge about preventive measures of MI and based on the findings of the study. The study recommended among others that teachers, especially health educators should insist on inculcation of right values for humans as well as a placing emphasis on right behaviours for prevention and promotion.
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Introduction
Mental health is the pivot on which other aspects of health revolves. Mental illness, however, is a serious public health challenge that affects anyone, men, women, and children irrespective of gender, race, ethnicity and socio-economic status. It does not discriminate. According to Nwankwo (2006) mental illness strikes individuals   in the prime of lives, often during adolescence and young adulthood. He further maintained that mental illnesses are not the result of personal weakness, lack of character or poor upbringing. This is contrarily to some people’s belief.
 World Health Organisation WHO (2001) indicated that 1 in every 4 people, or 25 per cent of individuals, develops one or more mental disorders at some stage in life. The report observed that today, 450 million people globally suffer from mental disorders in both developed and developing countries. Of these, 154 million suffer from depression, 25 million from schizophrenia, 91million people from alcohol use disorder and 15 million drug use disorder. Amoran, Lawoyin, and Oni (2005) stated that approximately 1 in 5 of the world’s youth, 15 years and younger suffer from mild to severe mental illness. Mental illness has been variously defined.
	   Nwankwor (2006) opined that mental illness is a broad, umbrella term for a wide range of disorder that can strike anyone. According to him mental illness include such disorder as schizophrenia, schizoaffective disorder ,obsessive –compulsive disorder ,bipolar depressive disorder, panic and other sever anxiety disorder and pervasive developmental disorders, attention deficit disorder and other sever persistent illnesses that affected the brain. Mental illness encompasses a broad sprectrum of disorders, which differ vastly from one another in terms of combination, symptoms, causes, outcomes and treatments. According to Department of Health and Human Services (1999), mental disorders are characterized by alterations in thinking; moods or behaviour (or some combination) associated with distress and /or impaired functioning. Peters (2009) defined mental illness as a general term that describes any form of disorder affecting mental functions such as thought, emotion, perception or memory. This connects with the abnormality of the mind which involves thinking and reasoning, which may be due to emotional or physical disturbance or problems. Similarly, mental illness is a psychological pattern or anomaly, potentially reflected in behaviour, that is generally associated with distress or disability and which is not considered part of normal development of a person’s culture (Anna, 2007). A mental disorder   can be experienced long- term or short- term from mild to intensities. The diagnosis and characteristics vary from person to person. 
  In the context of this work, mental illness shall mean a disorder in which an individual is unable to cope with the normal stresses of daily life; has distorted view of self; exaggerated normal mental states and is unable to contribute for the well-being of his/her community. Mental illness can be very debilitating affecting all area of a person’s life from employment to relationship. It affects one’s ability to interact with others, thought processes, moods and feeling and the capacity to cope with the demand of life .The impact of mental illness on an individual, economy, society and community are staggering. Alonso (2009) observed that mental illness can lead to unemployment, homelessness, incarceration and poverty.   According to him mental illness has been affecting humans since the beginning of their very existence for a variety of reasons, many have remained unknown. The cause of mental illness is linked to many factors such as biological, psychological, and environmental factors. Biologically, some mental illness has been linked to an abnormal balance of special chemicals in the brain called neurotransmitters. Neurotransmitter help nerve cells in the brain communicate with each other. If these chemicals are out of balance or are not working properly, messages may not make it through the brain correctly leading to symptoms of mental illness.Other biological factors include prenatal damage ,substance abuse, poor nutrition and exposure to toxins such as lead . 
 Baron(1981) stated that defects in or injury to certain areas of the brain have also been linked to mental condition .It also occurs from the interaction of multiple genes and other factors such as stress, abuse or traumatic event  which influence or trigger  an illness in a person who is susceptible to it. Mental illness could also be due to certain diseases such as infections. According to the National Institutes of Health (2011) a condition called pediatric neuropsychiatric disorder that is linked to the streptococcus bacteria, is believed to be associated with obsessive-compulsive behaviour. Similarly, psychological trauma suffered as a child, such as emotional, physical or sexual abuse, early loss of a parent, neglect, may contribute to mental illness. Most of these problems lead to low –esteem and self- confidence. Furthermore, environmental stressors such as death or divorce, or dysfunctional family life, living in poverty, feelings of inadequacy, changing jobs, social or cultural expectation can also trigger this illness.
Studies of Brinn (2000) and Aghukwa (2009) have shown that all over the world, young people face mental stress which unemployment and the breakdown or weakening traditional family systems also contribute. This mental stress could also be probably due to adolescent transition. The period of adolescent is a turbulent period in life due to transition into adulthood and self-autonomy. In addition, drug and alcohol abuse is increasingly common, especially in the urban centres. In many areas, this has led to an increase in social breakdown, mental illness and suicide.  The debilitating effect of mental illness both to individual and the nation is enormous. 
In the USA, about 57.7 million adults experience mental disorder annually, and 1 in 17 people have a serious mental health problem (Kessler, Chiu, & Demler, 2005).  The projected burden of mental health disorder is expected to reach 15 per cent by the year 2020, where common mental disorders (depression, anxiety, and substance-related disorder including alcohol) will disable more people than complications arising from Acquired Immune Deficiency Syndrome, health disease, traffic accident and war combined.  The rise in mental health issues in adolescents is a growing concern in the school and for the educators.  The study of Asarnow ,Joycox ,& Duan ,(2005)  has revealed an increasing incidence of depression and other mental health issues among youth . Adolescents with depression are at increased risk of impairment in school and educational attainment. Growing evidence also suggests that individuals diagnosed with bipolar affective disorder (BPAD) early in life are likely to have poorer outcomes and higher risk of psychosocial trauma (Townsend, 2007). According to Brinn (2000), the burden of unmet mental health need is especially high among children and youths. This unmet health needs can trigger mental health problems if not properly handled. Senior secondary school students are at a stage of transition between dependence and independence. Many have to cope with stresses of school at an age when they are negotiating significant developmental changes. In other to cope, they try to belong (copy from friends or peers), manipulate the world around them; some get involved in drug abuse thereby exposing them to risk of developing mental illness. The effect of mental disorders extends beyond individual and family suffering to national economic development. Poor mental health has been recognized as the leading cause of suicidal behaviour, a sense of helplessness and lower academic achievements ( Puskar & Bernardo, 2007). The risk factors associated with mental illness include: poverty, unemployment, academic underachievement, crime, suicide, stigma and discrimination, unproductive life, all of which affect economic development negatively.    Poverty is both a determinant and a consequence of poor mental health.
 Mental disorders increase the likelihood of living in poverty, perhaps because of their influence on functionality and ability to get or sustain employment. Conversely, poverty increases the likelihood of developing mental disorders (Alonso, 2009).  Adolescents who experience poverty are more likely to engage in drugs and alcohol use at earlier ages, initiate sexual activity earlier, have increased mental health problems, and lower levels of academic achievement. Children from low income families appear to have higher levels of depression and anti-social behaviour such as bullying, drug abuse, juvenile delinquency, adult crime, marital problems, poor employee relations, interpersonal problems, and poor physical health.                
 Sadly, modern society has not fully overcome the tendency to stigmatize persons with mental illness.   Aghukwa (2009) stressed that it is the belief of most people in Nigerian society that psychiatric illness are afflictions caused by supernatural forces and, as such ,require care by traditional and  religious healers, rather than orthodox care. This superstitious belief has to do with ignorance.  
	Knowledge concerning mental illness is necessary for everybody including secondary school students in Nsukka urban, where the present study is carried out. This is because of their level of indulgence in substance abuse such as Indian hemp, cigarette smoking and alcoholism. Cavell (2002) defined knowledge as a belief which is in agreement with the facts. He explains that belief deals with knowledge acquisition which involves complex cognitive processes, perception, communication, association and reasoning. According to World Health Organization WHO, (2001) knowledge is a prerequisite to any practice. The report maintained that many of the ailments prevailing in the society are to a large extent caused by anti-health practice because many people are uninformed. This means that, prevailing health problems prevalent in the society may be as a result of lack of adequate or correct knowledge.
	Knowledge of mental illness, therefore, is the ability to understand risk factors, causes, types, signs and symptoms, treatment and prevention of mental illness. Many view it to be caused by charm from one’s enemy, punishment from evil spirit for disobeying cultural taboo and use of drug like Indian hemp.  Osundu (2006) identified the following as factors that could lead to mental illness among senior secondary school students. These include traditional belief, modern belief and degenerative lesion. Example of traditional belief includes an angry ancestral spirit, witchcraft, disobedience to cultural taboos, possession by demon. Modern belief or causes include inherited traits, organic brain damage such as birth trauma, infections (e.g. meningitis, hyper pyrexia); malnutrition such as vitamin deficiency; toxins ((alcohol, opiates). Generative causes are physical disease like injuries and accidents, environmental stress, psychological stress or unpleasant childhood experience or child abuse. Limited knowledge of the causes, symptoms and treatment of mental illness often leads to common but erroneous beliefs that these conditions are caused by individuals themselves or supernatural forces, possession by evil spirits, curse or punishment following the individual’s family or is part of family lineage. 
	The researchers observed that there is increase in the number of adolescents in Nsukka urban streets as a result of mental illness which may be caused by their level of involvement in substance abuse among others. Sadly, the society may misconceive this illness to be caused by enemy, evil spirit, violation of cultural norms, and punishment from God even it is caused by substance abuse.  Students suffering from mental illness could face academic underachievement, poverty, unemployment, suicide, crime, school dropout, stigma and discrimination, unproductive life, as well as source of burden to national development. In view of the risk behaviours of the students and its consequences, one wonders if the students actually have a good knowledge of mental illness.  Therefore, to ascertain the level of knowledge of mental illness possessed by senior secondary school students in Nsukka urban is a task of the present study, questions were formulated thus:
1. What is the level of knowledge of concept of mental illness possessed by senior secondary school students in Nsukka urban?
2. What is the level of knowledge of causes of mental illness possessed by senior secondary school students in Nsukka urban?
3. What is the level of knowledge of signs and symptoms mental illness possessed by senior secondary school students in Nsukka urban?
4. What is the level of knowledge of prevention of mental illness possessed by senior secondary school students in Nsukka urban?

Methods
The descriptive survey research design was adopted for the study. This design was chosen because it facilitates description of situation as it exists in its natural setting (Nworgu, 2006). The population for the study consisted of all secondary school students in Nsukka urban. The multi-stage sampling procedure was employed to draw the sample size. Using simple random sampling technique of balloting without replacement, a sample size of 264SSS students were selected. This was considered a true representation of the population based on Nwanna (2006) principle which stipulated that if the population is in few thousand, few per cent of the population may be used. 
The instrument used for data collection was the researcher’s self-developed questionnaire.The face validity of the instrument was established through the judgment of three experts drawn from University of Nigeria, Nsukka. The instrument was administered by the researchers to the Senior Secondary School Students in Nsukka urban. The copies of the administered questionnaire were collected on the spot and checked for completeness of responses. Two hundred and fifty nine copies was properly completed and yielded 98.1 per cent return rate and used for the study. The responses were coded, put into frequency tables and percentages. The results were presented in Tables and each Table accompanied by brief interpretation. Ashur (1997) outlined principles for determining the level of knowledge was used for interpreting the results.

Results
The results are presented below according to the research questions

Table 1.Students Level of Knowledge of the Concept of Mental Illness (N=259)
	
	Concept of mental illness                                     Correct responses         Incorrect responses
                                                                                            %                                         %

	Abnormality of the mind which causes distress      203            78.3                56                21.6
Inability to cope with life’s stress                             120           46.3              139               53.6
Distortion in the brain as a result of disobedience 
to cultural taboo                                                          131             50.5              128              49.4
Sickness in the brain as a curse for offending God     85              32.8              174               67.1
Inability to learn                                                           106            40.9              153               59
Love to be courageous                                                  69             26.6              190              73.3

	Grand  Mean                                                                              45.9                                  54



 Key MI = Mental illness

Data in Table 1 indicates that 45.9 per cent of the students possess moderate level of knowledge of concept of mental illness.









Table 2. Students Level of Knowledge of the Causes of Mental Illness (N=259)

	Causes of mental illness                                      Correct responses         Incorrect responses
                                                                                            %                                     %

	Genetic factors or inherited traits from parents               138            53.2                96          37.2
Organic brain damage such as trauma during child birth 196             75.6                63          24.3
Eating disorder causes  mental illness                              99             38.2               160          61.7
Crying is a mental disorder                                              71              27.4              188          72.5
Stress  causes mental illness                                         128            83.5                43         16.6
Injuries and accidents which affects the brain               204           78 .7               55          21.2
Severe malnutrition in children can cause MI              143           55.2               116          44.7
Grand Mean                                                                         57.6                                  41.08                                                                                                                                                                                                                                                      


 Key MI = Mental illness

Data in Table 2 indicates that 57.6 per cent of the students possess moderate level of knowledge of causes of mental illness

Table 3. Students Level of Knowledge of the Signs and Symptom of Mental Illness (N=259)

	Signs and Symptoms of MI                                    Correct responses         Incorrect responses

                                                                                                     %                                      %

	Prolonged depression and apathy are signs of MI             194                 74.9                 65              25
Strange or grandiose ideas can be a sign of MI                 167                64. 4                92             35.5
Marked changes in eating or sleeping patterns is a sign
Of  MI                                                                                  111               42.8                  148            57.1
Talking, seeing, hearing or feeling things that others do
 not is a symptom of schizophrenia                                      189              72.9                  70               29
Lack of interest in friends, family, loneliness are symptom  
 Of MI                                                                                     156            60.2                 103             39.7
Prolonged labour is a sign of MI                                            159              61.3                 100             38.6
 Grand Mean                                                                                            62.75                                 37.48


 Key MI = Mental illness

 Data in Table 3 indicates that 62.75 per cent of the students possess high level of knowledge on signs and symptom of mental illness.

Table 4.Students Level of Knowledge of the prevention of Mental Illness (N=259)
	Preventive measures  of MI                                   Correct responses         Incorrect responses
                                                                                          %                                            %

	Giving a child sense of security and love will prevent
 mental illness                                                                   206               79.5                      53              20.4
Being assertive and sharing of views can prevent MI       207               79.9                      52              20
Recreation, relaxation, counseling can prevent     MI        213               82.2                     46             17.7
 Smiling can prevent MI                                                     90                34.7                     169           65.2

Grand Mean                                                                                        69.09                                    30.82  



 Key MI = Mental illness

Data in Table 1 indicates that 45.9 per cent of the students possess moderate level of knowledge of concept of mental illness.
Discussion
The study focused on the knowledge of mental illness possessed SSS students in Nsukka urban. The finding of the study is discussed under sub-headings;
1. SSS students’ knowledge of the concepts of mental illness;
2. SSS students’ knowledge of the causes of mental illness;
3. SSS students’ knowledge of the sign and symptom of mental illness;
4. SSS students’ knowledge of the prevention  of mental illness; 

The finding in the Table 1 showed that by the SSS students’ level of knowledge about concepts of MI was moderate as evidenced by the average per cent of 45.9. This finding was surprising. There is slight improvement compared to the observation of Gureje (2005) who suggested the knowledge of mental illness is generally very poor in the Nigeria community as well as sub-Saharan African.  However, the reason for the improved students’ level of knowledge perhaps, may be attributed to WHO (2001) that in every four people, one must have developed one or more mental disorders at some stage in life.  Further, Amoran, Lawoyin, & Oni (2005) noted that approximately one in five of the world’s youth, fifth year and younger, suffer from mild to severe mental illness.  Aghukwa (2005) concurred with this assertion as he noted that there is an increasing incidence of depression and other mental health issue among the youths.
The finding in the Table 2 showed that SSS students’ level of knowledge about causes of mental illness was moderate as evidenced by the average percentage of 57.6. This finding was surprising and therefore unexpected. This is because it sharply contradicts the observation of Gureje et al (2005) in their study in south western Nigeria, that out of 2040 respondents, poor knowledge of causation was common  with widespread negative views of mental illness as many as 95.5 per cent. They also noted that the view about supernatural causation of mental illness is shared among the public. However, the improved students’ level of knowledge could be as result of the number of youth who   still indulge in drug and alcohol abuse today, including the students. 
The finding in Table 3 recorded that the level of knowledge of signs and symptoms of mental illness possessed by SSS students was high as evidenced by the average percentage of 62.75. This finding was surprising as it contradicts the observation of Brinn (2000) which indicated inconsistency in students’ knowledge about mental illness, particularly with respect to    the symptoms of specific disorders. However, the students’ high level of knowledge could be as a result of the stigmatization and discrimination association with mental illness by members of the public. This is in line with the assertion of Corrigan and Watson (2002)which holds that the views such as those dangerous and low intelligence, irresponsible and incapable of making decisions have been found to fuel community resentment of people with mental illness.
        The finding in table 4 showed that the level of knowledge of prevention of mental illness possessed by SSS students was high as evidenced by average percentage of 69.07. The finding was surprising and unexpected because it contradicted the opinion of Anna (2007) that poor knowledge of causes and negative views of persons with mental illness is characterized by intolerance of even social contact. Jorm (2006) which says that the age of the SSS students is a period of psychological distress such as; moodiness or emotional instability , rebellion, or even sad loss of childhood ease. They noted that these set of people are faced with crisis of career, child abuse, and parental deprivation, and peer pressure, drug and alcohol abuse. All these lead them into frustration, get them depressed and develop into mental illness.

Implication of the Study for Health Education
	Education seeks to develop one’s knowledge, skills, mind, and character. Students who have serious mental health challenges find it difficult to cope in life. It therefore becomes necessary to educate the students on need to avoid substance abuse and other risky behaviours that could predispose them to mental health problems.  The fact that the SSS students’ level of knowledge about concepts of MI was moderate makes inevitable that students be further exposed to health education. The mind of the students should be disabused from the erroneous belief of supernatural forces being solely responsible for mental illness since studies have shown that environmental and genetic factor can trigger mental health challenges.

Conclusions
On the basis of the findings and discussion the following conclusions were drawn:
1. SSS students’ possessed moderate level of knowledge about concepts of mental illness;
2. SSS students’ possessed moderate level of knowledge about  causes of mental illness
3. SSS students’ possessed high level of knowledge about  sign and symptom of mental illness
4. SSS students’ possessed high level of knowledge about  prevention of mental illness

Recommendations 
Based on the findings and conclusions, the following recommendations were made:
1. Teachers, especially health educators should insist on inculcation of right values for humans as well as a placing emphasis on right behaviours for prevention and promotion.
2.  Parents and guardians should show love and care to the children and people under them as well as helping them to realize and achieve their life goals.
3. The government   should campaign against child abuse, and offenders should be charged. This is in view of that students possessed high level of knowledge of preventive measures, yet the incidence of mental illness among youths is on the increase.  
4. The government should consider the need for development of well- articulated mental health polices, which will emphasis public education and meeting the basic needs of the poor masses. 
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Abstract
Ageing, dying and death are inevitable in human life. Ageing and the aged have been seen and treated by many societies as a burden, even in Africa including Nigeria. However, healthy ageing, graceful dying to death can be achieved through an individual’s involvement in planned routine exercise. This paper explains the meaning of exercise, exercise as a healthy lifestyle factor, ageing, healthy ageing, dying and death. It shows the benefits of exercise and its role in healthy ageing, graceful dying to death. It also prescribes some exercises for the ageing population in Nigeria. This will enable them to take active part in the society, enjoy high quality of life as well as experience healthy ageing, graceful dying to death. 
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Introduction
	Human life from birth to death changes as the individual grows and develops from childhood, adolescence, adulthood to old age. Research has shown that many of the changes attributed to ageing are actually caused in large part by disuse (Harvard Health Men’s Watch, 2005). Lack of exercise accompanied with sedentary lifestyle may increase the rate of ageing. This might be the reason why the developed countries devote reasonable time and resources to exercise. However, participation in exercise results to healthy ageing, graceful dying to death.
	Exercise may be described as a regular or repeated use of any part of the body for skill development, physical fitness or improvement in performance. Exercise is defined by Kent (2006) as any set of movements designed to train or improve a skill (for fitness or competition). Merriam-Webster Dictionary (2012) defined it as a regular or repeated use of a faculty or bodily organ; or bodily exertion for the sake of developing and maintaining physical fitness.  
	Exercise has been identified by research to be a worthwhile lifestyle activity for healthy ageing, graceful dying to death (Euro health net, 2013). Ageing gracefully is not always an easy task, but ones attitude matters a lot. In other words, a Nigerian’s attitude to exercise which is difficult to cultivate will to a large extent determine his ageing, dying gracefully to death or not. In this paper, exercise is defined as a regular or repeated use of the body for exertion of energy, skill development, physical fitness, improvement in performance or to assist the ageing process for graceful dying to death.
Ageing means growing old (Park, 2009). It is an indication of changes and deterioration in the vitality of the body or the lowering of the biological efficiency.  It may also be seen as a natural process with associated diseases which may be seen as incurable diseases. Since man can not cure old age, the only thing to do is to expose the ageing to exercises which will help to protect, promote and extend ageing up to the point of dying or death.
	Dying may be seen as a stage of life in which a person is incapacitated with threatening disease(s) that may last till death. It may be a gradual passing out of life or existence. Kastenbuam (1995) stated that dying is a life process that begins when the fact is clear and a physician after necessary investigations informs a person that there is a life threatening illness. The person realizes and accepts the fact, as nothing more can be done to preserve his life. The physician may not certify him as dying but waits until all treatment possible has been exhausted. At this stage, the person moves gradually from life to death. A person at this stage in life could still be engaging in exercise to enable him die gracefully to death. In this paper, dying is a stage of life in which a person is not completely incapacitated with threatening disease(s) and requires exercise to assist and keep him till death.
	Death has numerous definitions. This is because it has many physical, psychological, social, legal and spiritual aspects, leading to defining death from different perspectives. These perspectives will be discussed below. Simply put, death is the condition of not being alive. It is also a condition of permanent ceasing of the functions and activities of life in which participation in exercise would not be necessary or possible. However, when one engages in exercises, it could assist him to pass on gracefully to death. In this paper, death is a condition in life that is not being alive which does not requires exercise for improved functions and activities of the body. 

Exercise as a Healthy Lifestyle Factor
Exercise is one of the healthy lifestyle factors which if carefully practiced can influence individual risk of developing many of the diseases of later life. The other lifestyle factors according to Park (2009) are diet and nutrition, weight and social activities. According to Park, exercise helps an individual even the ageing to maintain good health. Exercise helps an individual to achieve this by controlling his weight, improving his emotional well-being and relieving up stress, improving blood circulation, increasing flexibility, lowers blood pressure, increase energy levels, improving balance thereby reducing the danger of falls among the ageing, lower blood sugar level thereby helping the diabetics, and improves bone density thereby helping to prevent osteoporosis (Martinsen, 1990; Dunn, Trivedi, and O'Neil 2000; Lawal and Abdullahi, 2008; Park, 2009; Aniodo, 2011; Phys.org, 2012).                 
Obesity and overweight contributes to many of the diseases of later life and has become major problem worldwide but can be controlled through participation in planned routine exercises. Park (2009) also identify obesity as an important factor in heart disease, stroke, diabetes, hypertension, arthritis (especially in the knees), and breast cancer.
 Old people need regular exercises, healthy diets, fulfilling social relations, participation in meaningful activities and financial security (Euro health net, 2013). When old people take part in exercises together with others, they create a sense of belonging and prevent social isolation. Even by mixing with other people of similar age, at similar stage of life probably with similar health concerns, assists individuals with similar conditions that they are not alone. One can recover from illness through the support gained from people who exercise together. Euro health.net also revealed that various ailments reported by the elderly such as locomotive disorder, joint and muscle, neurological complaints, cardiovascular diseases, respiratory disorder, gastro-intestinal/ abdominal disorder and mild psychiatric problems can be managed through a healthy lifestyle made up of  well planned exercises during youth and adult years.
Research findings by Professor Dafna Benayahu and her team at Tel Aviv University Sackler School of Medicine revealed for the first time that exercise unlocks the stem cells of our muscles (Phys.org, 2012). The researchers reported that old people who have exercised throughout their lives age more gracefully. According to the team, endurance exercise increases the number of muscle stem cells and enhances their ability to rejuvenate old muscles. When people age, they experience sarcopenia, a decline in mass and function of muscles, and osteopania which refers to bone loss (Phys.org, 2012). The musculoskeletal system is more susceptible to daily wear and tear. This explains the increased risk of falling in the elderly but can be managed through exercise.
Aging is associated with a reduced level of spontaneous locomotion (the feeling in a human to get up and perform an action or activity). When ageing is combined with sedentary life style they contribute significantly to the development of diseases such as obesity, diabetes, osteoporosis, cardiovascular diseases and decline in cognitive abilities (Phys.org, 2012).

The Concepts of Ageing and the Aged
Ageing means growing old, (Park, 2009); indicating changes and deterioration in the vitality or the lowering of the biological efficiency that accompany ageing. The changes and deterioration lead to death. 
The question about when old age starts and when one is old depends on countries. For developing countries, Dhaar and Robbani (2008) stated that sixty (60) years is viewed as old. In developed countries, sixty five (65) years and above is seen as elderly and seventy five(75) years as very elderly. For the United Nations, sixty(60) years is viewed as a transition age into elderly age group. The old, the very old, elderly and the very elderly are considered in this paper as the aged, they will be used interchangeably to mean the same thing. Ageing is a physiological process that starts from birth, continues throughout life and ends with death (Dhaar and Robbani, 2008). According to them, to assess the process of ageing of an individual, one compares the biological age with chronological age. Ageing is a normal process of life. When biological age lags behind chronological age, ageing is described as delayed or retarded. However, if the biological age advances ahead of the chronological age, ageing is described as precocious or premature.
Even though everything about the ageing process have not been known, however, literature evidence point to the fact that the following are some of the disabilities considered as incident to ageing. They are: - senile, cataract, glaucoma, nerve deafness, osteoporosis affecting mobility, emphysema, failure of special sense and change in mental outlook (Park, 2009). Chronic diseases are more frequently among older people than other groups. According to Park,  old people suffer degeneration diseases of heart and blood vessels, cancer, accidents, diabetes, diseases of locomotor system both articular and non-ariticular disorders such as fibrositis, myositis, neuritis, gout, rheumatoid, arthritis, osteoarthritis, spondylitis of spine etc. causing a lot of discomfort and disability among the ageing population. This group according to him also suffers from respiratory illness such as chronic bronchitis, asthma, emphysema etc as well as in their genitourinary system such as enlargement of the prostrate, dysuria, nocturia, frequent and urgency of micturition among others. The ageing group equally suffers some psychological problems of mental changes such as impaired memory, rigidity of outlook, and dislike of change. They experience sexual adjustment of cessation of reproduction by women and diminution of sexual activity on the part of men at 40/50years of age. As a result of this, they may suffer as a result of physical and mental or emotional disturbances as well as frequent irritability, jealousy and dependency.
Dhear and Robbani (2008) reported that it has been estimated that about 530million people aged sixty (60) years and above live in the world, out of which 355million (61.20%) live in the developing countries. By the year 2020 the world population of old people is expected to reach 1000million of which more than 700million (70.00%) are expected to be living in developing countries.  As the death rate declines in most part of the world, life expectancy increases, and the number and ages of older people increase (Wallace and Kohatsu, 2008). According to Wallace and Kohatsu, a shift in the age of a population has implications for the health problems a society must face and the health services that must be provided.
The steady growth in elderly population in the world, Africa and Nigeria is expected or destined to increase the burden of diseases and care related, associated and given to old people with other consequences. There is therefore the need to assist this group through exercise to cope and overcome the burden associated with ageing. In this paper, ageing is growing old, a period of life which moves from one level to another, also requiring exercise to graciously pass from old age to death.

Theory of Ageing
The theories of ageing fall into four categories. Aiken, (1994) categorized them into; breakdown theories, substance theories, hormonal theories and ageing clock.  According to Aiken, the breakdown theories indicate that ageing is the result of wear and tear, stress or exhaustion of the body organs and cells. When this happens, there is deterioration of the system (such as the immune system) so that the body can no longer protect itself adequately against diseases and this may result to ageing.
In the substance theory, Aiken stated that at the tissue level, there is a change in the collagen and the proliferation of mutant cells. The strands of connective tissue protein (collagen) change with age, resulting in less elasticity or resilience in visceral organs, slower healing and other body changes. Again, as people become older, waste substances or products of the body metabolism may start interfering with normal functioning of the cells leading to deterioration and ageing. For the hormonal theories, Aiken, (1994) also reported that human ageing is caused by the hypothalamus. The hormones produced by it interrupt the absorption of thyroxin, which is important for cell metabolism and functioning leading to changes as deterioration and ageing.
On ageing clock theory, Aiken (1994) reported that there is an ageing clock which is a prewired, genetically determined ageing programme somewhere in the body. The ageing clock determines the ageing and death of people. This brings a limit to the number of times a body cell subdivides before dying.
The implication of these theories to this paper is that studies have indicated that exercise assists in the wear and tears of the body cells as well as enhances the division of the body cells as well as assists in the replacement of the broken down cells. This could take reasonable care of the breakdown problems of the body during ageing thereby delaying ageing fast.

HealthyAgeing
In the medical field, when one has freedom from chronic diseases and the ability to continue to function effectively, both physically and mentally in old age, this may be regarded as successful ageing. According to Kennedy (2000), this may also include maintenance of physical and mental function and continued involvement in social activities and relationships. Hansen (2005) defined healthy ageing as a process of slowing down, physically and cognitively, while  resiliently adapting and compensating in order to optimally function and participate in all areas of one’s life (physical, cognitive, social and spiritual life). The attributes of healthy ageing according to Hansen include ability to function physically, cognitively, and socially, continued modification, self assessment and redefinition of self and abilities; desire to continue to actively participate in life processes, continuous process of change and adaptation, acceptance and movement towards death. 
What an old person needs for healthy ageing according to Hansen (2005) are adaptation; the ability to redefine one’s self in terms of independence and autonomy.  Compensation; the ability to change one’s life style to accommodate the physical changes that have occurred as well as resilience which means the ability to bounce back, to change, and to adapt. When the ageing population is able to adapt to prescribed exercises as well as to other healthy lifestyle activities and change the unacceptable lifestyle of inactivity to an active life with due consideration of the physical changes, they will attain graceful and successful ageing leading to healthy ageing.
	Hansen also revealed that the consequences of healthy ageing is successful ageing which is the ability to establish and maintain stated goals or lifestyle and involvement in prescribed roles which may include participation in exercises; independence which is the ability to live on one’s own care. Pascucci (2008) therefore recommended that for successful ageing to occur, there is need for old persons to be proactively engaged in certain health behavior such as engaging in exercises in mid-life that will increase the likelihood of reaching and maintaining the goal of successful ageing in later life. They will consequently prevent disease-related problems; prevent cognitive impairment and prevent later-life depression and relapses. Science and research measure health using the parameter of nutrition status and risk, exercise or physical activity function or care, mental or cognitive function, social support systems and total quality of life (or life satisfaction) which drive towards healthy ageing, graceful dying to death. In this paper, healthy ageing is a process in which the body slows down, both physically and mentally or otherwise, and still adapts and compensates in order to optimally function and participate in all areas of one’s life including exercise.

The Concept of Dying  
Dying is an incapacitated process of life with threatening disease(s) that terminates in death. According to Kastenbuam (1995), dying begins when the fact is clear and the physician makes a judgment and obtains and analyses enough critical information that there is life threatening illness. Again, when the physician informs the patient about the illness and the patient realizes and accepts the facts, dying begins. At this point, nothing more can be done to preserve life. The physician may not certify him as dying but appreciates the seriousness of his condition and waits until all treatment possible have been exhausted.
Elizabeth Kubler-Ross, in her book “Death and Dying”, published in 1969, introduced the five stages of dying as denial, anger, bargaining, depression, and acceptance (Ene, 2009). Denial is the first stage, a state of shock in response to the bad news in which he may gradually recover. Anger follows after the denial stage as the patient becomes more difficult to relate with as he is fury and frustrated. At the stage of bargaining, the patient attempts to make some kind of deal with fate for an extension of life. Depression sets in when the patient experiences increased weakness, discomfort and physical deterioration. The patient at this point becomes afraid of dying as he experiences stress, strain, feeling of guilt and unworthiness. Lastly, he accepts his case but not a happy and blissful state, and struggles no more.
Exercise is necessary for a dying person. This is because exercise can assist the person to be able to sustain the shock from the bad news. Exercise helps one to recover faster from shock. When a dying person participates in any exercise within his ability, he lets up steam from anger and recovers better and easier to relate with. As he bargains with fate to extend life, exercise keeps him more active than usual and alive even in that state of hopelessness. Research results indicate that exercise can be used to manage depression (Martinsen, 1990). This may include depression associated with dying. At the acceptance stage, a dying person may be taking part in any exercise of choice to occupy himself until he gracefully passes on to death. 

The meaning of Death  
	Death may be simply described as the stoppage or end of life. It is a natural event that happens to all living things. It is a concept that has different definitions. Bernat, Culver, and Gert (1981) looked at the organismic definition of death as the irreversible loss of functioning of the organism as a whole.  Okafor (1993) defined death as an unpredictable and unexpected event that cuts off life. According to Santrock (2000) death means the shedding off of the biological and physical body and transition into the spiritual ream. Different individuals and professions defined it to suit what they believe and profess. Death is therefore difficult to define. This is because death and dying possess physical, psychological, social, legal and spiritual dimensions leading to defining death from several perspectives (Ene, 2009). In physical death, Ene revealed that it could be either clinical or biological. Clinical death is when death occurs and a death certificate is given by a physician indicating that there is a non-reversible cessation of life processes.
	For psychological death, he described it as a state of being unaware of self or the world around, and if properly handled can be reversible. However, total psychological death most often occurs at the time of physical death. In social death, Ene also indicated that when other people perceive an individual as dead or non-existent, he or she is socially dead. Social death, according to Kastenbaum (1986) may also occur before the end of biological life, when the person experiences limited contact, muted voices and averted eyes.
A person may be considered medically and legally dead (Ene, 2009),            “ if in the opinion of a physician, based on ordinary standard of medical practice, there is the absence of spontaneous brain function, and if based on ordinary standards of medical practice, during reasonable attempts to either maintain or restore spontaneous circulation or respiratory function in the absence of afore-said brain function, it appears that further attempts at resuscitation or supportive maintenance will not succeed, death will have occurred at the time when these conditions first coincide” pp5.

In spiritual death, Ene also reported that death is a transition, a splitting of spirit from the body or some otherwise altered state of being. This relates to the believe that death implies something that continues or begins when the last breath is released and the spirit continues with spiritual life into eternity. There are strong indicators to show that a person is dead. According to Wijdick  (2002) these indicators include the following:
· pallor mortis meaning the paleness that happens instantaneously between 15 to 120 minutes after death;
· algor mortis which means the reduction in body temperature after death;
· rigor motis in which the limbs of the corpse become stiff and difficult to move;
· livor mortis which means the settling of blood or fluid in the lower portion of the body; and
· decomposition meaning the reduction of the body into smaller forms of matter.

In this study, death is defined as the end of life, an irreversible breakdown of respiration and the body’s inability to use oxygen which may not be managed by exercise. Exercise is of no much value to the dead. It is therefore necessary to embrace it when one is able to benefit and adapt to the effect of exercise.    

Benefits of exercise 
Studies have indicated some benefits of exercise. Martinsen (1990), Dunn, Trivedi,  & O'Neil (2000), Lawal & Abdullahi (2008), Park (2009) and  Aniodo (2011) indicated that exercise is beneficial to the human body in the following ways:
· Body organs become more active to meet the needs of the whole part of the body
·  The heart pumps blood well at greater volume to all parts of the body
· The lungs take in a great volume of oxygen and sends out carbon dioxide as well as other waste from the mouth and nose
· The digestive system supplies the needed nutrients to other part of the body as food digestion is enhanced
· Exercise tones up the muscles and strengthens the bones
· It makes the joints more flexible
· It prevents postural defects
· Participation in regular exercise improves emotional, social, mental and moral conditions of the body
· Exercise assists the body in absorption and excretion of waste products as well as facilitates rapid response against invading pathogens
· Group exercise helps to develop social life and capability to adjust to environmental conditions as well as develop good social habits and attitude.
· Exercising the body results to physical fitness that enables an individual meet with the stress and strain of modern life and still have energy for recreation and emergencies 
· Participation in regular exercise helps an individual to resist diseases and prevent regular illness with resultant economic benefits.
· Exercise develops mental readiness and alertness, and intelligence increases with the degree of fitness from exercise
· Physical exercises help to open up closed pores in the body
· Exercise stimulates adequate circulation of blood in the body
·  It enhances the functioning of the various organs and systems in the body (such as the heart, lungs, nervous system, muscle system, digestive system, etc)

Exercises for Healthy and Graceful Ageing
	The human body metabolism slows down as one gets old, however, people want to age gracefully and at optimal well-being irrespective of this change. This can only be achieved through adopting a healthy lifestyle which includes taking part in exercise. The following exercises are hereby prescribed for the ageing in Nigeria:
1. Aerobic exercises are required for healthy and graceful ageing. Examples of such exercises are:
· Walking
· Cycling or Bike riding
· Jogging
· Swimming and
· Tennis among other aerobic activities for the elderly.

They should be part of the old people’s activities in Africa (including Nigeria) in order to remain active through daily life.

2. Older people are associated with falls and as many as 28% to 45% fall every year (Eldergym, 2012). This is because individual balance decline with age. According to Eldergym, old people fall because of the following reasons: decreased vision, weak hip and legs, poor posture, inability to lift ones leg, long reaction time, drug interaction, and low blood pressure among others.    In order to improve their balance, they need to engage in the following:
· balancing activities
·  elderly balance exercises and
·  elderly balance training

3. The ageing population in Nigeria needs also to engage in training to improve their movement through the co-operation between the brain, nervous system, muscles and bones. The exercises should concentrate on the above systems to maintain elderly balance. The exercises are:
· Strength training
· Endurance training and
· Balance training exercises

4. 	The ageing can engage in seating and standing exercises using a chair. This should be done slowly.
5. Light movement dancing exercises even at home is good for the ageing.
6. The ageing can engage in lifting light weights repeatedly with the arms or legs to develop strength of the limbs or exercising with machines.
7. Standing balance exercise like the one leg stance is good for the ageing. This may be done with one leg after the other supporting himself.
8. The ageing can take a chest lift and shoulder down exercise breathing in and out during the exercise.
9. Warm-up and cool down exercises can be used by ageing persons to prepare and relax the body before and after elderly stretching exercises.
10. The ageing needs some resistance exercises, strength exercises, stepping exercises, flexibility exercises and heel toe exercises.

Some guides for Healthy and Graceful Ageing
The following guides can assist the ageing in Nigeria in their exercise:
1. The ageing should take part in exercises for 30 minutes a day (10minutes in the morning, 10minutes after lunch and 10minutes at night) to ensure maximum outcome.
2. Daily exercises should not exceed between 10 to 20minutes at a stretch unless it is otherwise permitted by a fitness expert.
3. Warm-up for the ageing should last for 10minutes before the daily routine exercise.
4. Regular check-up with a Medical Doctor is required if the ageing is identified with any disease of the elderly.
5. It is advisable for the ageing to use a supporter when taking part in exercises preferably a close relation.
6. The ageing should always attempt to walk straight avoiding bending down but keeping the weight over the ankle.
7. When one is younger, stronger and able is usually better to adjust to activities involving thinking and feeling regarding taking part in daily routine exercises.

Conclusion
Time and change work hand in hand and as the clock ticks for all human beings, change also occurs. However, when people handle major problems and challenges of life appropriately, the change comes slowly and gradually, even though they will eventually add up, leading to ageing. At this point, it is better not to give up with healthy lifestyle habits and attitudes that one developed at youth, which should include regular exercise.
Even though exercise is a worthwhile activity for healthy aging and dying gracefully to death, it could be wasteful or harmful if it is not properly done. It can destroy the organs and systems in the body if the principles of training for each exercise are violated. This calls for an expert’s attention during elderly exercise. 
It is pertinent at this point to examine graceful dying to death, and how the following two old persons died. The first is old and dying but suffering from old people’s disease. He does not take part in any exercise. His family took him to many hospitals, from the clinics to the specialists even overseas for treatment, wasting the family’s resources. At last, he was wheeled into a chair and moved about. His family took care of him, bathing, dressing and feeding him etc and at the end he died.
The second person is also an old man, dying and equally suffering from old people’s disease but takes part in regular exercise, a habit he cultivated in youth days. He copes with little or no medication. One day, after his routine exercise, he took his bath and meal, charted with his family members and went in to have a rest but never woke up and died. The two case scenarios explain the crux of this paper. 

Recommendations
It is therefore recommended that:
1. In order to achieve maximum benefits from exercises of the ageing population, individuals should consult experts in physical education, exercise and fitness training. There must be proper selection of exercises for the ageing, and well conducted in terms of frequency, duration and intensity of workouts.
2. The factors that contribute to ageing and the burden of illness or diseases are potentially responsive to preventive interventions. Health education of the young and the ageing about the benefits of exercise is therefore important in order to change their views, behavior and habit for healthy ageing.
3. In Nigeria, certain social welfare measures should be provided for the old and the elderly (ageing). This is because in the western world, certain social welfare measures are provided such as national assistance, supplementary pensions, home services, homecare services, meals on wheels services, old folk’s homes, sitters-up services and provision of services of health visitors and exercise programme. When these services are provided, the nation ensures that the past services of the old and elderly are not neglected, and that the years of retirement of those who have worked hard in the services of the county are free from anxiety, want and boredom which may also lead to suicide and bad death.
4. Nigerian governments, non-governmental organizations and institutions should develop and fund exercise and recreational programmes for the ageing population. This will help them to be active and still make meaningful contributions to the development of the country rather than being a burden to themselves, and the society. 
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ATTITUDE OF TEACHERS TOWARDS CORPORAL PUNISHMENT IN SECONDARY SCHOOLS IN NSUKKA LGA OF ENUGU STATE
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Abstract
The study was conducted to find out the attitude of teachers towards corporal punishment in secondary schools in Nsukka LGA of Enugu State. Three specific objectives with corresponding three research questions, and two null hypotheses guided the study. The study adopted the descriptive research design. Population for the study consisted of 1,313 secondary school teachers in Nsukka LGA. Sample size for the study consisted of 270 teachers selected using multi-stage sampling procedure. Questionnaire served as instrument for data collection. Mean and t-test statistic was used for data analysis. Results among others indicated that secondary school teachers in Nsukka LGA had positive attitude towards corporal punishment, male teachers had more positive attitude towards corporal punishment than the female teachers, and that married teachers indicated more positive attitude than their single colleagues. Also, gender had significant difference in the mean attitude of male and female teachers towards corporal punishment unlike marital status. Based on the findings, the study recommends that corporal punishment should be sustained in secondary schools. However, corporal punishment should not be the order of the day and should not be used to the extreme.
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Introduction
	Corporal punishment is an issue that has attracted varying views globally. Some individuals regard corporal punishment as tantamount to violence or abuse, others encourage it as a way of discipline. Corporal punishment exists in every phase of existence such as schools, homes and even work places. Therefore, it has become a controversial issue that has attracted research interest. Frizzle (1998) defined corporal punishment as violation of conduct, which attracts the infliction of pain or harm to the body. Atkinson (2007) defined corporal punishment as the deliberate infliction of pain by using cane or stick intended to change a person’s behaviour or to punish them. According to this researcher, corporal punishment is painful and intentionally inflicted on an offender. It is physical penalty administered by a person in authority for disciplinary purposes. Corporal punishments according to Atkinson are in the form of beating, whipping, paddling and flogging. Corporal punishment according to Kumaraswamy and Othman (2011) is a discipline method in which a supervising adult deliberately inflicts pain upon a child in response to a child’s unacceptable behaviour and or inappropriate language. This according to these researchers is to halt offence, prevent its reoccurrence and set an example for others. In this study, corporal punishment refers to a form of physical punishment that involves the infliction of pain as retribution for an offence, or for the purpose of disciplining or correcting a wrongdoer, or to deter attitude or behaviour deemed unacceptable. Corporal punishment is usually administered either across the buttocks or on the hands with cane, wooden paddle, and wooden yardstick. Less commonly, it could also include spanking or smacking the student in a deliberate manner on a specific part of the body with the open hand. Corporal punishment is in the forms of flogging, beating, caning, spanking, slapping among others whether in judicial, domestic or educational settings. However, this study focuses on corporal punishment in educational setting such as secondary schools. 
	Corporal punishment entails physical chastisement of a student in a school. It is a punitive response to students’ misbehaviour and even has extensive biblical support (Nakpodia, 2012). Over the years, the infliction of corporal punishment on recalcitrant children in the country has become an accepted method of promoting good behaviour and instilling notion of responsibility and decorum into the heads of mischievous students (Nakpodia, 2011). However, many people have raised serious concern towards the use of corporal punishment in schools. These concerns are resultant effects of their attitude towards corporal punishment.
	Attitude is a disposition towards an issue, a person or object which makes an individual to act in a certain way towards that issue, person or object. Attitude includes one’s thought towards a person, issue or objects that directs the person’s reactions toward that person, issue or object. Attitude according to Simpson and Weiner (2000) is a way of feeling, thinking or behaving. Aitken (2000) posited that attitude is a learned predisposition or tendency on the part of the individual to respond positively or negatively to some objects or situations. Ademuwagun, Ajala, Oke, Moronkola and Jegede (2002) defined attitude as a set of affective reactions towards an object that predisposes the individual to behave in a certain manner towards the object. In this study, attitude refers to the disposition of secondary school teachers towards corporal punishment which directs their reactions towards the use of corporal punishment in secondary schools in Nsukka LGA. Opara (1993) stated that attitudes that are positive are usually encouraged to continue and are reinforced while negative attitudes are usually discouraged. Therefore, attitude can be negative or positive and has greater tendency to direct actions. Teachers appear to have varying attitude towards the use corporal punishment in secondary schools. Basci and Dileken (2009) poisted that most teachers think they do well by punishing students and also believe that corporal punishment is the best way to motivate students to behave more properly. Also. Kumaraswamy and Othman (2011) reported that majority of the teachers who participated in their study had fairly favourable attitude towards corporal punishment. On the contrary, some other teachers view corporal punishment as an act of wickedness and incompetence on the part of the teachers who use corporal punishment. Thus, Nuzhat, Shafqat, Muhammad, and Kamran (2012) in their study, Attitudes and Opinions of Teachers towards Corporal Punishment, reported that majority opined that corporal punishment must not be there as it was the greatest negative variable for creating a conducive environment for teaching- learning process.
	 Negative attitude towards corporal punishment makes some teachers to believe that flogging students has no place in today’s education. To them, modernization has necessitated that teachers develop inventive ways of correcting students when they misbehave instead of resorting to corporal punishment. Thus, flogging, as an example of corporal punishment and as a disciplinary measure according to Nakpodia (2012), is fast declining in most Nigerian schools. However, other teachers believe that teaching must necessarily include the use of cane in a world indiscipline has eaten too deep into the moral fabric of the society. These teachers are of the belief that beating corrects erring students and that caning deters students from committing serious offences.
In a study, disciplinary measures in a primary school in South Africa, Kubeka (2004) reported that without corporal punishment, teachers opined that discipline cannot be maintained and that children would be disrespectful to the teacher and fail to develop the discipline to work. Similarly, Nakpodia (2012) posited that corporal punishment tends to prevent students from committing any serious offence; it creates fear in the minds of students and reforms the offender because students generally do not like their names to go into bad books. However, Basci and Dileken (2009) opined that corporal punishment has destructive effect on a child’s mental health, thus, effective instructions could be achieved through effective classroom management.  Ayogu (2010) posited that single teachers are more likely to use corporal punishment than the married teachers. According to this researcher, single teachers appear to be ignorant of better ways of bringing up a child and so use physical and painful measures in correcting the child. Besides marital influence on the attitude towards corporal punishment, gender is a variable that has attracted research interest in the various areas including corporal punishment. Dawes, Kropiwnicki, Kafaar and Richter (2005) in their study, reported that women use corporal punishment more than men. The result of their study indicated that 70% of women and 30% of men use corporal punishment in correcting their children. On the contrary, Tirosh, Shechter, Cohen and Jaffe (2003) in their study, attitudes towards corporal punishment and reporting abuse among physician, reported that Attitudes towards corporal punishment were not influenced by the physicians’ sex. Additionally, Basci and Dileken (2009) found insignificant difference between male and female classroom teachers considering their attitude towards corporal punishment. In a study, gender disparities in the use of corporal punishment in public schools in Nigeria, Okoye (2011) reported that male teachers are more likely to use beating in correcting students unlike their female counterparts and that students tend to fear male teachers’ punishment than female teachers’ punishment. The study further showed that female teachers use more of flogging and slapping in correcting erring students unlike their male colleagues who mostly spank or beat students.
Literature has shown that corporal punishment exists in our today’s secondary schools. Due to the physical injuries associated with corporal punishment, teachers have differing attitude towards corporal punishment. This study therefore was conducted to find out the attitude of teachers in secondary schools in Nsukka LGA towards corporal punishment.  

Purpose of the Study
	The purpose of the study was to find out attitude of teachers towards corporal punishment in secondary schools in Nsukka LGA of Enugu State. Specifically, the study determined attitude of secondary school teachers towards:
1. corporal punishment; 
2. corporal punishment based on gender; and
3. corporal punishment based on marital status.

Research Questions
	The following research questions were posed to guide the study
1. What is the attitude of teachers in secondary schools in Nsukka LGA towards corporal punishment? 
2. What is the attitude of teachers in secondary schools in Nsukka LGA towards school corporal punishment based on gender?
3. What is the attitude of teachers in secondary schools in Nsukka LGA towards school corporal punishment based on marital status?

Hypotheses
		Two null hypotheses were postulated for the study and they were tested at .05 level of significance.
1. There is no significant difference in the mean attitude of male and female teachers in secondary schools in Nsukka LGA towards corporal punishment.
2. There is no significant difference in the mean attitude of single and married teachers in secondary schools in Nsukka LGA towards corporal punishment.

Methods
	The descriptive survey design was adopted in the study.The study was conducted in Nsukka LGA of Enugu State.The population for the study consisted of 1,313secondary schools teachers in Nsukka LGA. Records from Post Primary Education Board Nsukka (PPEB), shows that the population of teachers in 30 government secondary schools in Nsukka LGA is 1,313. Records from PPEB show that there are 908 female teachers and 405 male teachers in Nsukka LGA with various academic qualifications. Nsukka LGA has 192 single and 1,121 married secondary school teachers. Among them are 102 single male and 90 single female teachers and 303 married male and 818 married female teachers. Each secondary school has both single and married male and female teachers.
	The sample size for the study consisted of 270 secondary schools teachers selected from 1,313 teachers in 30 government secondary schools in Nsukka LGA using multi-stage sampling procedure. In the first stage, 15 secondary schools were selected using simple random technique of balloting without replacement. The second stage involved purposive selection of 6 male (2 single and 4 married) teachers and 12 female (3 single and 9 married) teachers from each of the 15 selected schools. Thus, 90 male teachers (30 single and 60 married) and 180 female teachers (45 single and 135 married) were selected. This gave a total of 270 teachers selected for the study. 
		A two-sectionquestionnaire served as instrument for data collection. Section A contained two questions inquiring of the gender and marital status of the teachers while section B contained 10 close ended questions on attitude of teachers towards corporal punishment. The section B of the instrument is on four point rating scale as follows: Strongly Agree (4), Agree (3), Disagree (2) and Strongly Disagree (1).  Face validity of the instrument was established by three experts from the Department of Health and Physical Education, University of Nigeria, Nsukka. The experts’ contributions were built into the final copy of the instrument. A split half method using Spearman’s Brown correlation formular was used to correlate the data generated. The reliability index of .82 was obtained, and was considered high enough and reliable to be used for the study.
	Data for this study were collected by the researcher with the help of two assistants. A total of 270 copies of the instrument were administered on the respondents by hand. The instrument were collected on the spot for those teachers who were able to fill immediately while 2 days were given to those who were unable to fill immediately to complete theirs and were returned to the researcher through the assistants. A 100 per cent return rate was achieved. However, only 255 copies of the instrument had properly completed responses, and were used for analysis.
		Responses from the instrument were analyzed using mean scores. Nominal values of 4, 3, 2, and 1 assigned to rating scales of Strongly Agreed, Agreed, Disagree and Strongly Disagree were used in calculating the criterion mean of 2.50. Items with mean score of 2.5 and above indicated positive attitude while items with mean score of below 2.5 indicated negative attitude. The two null hypotheses 1 and 2 were tested at .05 level of significance using t-test statistics.

Results and Discussion of Findings
		The following findings were made and presented in Tables for the purpose of answering the research questions.
	
Table 1: Mean Responses of Attitude of Secondary School Teachers in Nsukka LGA Towards              Corporal Punishment (n=255).                           
		
 S/N          Attitude indicators of teachers 	  X         SD         Decision        
1.    Flogging is a disciplinary measure	 3.96       .69       Positive
2.    Flogging is an act of wickedness	1.06       .04       Negative	
3.    Beating corrects erring students 	3.19       .61       Positive
4.    Caning deters students from committing serious offences 	2.82       .42       Positive                                     
5.   Spanking connotes that the teacher is not creative in                           
correcting students                                                               2.01      .23       Negative                           
6.    Slapping hardens  student	 2.21       .31      Negative
 Grand mean                                       2.54      .38      Positive
	
	Table 1 shows that secondary school teachers in Nsukka LGA had positive attitude towards corporal punishment as indicated by the grand mean of 2.54 which is above the criterion mean of 2.50. It is noteworthy that the mean score of items 1, 3, and 4 in Table 1 were above the criterion mean of 2.50 which shows positive attitude except for items 2, 5, and 6 that had a mean score below the criterion mean which indicated negative attitudes.

Table 2: Mean Responses on Attitude of Teachers towards Corporal Punishment Based on Gender (n=255). 
SN   Attitude indicators of teachers                    Male (n=90)		Female (n=165)
X       SD      D             X        SD      D	
1.     Flogging is a disciplinary measure   3.67     .43     P                3.10    .41      P
2.     Flogging is an act of wickedness                   2.12     .19     N                2.18    .29      N
3.     Beating corrects erring students                    2.70     .42      P                2.32    .25      N
4.    Caning deter students from committing           
serious offences                                             3.84      .78     P                3.54     .69     P
5.    Spanking shows the teacher is not 
 creative in correcting students                       2.01     .23      N               2.11     .26     N           
6.      Slapping hardens student                               2.09      .27     N               2.21     .31     N
       Grand mean                                                  2.74      .39      P               2.58     .37     P         

*P = Positive    and  *N= Negative

Table 2 showed that male and female secondary school teachers in Nsukka LGA demonstrated positive attitude towards corporal punishment as shown by a grand mean of 2.74 for males and 2.58 for females. Table 2 further revealed that male teachers had more positive attitude to corporal punishment than female teachers. A closer look at Table 2 revealed that both male and female secondary school teachers demonstrated negative attitude in the items flogging is an act of wickedness (male x=2.12,female=2.18), spanking shows the teacher is not creative in correcting the students (male x=2.01, female x=2.11) and slapping hardens students (male x=2.09, female x=2.21).  Also, Table 2 indicated that male had positive attitude in the item  beating corrects erring students while females indicated negative attitude in the item beating corrects erring students (male x=2.70, female x=2.32).

Table 3: Mean Responses of Attitude of Teachers towards Corporal Punishment Based on Marital Status (n=255).

SN Forms of corporal punishment 		Single	(n=75)		Married (n=180)
                                                                             X       SD     D              X       SD       D	
1.     Flogging is a disciplinary measure	3.29    .63      P             2.98      .37      P
2.     Flogging is an act of wickedness                      1.31    .26     N             2.09      .24      N
3.     Beating corrects erring students                       2.72    .41      P             3.26      .42      P
4.     Caning deters students from committing
        serious offences.                                               3.92    .62      P              3.45      .47      P
 5.   Spanking shows the teacher is not creative
         In correcting students                                      2.10    .34      N              2.34     .37      N
6.    Slapping hardens students                                 2.41    .41      N              2.48     .49      N 
     Grand mean                                                        2.58    .43      P              2.63     .48      P    
*-P = Positive*-N= Negative

Table 3 showed that single and married secondary school teachers in Nsukka LGA demonstrated positive attitude towards corporal punishment as shown by a grand mean of 2.58 for singles and 2.63 for married. However, the Table shows that married teachers had more positive attitude towards corporal punishment than their single colleagues. Table 3 shows that single and married secondary school teachers in Nsukka LGA demonstrated a positive attitude towards flogging is a disciplinary measure ( single x=3.29, married x=2.98), beating corrects erring students (single x=2.72, married x=3.26), and caning deters students from committing serious offences (single x=3.92, married x=3.45). Table 3 further shows that respondents indicated a negative attitude towards item flogging is an act of wickedness (single x=1.31, married x=2.09), spanking shows the teacher is not creative in correcting the students (single x=2.10, married x=2.34), and slapping hardens students (single x=2.41, married x=2.48).

Table 4: Summary of t-test Analysis of no Significant Difference in the Attitude of Teachers Towards Corporal Punishment Based on Gender 

Gender                        X        SD           n         t-cal    df          t-crit.   Sig        Decision

Male                          2.74      0.39       90                                                            
Female                      2.58      0.17      165       3.960    245     2.091       .05        Rejected                                                                                                    


Table 4 shows that the calculated value of t (3.960) was greater than the critical value of t (2.091) at .05 level of significance and 245 degrees of freedom. Since the calculated value of t is greater than the critical value of t, the null hypothesis of no significant difference in the mean attitude of male and female secondary school teachers in Nsukka LGA towards corporal punishment was rejected. This indicated that there was a significant difference in the attitude of secondary school teachers in Nsukka LGA towards corporal punishment based on gender.


Table 5: Summary of t-test Analysis of no Significant Difference in the Attitude of Teachers towards Corporal Punishment Based on Marital Status 

Marital status             X        SD         n        t-cal         df        t-crit.        Sig      Decision
Single                      2.58     .28           75
Married                    2.63     .41          180     -10.678     245       3.491        .05      Accepted                                                                   

Table 5 shows that the calculated value of t (-10.678) was less than the critical value of t (3.491) at .05 level of significance and 245 degrees of freedom. Since the calculated value of t is less than the critical value of t, the null hypothesis of no significant difference in the mean attitude of single and married secondary school teachers in Nsukka LGA towards corporal punishment was accepted. This indicated that there was no significant difference in the attitude of secondary school teachers in Nsukka LGA towards corporal punishment based on marital status

Discussion of Findings
	Findings in Table 1 show that secondary school teachers in Nsukka LGA have positive attitude towards corporal punishment as shown by the grand mean of 2.54. This finding is expected and not surprising because Kumaraswamy and Othman (2011) had reported that majority of the teachers who participated in their study had fairly favourable attitude towards corporal punishment. However, when corporal punishment is excessively used by a teacher, it may attract negative reactions from another teacher because Nuzhat, Shafqat, Muhammad, and Kamran (2012) in their study, attitudes and opinions of teachers towards corporal punishment, reported that majority opined that corporal punishment must not be there as it was the greatest negative variable for creating a conducive environment for teaching learning process.  The explanation for this difference could be due to differences in childhood experiences, culture and religion. The finding on flogging is a disciplinary measure negates Nakpodia (2012)’s opinion that many teachers believe flogging students has no place in today’s education.  According to Nakpodia, some teachers believe that the advancement of technology has made it imperative that teachers develop better ingenious ways of correcting students when they err instead of resorting to corporal punishment. This finding however supports Kubeka (2004) report.  Kubeka reported that without corporal punishment, teachers opined that discipline cannot be maintained and that children would be disrespectful to the teacher and fail to develop the discipline to work. The finding on the item, caning deters students from committing serious offence supports Nakpodia (2012)’s view that corporal punishment tends to prevent students from committing any serious offence; it creates fear in the minds of students and reforms the offender because students generally do not like their names to go into bad books. 
Findings in Table 2 showed that male and female secondary school teachers in Nsukka LGA demonstrated positive attitude towards corporal punishment as shown by a grand mean of 2.74 for males and 2.58 for females. Table 2 further revealed that male teachers had more positive attitude to corporal punishment than female teachers. This finding is surprising and therefore unexpected because Dawes, Kropiwnicki, Kafaar and Richter (2005) had found a significant difference between male and female teachers’ attitude towards corporal punishment with females teachers showing more positive attitude towards  corporal punishment than the male teachers. However, the explanation for this result could be because female tends to be more lenient than males which could be linked to their natural make-up and child bearing experiences. The finding that male had positive attitude in the item beating corrects erring students while females indicated negative attitude in the item beating corrects erring students (male x=2.60, female x=2.34), supports Okoye (2011) that male teachers are more likely to use beating in correcting students unlike their female counterparts and that students tend to fear male teachers’ punishment than females. 
Findings in Table 3 showed that single and married secondary school teachers in Nsukka LGA demonstrated positive attitude towards corporal punishment as shown by a grand mean of 2.58 for singles and 2.63 for married. However, the Table shows that married teachers had more positive attitude towards corporal punishment than their single colleagues. This result is not expected and therefore surprising because it is a common belief that unmarried person tends to punish children more than married persons. However, the explanation for this result may be traced to the issue of rearing children. Most married persons are assumed to have children and they have ways of instilling discipline in their children such as beating, flogging among others. This may be responsible for their having more positive attitude towards corporal punishment than their single colleagues. Again, this finding negates Ayogu (2010) that single teachers use corporal punishment more often than the married teachers. Table 3 indicated that both married and single teachers show positive attitude towards the item, flogging is a means of discipline. This result agrees with the finding of Kimma (2011) that irrespective of gender and marital status, flogging is the commonest form of corporal punishment used by all teachers to discipline students
Table 4 shows that the calculated value of t (3.960) was greater than the critical value of t (2.091) at .05 level of significance and 245 degrees of freedom. Since the calculated value of t is greater than the critical value of t, the null hypothesis of no significant difference in the mean attitude of male and female secondary school teachers in Nsukka LGA towards corporal punishment was rejected. This indicated that there was a significant difference in the attitude of secondary school teachers in Nsukka LGA towards corporal punishment based on gender. This result agrees with Dawes, Kropiwnicki, Kafaar and Richter (2005) findings that there is a significant difference between male and female teachers’ attitude towards corporal punishment. However, this finding disagrees with Tirosh, Shechter, Cohen and Jaffe (2003) report that Attitudes towards corporal punishment were not influenced by the physicians’ sex and Basci and Dileken (2009) finding that there is insignificant difference between male and female classroom teachers considering their attitude towards corporal punishment.
Table 5 shows that the calculated value of t (-10.678) was less than the critical value of t (3.491) at .05 level of significance and 245 degrees of freedom. Since the calculated value of t is less than the critical value of t, the null hypothesis of no significant difference in the mean attitude of single and married secondary school teachers in Nsukka LGA towards corporal punishment was accepted. This indicated that there was no significant difference in the attitude of secondary school teachers in Nsukka LGA towards corporal punishment based on marital status. This finding negates Ayogu (2010) finding that single teachers are more likely to use corporal punishment than the married teachers.

Conclusion
		Based on the findings of the study and discussion, the following conclusions were drawn: secondary school teachers in Nsukka LGA had positive attitude towards corporal punishment; there is a significant difference in the mean attitude of male and female secondary school teachers in Nsukka LGA towards corporal punishment; and there is no significant difference in the mean attitude of teachers in Nsukka LGA based on marital status. 

Recommendations
	Based on the findings of this study, the discussion and conclusions herein, the study recommends that:
1. Corporal punishment should be sustained in secondary schools.
2. If possible, a neutral party, specifically identified should administer the punishment, rather than the teacher who was in conflict with the student.

Implication for Education
Corporal punishment is a disciplinary measure and involves the infliction of physical pain to the body. However, the effect of this physical pain has far reaching consequences on the mental, psychological and social development of the students when it is frequent and extreme. These have implication for learning process because when corporal punishment is excessive, it may likely affect the students learning ability. However, when students are allowed to misbehave without a measure of control and discipline, they may grow up to become irresponsible citizens, and may develop poor attitude to life, work and career.
	Frequent use of corporal punishment may harden students and cause them to be truants and finally drop-out from school. Inasmuch as corporal punishment should be sustained in schools as a disciplinary measure, the students’ total development should be considered. In administering corporal punishment, the issue of teacher-student relationship should be put into cognizance. This is because when the relationship between a teacher and a student is too rough that the student dodges from the teacher and the course (s) taught by the teacher, learning process is hampered. On the other hand, when a teacher is too lenient with students in such as way that the students do not have any regard for the teacher due to the teacher’s complacency, learning is also adversely affected as students will not take the teacher’s course (s) seriously or submit assignment when given. Therefore, whatever attitude any teacher has towards corporal punishment, there is need to strike a balance between corporal punishment and overall learning and development of the students.
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INCIDENCE, SCREENING AND PATTERN OF CERVICAL CANCER AMONG WOMEN ATTENDING UNIVERSITY OF NIGERIAN TEACHING HOSPITAL, ITUKU- OZALLA 
(2000-2005)

Florence O. Ezema

Abstract
The main purpose of the study was to find out the socio-demographic pattern of the incidence, screening and pattern of cervical cancer among women in University of Nigeria Teaching Hospital, Ituku-Ozalla from 2000-2005. The study adopted the descriptive research design utilizing the expost facto design The Population for study consisted of all the records of cervical cancer cases in UNTH, from 2000-2005 which were 82 cases. The instrument for data collection was researcher designed Cervical Cancer Inventory Proforma (CCIP). Frequencies and percentages were used to answer the research questions while the chi-square statistic was used to test all the hypotheses. The findings revealed that the highest incidence of cervical cancer was recorded in 2004 (30.5%) and this occurred among women aged 61years and above (35.4%), cervical cancer was also found to be more among married women (75.6%) and rural dwellers (56.1%). Majority of the women (75.6%) had never gone for cervical screening. Based on these findings, it was recommended that government should provide cancer screening equipment in most of the health facilities to increase access and health education on cancer should be intensified.

Keywords: Incidence, Pattern, Screening, Cervical Cancer, Women.		

Introduction
	Cancer is a disease characterized by the abnormal growth of cells of the tissue of the organs affected. These abnormal growths affect such organs like, the breasts, cervix and uterus. The abnormal growth that affects the cervix is called cervical cancer. Ferlay (2002) stated that cervical cancer threatens the lives of women, creates long term problems for families and challenges health care system. Globally, about 490,000 new cases of cervical cancer occur each year among women and 274,000 women die of the disease annually (Ferlay, 2002). In Nigerian, the national incidence of cervical cancer is 250/100,000 ( Adesokan, 2009). 
 Adesokan, (2009), defined cervical cancer as the malignant growth or immortalization of the cervix. According to the author it is the commonest form of female genital cancer in developing countries and the second commonest type of cancer in women. Within the context of this study, cervical cancer means a disease in which cells of the cervix become abnormal and start to grow uncontrollably, forming tumours. Park (2009) stated that cervical cancer is a disease characterized by an abnormal growth of cells, ability to invade adjacent tissues and even distant organs and the eventual death of the affected patient if the tumour has progressed beyond that stage when it can be successfully removed 
Infection with the common Human Papillomavirus (HPV) is a cause of approximately 90 percent of all cervical cancers. There are more than 80 types of HPV, about 30 of these can be transmitted sexually, including those that can cause genital warts. About half of the “high risk” HPVs are associated with cervical cancer; they produce a protein that can cause cervical epithelial cells to grow uncontrollably. The virus makes a second protein that interferes with tumour suppressor that is produced by the human immune system. The HPV-16 strain is thought to be a cause of about 50 per cent of cervical cancers (American Cancer Society, 2011). Risk factors to cervical cancer are as follows: Lack of regular pap test: most women do not and have never gone for pap test which helps to identify cancer cell at an early stage. Other factors include; Smoking, multiple sexual partners, prolonged use of birth control pills and use of Diethylstilbestrol to stop lactation. 
According to Adesokan (2009) progression in the disease is usually accompanied with symptoms like, anaemia, single swollen leg, frequent and persistent vaginal discharge, abnormal bleeding, and painful sexual intercourse. When these symptoms are noticed, the women is expected to access a health facility for help for early diagnosis and treatment.
Dawtota and Olaseinde (2004) opined that diagnosis of cervical cancer can be achieved through different methods, these methods include; colposcopy, X-rays, computerized tomography (CT) scans and magnetic resonance imaging (MRI). When diagnosis has been made, staging is done to determine the extent of spread of the disease to nearby organs and tissues.
The International Federation of Gynecologists’ and Obstetrician (FIGO) system is usually used to determine the stage of cervical cancer. The stage is based on where cancer is found, and it is carefully done to actually determine the level of spread of the disease to other organs. The staging ranges from stage 0 -IV, each stage determines the type of treatment to be implemented. The treatment options include; surgery which may be inform of radical trachelectomy, total hysterectomy and radical hysterectomy. Radiation and chemotherapy are also other options of treatment (Mamadani Garver, Harpham and Campbell, 2003).
Park (2009) defined incidence as the number of new cases of a particular disease condition occurring in a defined population during a specified period of time. He further stated that incidence measures the rate at which new cases are occurring in a population and that it is not influenced by the duration of the disease. Similarly, Onwasigwe (2010) sated that incidence measures the probability that healthy people will develop disease or  health –related event during a specified period of time. It indicates the rate at which new cases of the disease occur in a defined, previously disease free population.
 Screening according to McHenry (2009) is to examine (someone or something) to discover if there is anything wrong with them. This is usually done to identify existing problems in a situation or in somebody. The author further defined health screening as a programme designed to evaluate the health status and potential of an individual. The screening test for cervical cancer is called the papanicolaou (pap) test. Cervical cancer may vary in pattern of occurrence. These patterns may demographic, spatial and temporal.
Pattern according to Schwartz (1993) is a design or guide which appears among people, it is a regular way in something happens or is done. Pridemore, Andrew and Spivak (2003) classified pattern into three forms: demographic, temporal and spatial pattern. Morris (1981) and Stillion  (1983) refer to demographic pattern as one that is concerned with the variables like age, gender level of education, marital status. Temporal pattern has to do with seasons in which a thing or event occurs, which spatial pattern deals with geographical location, which may be urban or rural in relation to the occurrence of cervical cancer. Age is a facto that can affect the incidence of Cervical cancer. Early age at firs sexual intercourse exposes young girls to sexually transmitted infections of which Human Papilloma Virus are included. In addition, incidence of Cervical cancer increases with age, starting to rise in women between the age of 30 to 35year and reaching peak at about 50 to 60years (Adap & Hedley, 1997).
Cervical cancer is a global health problem, especially in the developing countries including Nigeria. Women who adopt healthy sexual behaviours by avoiding multiple sexual partners thereby not contracting sexually transmitted infections are not likely to suffer cervical cancer. Regrettably, some women indulge in such behaviour that will expose them to STls and this increases the incidence of Cervical Cancer. University of Nigeria Teaching Hospital, is one of the Teaching Hospitals in Nigeria where cancer cases including cervical cancer are managed, incidentally, no report of such study on incidence, screening and pattern of cervical cancer is known by the researcher. It is on this premise that the researcher tends to find out the incidence, screening and pattern of cervical cancer among home attending UNTH from 2000-2005.
The purpose of the study is to find out the incidence, screening and pattern of cervical cancer among women attending UNTH, specifically, the following research questions were formulated: 
1. 	What is the incidence of cervical cancer among women attending UNTH from 2002-2005?
2. 	What is the demographic pattern (age) of cervical cancer among women attending UNTH from 2002-2005?
3. 	What is the spatial pattern by cervical cancer among women attending UNTH from 2002-2005?
4. 	What is the level of uptake of cervical cancer screening among women attending UNTH from 2002-2005?


Hypothesis
There is no statistically significant difference in the incidence of cervical cancer according to demographic variable of age. (p>.05). 

Methods
The study adopted the descriptive research method utilizing the expost- facto design. The population for the study consisted of all records of cervical cancer cases in university of Nigeria Teaching Hospital, Enugu from 2000-2005. The total number of cervical cancer cases for this period of study is 82 cases. The researcher- designed instrument called Cervical Cancer Inventory Proforma (CCIP) was used for data collection. In order to gain access to the folder of cervical cancer cases, an introductory letter from the Head, Department of Health and Physical Education UNN introducing the researcher and explaining the purpose of the study was presented to the Medical Director in charge of the health faculty. Sampling was not done because the population for the study were few (82). Three research assistances (medical record keepers) helped in the transfer of data from the patients’ folders to the proforma. The Statistical Package for Social Science (SPSS) was used for analysis. To determine the annual incidence, demographic, spatial patterns and screening uptake, frequencies and percentages were used. Chi-square statistic was used to test the hypothesis at .05 level of significance 

Results 
Table 1: Cervical Cancer Incidence at University of Nigeria Teaching Hospital from 2000-2005 (N=82)

	Years
	
	Cervical cancer cases
f
	
%

	
	
	
	

	2000
	
	9
	11.0

	2001
	
	7
	8.5

	2002
	
	7
	8.5

	2003
	
	17
	20.7

	2004
	
	25
	30.5

	2005
	
	17
	20.7

	
	
	
	

	TOTAL
	
	82
	100%



Data in table 1 show that the highest number of cervical cancer of 25 cases (30.5%) occurred in 2004, followed by 17 cases, (20.7%) which occurred in 2003 and 2005 respectively. The table further shows that nine cases (11.0%) occurred in 2000 and seven cases each (8.5%) were recorded in 2001 and 2002 respectively.

Table 2: Demographic Pattern of cervical cancer According to Age in UNTH (n= 82)
	Age 
	2000
F     %
	2001
F     %
	2002
F     %
	2003
F     %
	2004
F     %
	2005
F     %
	Total

	21-30
	0      0
	0      0
	0      0
	0      0
	1      1.2
	0      0
	1     1.2

	31-50
	5     6.1
	2     2.4
	3      3.7
	3    3.7
	6     7.3
	8      9.8
	27  32.9

	51-60
	3     3.7
	3      3.7
	0      0
	3    3.7
	11  13.4
	5      6.1
	25   30.5

	61-  and above
	1    1.2
	2      2.4
	4    4.9
	11   13.4
	7     8.5
	4    4.9
	29   35.4

	Total 
	9   11.0
	7     8.5
	7     8.5
	17   20.7
	25   30.5
	17    20.7
	82    100


	
Table 2  Shows that , age group 61- and above recorded overall the highest percentage of (35.4%) cervical cancer cases for the period under study, followed by age group 31-50 (32.9%), age group 51-60 recorded 930.5%) and age group 21-30 years  (1.2%) recorded the lowest. Age group 21-30 recorded zero percentage age from 2000-2003 while 2004 recorded highest (30.5%) 
Table 3: Spatial Pattern of Cervical Cancer at University of Nigerian Hospital from 2000-2005 (n=82)
	
Year
	Location
Urban  
	
Rural 
	
Total

	
	F             %
	F              %
	F              %

	2000
	3             3.7
	6              7.3
	9             11.0

	2001
	4             4.9
	3              3.7
	7               8.5

	2002
	4             4.9
	3              3.7
	7               8.5

	2003
	10           12.1
	7              8.5
	17           20.7

	2004
	10           12.1
	15          18.2
	25           30.5

	2005
	5              6.1
	12          14.6
	17           20.7

	Total 
	36           43.9
	46          56.1
	82           100



Table 3: shows that women in the rural area had highest incidence of cervical cancer in 2003(12.1%) and2004 (12, 1%) respectively, while those in the urban area recorded 18.3% in2004 and 14.6% in 2005. 

Table 4: Uptake of Cervical Cancer Screening at University of Nigeria Teaching Hospital from 2000-2005(n=82).
	Uptake of cervical cancer screening 
	2000
F      %
	2001
F      %
	2002
F      %
	2003
F      %
	2004
F      %
	2005
F      %
	Total 
F      %

	Yes 
	3     3.7
	1      1.2
	0      0
	5      6.1
	6     7.3
	5      6.1
	20     24.4

	
	
	
	
	
	
	
	

	No 
	6      7.3
	6      7.3
	7    8.5
	12    14.6
	19   23.2
	12    14.6
	62   75.6

	
	
	
	
	
	
	
	

	Total 
	9
	7
	7
	19
	25
	17
	82



Table 4: The table shows that (75.6%) of the women had never gone for cervical cancer screening. Only few (24.4%) of women under study had gone for cervical cancer screening. The table further shows that 2004 recorded the highest( 6=7.3%) cases of uptake  followed  by 5 (6.1%) cases in 2003 and 2005 respectively . Only one case (1.2%) was recorded in 2001and no case (0%) in 2002.. 

Hypothesis One: There is no statistically significant difference in the incidence of cervical cancer according to demographic variable of age.

Table 5: Summary of Chi-square x2 Analysis Testing the Null Hypothesis of No significant Difference in the Incidence of Cervical Cancer According Age
	Age

	Year
	21-30
Years
	31-50
Years
	51-60
Years
	61yrs & Above

	Total 

	2000
	0
	5
	3
	1
	9

	2001
	0
	2
	3
	3
	7

	2002
	0
	3
	0
	4
	7

	2003
	0
	3
	3
	11
	17

	2004
	1
	6
	11
	7
	25

	2005
	0
	8
	5
	4
	17

	TOTAL
	1
	27
	25
	29
	82


Ca x2 = 19.426, p. value = .193, df = 15, p<.05.

Table 5: Shows the x2 calculated value of 19.43 with a corresponding P. value of .193 which is greater at .05 level of significance at 15 15df. The null hypothesis of no significant difference in the incidence of cervical cancer according to age is therefore accepted. This means that the occurrence of cervical cancer does not differ according to age.


Discussion 
Result in table 1 revealed that the highest number of cases were recorded in 2004, 25 (30.5%) while the lowest number of cases 7 (8.5%) occurred in 2001 and 2002 respectively. This result is not unexpected in view of the available literature. Ferlay (2002), and Obinna and Ogundipe (2010) reported that cervical cancer is the second most common cancer among women and accounts for most of their death. The reduction is the number of cases in 2001 and 2002 might be attributed to poor knowledge of these fear and anxiety over a positive result (Nnodu) 2010 and Ezem, 2007).This implies that women are not well educated on the issues concerning cervical cancer; secondly, health facilities that provide the services on cervical cancer screening are usually cited in the cities which are not accessible to most women. 
	Result in Table 2 revealed that age group 61 years and above (35.4%) was mostly affected by cervical cancer, followed by age group 31-50 years (32.9%) and age group 51-60 years (30.5%). The result does not agree with the findings of Kahn (2007) who reported that cervical cancer was more in women aged 22-25 years and that participants aged 22-25 had approximately twice odds of infection with the HPV compared with women of other ages. Although the infection was more common among younger women, cervical caner is primarily a disease of the older women. These differences may reflect the time interval between infection and development of cervical cancer, as well as many other variables that influence the development of cervical cancer, such as pap screening practice (Kahn 2007). 
Table 3 indicates that rural women had higher cases of cervical cancer (56.1%) than urban women (43.9%). This results is not unexpected as it agree with the findings of Mamadani et al; (2003) who found that women, due to poverty, poor access to screening facilities, health system inadequacies and lack of effective health education about sexually transmitted infections prevention.
Result in table 4: Revealed that (75.6%) of the women had never had cervical screening while (24.4%) have had opportunity of cervical screening. This is in line with Aniebue and Aniebue (2010) who reported that out of 400 females selected as sample for their study, only (5.26%) reported having had a pap smear test. Additionally in support of the above findings, Ezem (2007) reported that there was a low level of cervical screening uptake among women in Owerri municipality. This might due to poor sensitization of women in the area thereby making them ignorant of the importance of cervical cancer screening.

Conclusions
 Based on the findings, the following conclusions were made.
The highest cases of cervical cancer was recorded in 2004 and lowest in 2001 and 2002 at University of Nigeria Teaching Hospital,Enugu.Cervical cancer cases occurred more among age group 61 years and above while the lowest occurred among age group 21-30 years. Rural women recorded more cervical cancer cases than urban women. A small proportion of(24.4%) of the women had cervical cancer screening. 

Recommendations
The following recommendations were made following the findings.
1. The Government should provide cervical cancer screening facilities and vaccine in most health facilities for women to access. 
2. There should be regular monitoring of cervical cancer cases through effective registration exercise 
3. Cervical cancer screening services should be integrated into existing medical services to avail women the opportunity of been tested.
4. Government should provide drugs to health facilities for proper treatment of sexually transmitted infections.
5. Sensitization and education of the women about cervical cancer and utilization of the available health services.
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Abstract
Female genital mutilation is one of the public health problems that is endangering the life and well-being of female in developing countries of the world. The paper reviewed the concept of FGM, defining it as cutting off part or whole of girl clitoris and some other part of her sex organ whether for cultural or any non-therapeutic reason. Reasons for female genital mutilation: FGM is practiced for cosmetic purposes; or as a sign of maturity. It may also be done to desensitize the clitoris thereby reducing libido and promiscuity, to prevent immorality, preparing female for marriage, increase cleanliness, to prevent labia hypertrophy, to improve fertility, to give more pleasure to the husband (by tightening the vagina),  for religious rite and obligations. Specifically, this paper outlined the physical, psychological and social health (bioethical) implication of FGM as a public health problem. It has dangerous health implications because of the unsanitary conditions in which it is generally practiced. In addition, it is a fundamental violation of human rights because it is carried out at a very young age when there is no possibility of the individual consent and mutilated/cut infants, girls and women face irreversible lifelong health risks, among other consequences.  Finally, measures for eradicating the practices of FGM were recommended, among which are capacity building of rural women through health education and advocacy.

Keywords: Female Genital Modification, Forms, Advocacy, Implications, Eradication

Introduction
Female genital mutilation and its origin were shrouded in mystery. It is complex and ancient. It is difficult to say where female genital mutilation originated from and how it was being performed originally. Onuzulike (2006) was of the opinion that female genital modification has been in practice for more than 2,000 years ago, and it is still being widely practiced. She perceived female circumcision as a ritualistic sexual mutilation of female genital organ that dates back to the fifth century B.C. This traditional practice is a social as well as a health issue that affects the physical and mental wellbeing of the women who undergo it.
According Ahmed (1996) more than eighty million women in Africa and around the world have been affected by the practice. He also, reported that the practice was common in many parts of the world, including Nigeria. Continuing, World Health Organization (1998) opined that over 135 million women and girls have been affected worldwide as of 1997. The report further showed that female genital mutilation has been in practice mostly in African countries north of the equator and the-middle-East. Concern was equally expressed that female genital mutilation exist in the United States of America, Europe and other western countries by immigrants from these countries.
In recent times, the story is different in most developing countries of the world as females are subjected to genital mutilation under the guise of conforming to traditional beliefs and societal norms. Onuzulike (2006) opined that the generic “female mutilation victims are over 80 per cent in countries like Sierra-Leone, Sudan, Somalia, Ethiopia and other African countries where infibulation or pharaonic circumcision and excision are still widely practiced. Female mutilation has been discovered to be a serious health hazards for the girl-child or woman, inflicting pain, trauma and body injuries (American Academy of Paediatrics, 1998). Female genital mutilation could be carried out in infancy, early childhood, at puberty, short before marriage, during first pregnancy and even on the uncircumcised dead.
FGM is the partial or total removal of the external female genital or other injury to female genital organ for cultural, religious or other non-therapeutic reason (Smith Jones, Kieke & Wilcox 2000). The clitoris is a specialized sexual organ of the female and although only the highly sensitive glands and part of the shaft is visible externally part of the body and the two crura are embedded behind the symphysis pubis. This means that in most types of Female Genital Modification a substantial amount of clitoral tissue may still be intact unless the whole clitoris has been dissected out and avulsed from its insertion in the public bone. Because of the erectile nature of the spongy tissue of the clitoris and labia minora they both have a high pressure and dense and concentrated marking the clitoris and labia highly sensitive to stimulation as well as to pain. The cutting is therefore extremely painful and often results in long term residual pain and discomfort in the area of the scar.
A classiﬁcation of female genital mutilation was ﬁrst drawn up at a technical consultation in 1995 (WHO, 1996b). An agreed classiﬁcation is useful for purposes such as research on the consequences of different forms of female genital mutilation, estimates of prevalence and trends in change, gynaecological examination and management of health consequences, and for legal cases. A common typology can ensure the comparability of data sets. Nevertheless, classiﬁcation naturally entails simpliﬁcation and hence cannot reﬂect the vast variations in actual practice. As some researchers had pointed out limitations in the 1995 classiﬁcation, WHO convened a number of consultations with technical experts and others working to end female genital mutilation to review the typology and evaluate possible alternatives. It was concluded that the available evidence is insufﬁcient to warrant a new classiﬁcation; however, the wording of the current typology was slightly modiﬁed, and sub-divisions created, to capture more closely the variety of procedures (WHO & UNICEF, 2006). WHO’s (1995) classiﬁcation of Female genital mutilation has four major types, namely:
1. Clitoridectomy: partial or total removal of the clitoris (a small, sensitive and erectile part of the female genitals) and, in very rare cases, only the prepuce (the fold of skin surrounding the clitoris).
2. Excision: partial or total removal of the clitoris and the labia minora, with or without excision of the labia majora (the labia are "the lips" that surround the vagina).
3. Infibulation: narrowing of the vaginal opening through the creation of a covering seal. The seal is formed by cutting and repositioning the inner, or outer, labia, with or without removal of the clitoris.
4. Other: all other harmful procedures to the female genitalia for non-medical purposes, e.g. pricking, piercing, incising, scraping and cauterizing the genital area.

WHO’s (2007) modified typology of FGM include:
1. Type I: Partial or total removal of the clitoris and/or the prepuce (clitoridectomy). When it is important to distinguish between the major variations of Type I mutilation, the following subdivisions are proposed: Type Ia, removal of the clitoral hood or prepuce only; Type Ib, removal of the clitoris with the prepuce.
2. Type II: Partial or total removal of the clitoris and the labia minora, with or without excision of the labia majora (excision). When it is important to distinguish between the major variations that have been documented, the following subdivisions are proposed: Type IIa, removal of the labia minora only; Type IIb, partial or total removal of the clitoris and the labia minora; Type IIc, partial or total removal of the clitoris, the labia minora and the labia majora.
3. Type III: Narrowing of the vaginal oriﬁce with creation of a covering seal by cutting and appositioning the labia minora and/or the labia majora, with or without excision of the clitoris (inﬁbulation). When it is important to distinguish between variations in inﬁbulations, the following subdivisions are proposed: Type IIIa: removal and apposition of the labia minora; Type IIIb: removal and apposition of the labia majora.
4. Type IV: Unclassiﬁed: All other harmful procedures to the female genitalia for non-medical purposes, for example, pricking, piercing, incising, scraping and cauterization

The procedures for FGM can cause severe bleeding and problems urinating, and later cysts, infections, infertility as well as complications in childbirth and increased risk of newborn deaths. More than 125 million girls and women alive today have been cut in the 29 countries in Africa and Middle East where FGM is concentrated (UNICEF, 2013). FGM is mostly carried out on young girls sometime between infancy and age 15. FGM is a violation of the human rights of girls and women. The choice of the particular method of FGM is depended on the person performing the operation.  Female genital mutilation is usually carried out by traditional practitioners often lay persons with only rudimentary training. Different operation instrument are used in performing the operation in different countries of the world. However, the most commonly use operating instrument are small sharp knife, razor blade, dwarf blade, sugar, herbs mixture and extracts from vegetable among others, were used for individual females modifications at different ages and time.
	The age at which female child is circumcised varies from tribe to tribe. It can be performed as early as the 8th day of life as in Igbo lands of Nigeria and Ethiopia 3 – 4 years old as in Somalia, around puberty as in part of Edo and Delta State at Nigerian, Peru and Sierra-Leone. Besides, FGM can be performed shortly after marriage as in mosaic or later after child bearing as in Guinea (Odinini & Odediran, 2001; Owumi, 2003). 
	The obnoxious practice of FGM has been given many reasons which include: prevention of immorality, preparing female for marriages, to ensure cleanliness, to prevent Labia hypertrophy, to improve fertility, to give more pleasure to the husband (by tightening the vagina orifix) for religious rites and obligation (Onuzulike, 2006). Depending on why it is practiced; the procedure is occasionally justified on the basis of tradition, religious rite of passage health assurance of virginity before marriage and marital fidelity. The justification for the motives and function of FGM are at first glance bewildering often conflicting and always at odds with biological fact (Elchala, 2004). Religion is central to the lives of many women and this is usually manipulated to control their sexuality. It is important to note that female genital modification or mutilation is not required. Equally, there is no scientific evidence that women who have been genitally mutilated are more faithful and better wives than those who were not circumcised (WHO, 1999).
	Traditionally too, Uhaegbu (1999) reported that “Ibo and Yoruba people of Nigeria believe that circumcision is a traditional way of checking women from flaring. Some Yoruba’s go further to believe that uncircumcised female have problem during child birth as the clitoris disturbs the easy passage of the baby. These are all fallacies and go to prove right, the evidence of backwardness of developing countries. There is no medical attendance of benefits resulting from female genital mutilation. Rather medical experts have spoken against the practice especially, with regard to the health hazards; it poses to women’s reproductive health (Onuzulike, 2006). Various forms of female genital mutilation can create severe hazard and complication for the young girl or the women. Such complications may occur immediately after the practice, months or even year afterward and such problem may occur due to the fact that the operation is performed in an unhygienic environment with unsterilized crude instrument and by unskilled non-medical practitioner. Circumcised women have very tiny vaginal opening because of stitching together of the vulva. 
Smiths, Jones and Willcox (1997) were of the opinion that narrowing of the vaginal opening following circumcision make the conjugal consummation of marriage relationship painful, difficult, uncomfortable and sometime impossible following such irritation, some husbands may end up battering their wives for lack of co-operation and frigidity. Naturally, the skin of the vulva and vaginal canal is soft and elastic. This also allows for expansion during childbirth. Infibulations reduces vagina opening and these conditions may predispose the circumcised women to obstetric problems. Such problems include epistomy and delayed second stage of labour. Effects of epistomy include: liability to bleeding, infection, septicemia and delayed healing. Hosken (2001) opined that in the process of circumcision, many little girls bleed to death because Chimps operation must have cut into dorsal artery of the clitoris. The area cut during circumcision is meant to tear off during delivery, because scar tissue is not elastic. Delayed labor may lead to impaired circulation, foetal brain damage, visco-vaginal fistula (VVF) and still birth. Medical experts define visco-vaginal fistula (VVF) as a situation where a young woman’s bladder is damaged during labor. The woman following such damaged would be unable to control her urinary tract resulting in her passing urine uncontrollably. This would cause some social problems for the woman because she would be emitting a strong foul smell, which often keeps her and those around her uncomfortable. The external genitalia of the female child may become distorted especially in Pharaonic type. Winkel (1997) posited that the possibility of distortion occurs because, healing is usually by fibrosis.

Complications of Female Genital Mutilation
In the local context within which most FGM traditionally occurs several short and long term complications have been reported. Most short term complications occur because of unsanitary operating conditions botched procedures by inexperienced circumcisers or inadequate medical services once a complication occurs. In the short-term, profuse bleeding is common due cutting of the high-pressure clitoral vessels. Shock can also occur from loss of blood combined with extreme pain- when the procedure is performed without anaesthesia. These conditions have sometimes been fatal. Infection of varying degrees from superficial wound infection to septicaemia is also common. Urinary retention from pain and inflammation as well as direct obstruction (in Type III) often occurs in the first days (Onuzulike, 2006). More so, The Inter-Africa Committee (2000) outlined the various complications of Female Genital Mutilation which may be visible and directly related to circumcision, these include:

Ulcer: Vulva ulcers under the hood of skin of infibulated women have been reported. The conditions may be caused by Urea Crystals precipitated from Urine trapped under the hood, forming small stones.

Sebaceous and inclusion (dermoid) cyst: Cysts resulting from embedding of the skin fold in the scar or a sebaceous cysts from the skin fold in the scar or a sebaceous cyst from the blocking of the sebaceous gland duct are one of the most common complication of all types of FGM woman may present with these early or when they are size of a pea or after they have grown to the size of a tennis ball or a grapefruit.

Keloid: Many circumcised women have dark skin which is known for its increased tendency to form Keloid scar growth. Moreover, the keloidal scar growth sometimes becomes so large that it causes difficulties during intercourse or possible obstruction during delivery.

Neuroma: The clitoral nerve may get trapped in the scar fibrous tissue of the scar following clitoridectomy. This may result in an extremely sharp pain over the fibrous swelling anteriorly. The pain may be aggravated by the rubbing of under-wear or during intercourse. The neuroma may be felt as a small pebble under the mucosa. 

Onuzulike (2006) opined that the complications of FGM include physical health risks such as:

Infection: Women who undergo such practices are at risk when unsterilized black razor, knives or other sharp objectives likes “Omani” are used. Some of the commandment infections are tetanus, septicaemia and staphylococcal infection even though local gin is used to douche the area, local herbs and sometimes animal faeces are used to dress the wound. Ascending infections can lead to secondary infertility.

Stricture formation: Following this procedure, the wound tends to heal but poorly with the resultant stricture formation. The formation leads to difficult deliveries and dysperunia (painful sexual intercourse) in some who were predisposed, develop hypertrophied scar.

Labour problems: The ease of childbirth is far from reality after an introital stenosis and therefore in labour, a generous episiotomy has to be done to widen the introitus. This also leads to more haemorrhage as the episiotomy often than not is given on the scar tissue and delayed second stage of labor as a result of the scar tissue to stretch. Some emotional health implications were also explained by Onuzulike (2006) and these include:

Frigidity: If this develops, the sexual life of the lady is ruined due to the continuous tension or contraction of the smooth muscles of the stricture involved.

Divorce: As there is freedom of marriage to any other community or society, the woman is divorced due to the scarring of the vaginal introitus, dysparennias possible, leading to frustration as experience might be traumatic but subsequent experience might lead to a sense of helpless such as instability and divorce.

Guilt feeling: Failure to adequately and appropriately fulfill the requirements of womanhood could lead to a mark of guilt feeling and as tendency to delusion of unworthiness due to a sense of deprivation. The woman will suffer from sense of inferiority complex.

Suicidal tendency: Due to the feeling of unworthiness, she may give up the struggle and prefer to die to end the helplessness in sexual life.
Depression: Due to inability to perform her function as a wife (sexually), that is, as maximum sexual excitement cannot be derived with the manipulation of these areas, the circumcised female is thus deprived full sexual gratification and this will lead to behavioural aberration. The depression can be due to implication such as vesico vagina and recto vagina fistulae. When a young lady or a girl starts licking urine or faeces, it leads to depression and even suicide. These vesico vaginal fistula (VVF) and Recto vaginal fistuta (VVF) result from injuries to dorsal nerve of the clitoris, deinfibulation and reinfibulation and the baby’s head exert constant pressure on the urethra and bladder (Ichita, 2007). Finally, in order to understand the damage by FGM and potential clinical complication that may arise from the mutilation and healing process a close look at the functional anatomy and histology of the clitoris, labia minora and majora is necessary.

Implications of FGM	
FGM does irreparable harm. It can result in death through severe bleeding, pain and trauma and overwhelming infections. It is routinely traumatic. It has dangerous health implications because of the unsanitary conditions in which it is generally practiced. Education has been identified as an indispensable instrument for national development. Education stands out as process of teaching training and learning to improve knowledge and to develop skills (Nnajieto, 2005). Health Education can be used to inform women about the psychological, social health damage and disruption of social life resulting from Female Genital Cutting besides the dangers inherent in performing the procedures in unsanitary conditions, which makes the victims susceptible to infections 
 According to The Explorer (1997), education is one of the vital means of fighting FGM. Through health education, women and girls can learn the facts about FGM and share it with their relations and friends. Also, through health education efforts to secure the co-operation and understanding of leaders in the community including women who have undergone the procedures themselves when highlighting the dangers of FGM will be achieved. Furthermore, advocacy to protect all women and young girls from harmful practices should be included in existing programme to reach women e.g. health centre and antennal clinic (The Explorer, 1997). The health education programme on FGM should be designed in such a way that it would disseminate scientifically sound information, change people’s misconception and behaviours in relation to FGM with aim of discarding such inimical practice.
Furthermore, FGM is a fundamental violation of human rights because it is carried out at a very young age when there is no possibility of the individual consent. FGM is a fundamental violation of the rights of children and women as outlined in numerous international conventions including Convention on the Rights of the Child and the Convention on the Elimination of all forms of Discrimination against Women. It is an infringement on the physical and psychosexual integrity of women and girls. It is discriminatory and violates: 
1. the rights to equal opportunities in life; 
2. the right to the highest attainable standard of health;
3. the right to freedom from all forms of physical and mental violence, injury or abuse;  
4. the right to be protected from traditional practices prejudicial to children and women’s health; 
5. the right to make decisions concerning reproduction - free of discrimination, coercion and violence;  
6. the right to freedom from prejudices and all other practices that are based on the idea of inferiority or superiority of either of the sexes or in stereotyped roles for men and women.

Due to children’s vulnerability and their need for care and support, human rights law grants them special protection. One of the guiding principles of the Convention on the Rights of the Child is the primary consideration of "the best interests of the child". Parents who take the decision to submit their daughters to female genital mutilation perceive that the beneﬁts to be gained from this procedure outweigh the risks involved. However, this perception cannot justify a permanent and potentially life-changing practice that constitutes a violation of girls’ fundamental human rights. 
The Convention on the Rights of the Child refers to the evolving capacity of children to make decisions regarding matters that affect them. However, for female genital mutilation, even in cases where there is an apparent agreement or desire by girls to undergo the procedure, in reality it is the result of social pressure and community expectations and stems from the girls’ aspiration to be accepted as full members of the community. That is why a girl’s decision to undergo female genital mutilation cannot be called free, informed or free of coercion. This apparent situation in Nigerian societies demands drastic measures such as mass education of the public especially staunch proponents of FGM such as TBAs, custodians of customs and traditions, religious leaders and traditional/community leaders where this harmful practice is prevalent.  Through implementation of valid health education programme particularly at the hotspots of FGM in the country, FGM can be successfully eliminated.

Ways of Eradicating FGM
            FGM remains a widespread scourge and a community felt need of women the world over the problem with FGM practice is that the opposition to it is silent. Most people concerned are skeptical about responding to the practice itself. Others find it not convenient to discuss about it or campaign against it at all. Based on the Nigerian context, individuals can be divided into three categories, they include: People that practice it and admit openly that they do it; People who did not discuss it but continue the modification in secret; and those who do not do it and are against to hear that there is such practice (Hiersh, 1998). 
          Based on these controversies, most African parents give birth to female children and circumcise them. Considering numerous health hazards associated with female circumcision, it becomes necessary to formulate mobilization strategies for the prevention and eradication of the obnoxious practice (Onuzulike, 2006). According to her, mobilization is one of the ways of eradicating the obnoxious practices of FGM. Citing, Mysters (1995), Sanderson (1999) and Onuzulike (1997) opined that the following agencies and groups should be actively involved in waging war against FGM.
1. Ministries, Departments and Government Agencies/Institutions.
2. All cadres of health workers at Federal, State, Local Government Area level.
3. Opinion Leaders in the communities who can help in bringing about desired positive concepts and changes.
4. Non-governmental Organizations (NGOs), Religious Organization as well as Social and Civil Organizations.

Specifically, the family should be the primary institution to be mobilized for the prevention and the eradication of female circumcision, since through the family the child sees and interprets the world around him as he acquire characters, socialize, develop personality, receive health and education. The family could sometimes consist of the members of a household, which may include father, mother and child or children. It may be a one parent family with only mother or father or extended family. Family health education is very important, in other to trained the family members on the need for maternal and child health care services. Through this education, the promotion, maintenance, protection, and where necessary; the restoration of the social, physical and mental wellbeing of the parents and their children will be achieved (Hiersh, 1998).             
               Also, family health education should be given priority in the society and culture; for through it learners will be exposed to sensitive issues such as sex education, family planning and the controversial FGM or circumcision. Effectiveness of this health education will help in the wiping out misconceptions, inhibiting, baseless fears and superstitious beliefs surrounding female circumcision. There is need to include family health courses in the curriculum of medical, and allied personnel as well as in secondary schools and tertiary institutions. Such courses, programmes will help students in studying the harmful effects of female genital modification.
               Communication strategy is another important tool for mobilization. Media houses should be used in disseminating information on the danger inherent of female circumcision at the grass-route. Such public enlightenment campaign should be timed properly, may be during the festive periods or resting period. The target area should include an antenatal clinics, post natal clinics, infant welfare clinics. Efforts should be made to disprove the claim that female genital mutilation stern promiscuity.
          Women Organizations should also be used in educating both the rural and urban women about the dangers effects of FGM in order to opposed or eliminate it to this end regard. Seminars and workshops should be periodically organized at the national, State, local and even village levels. There is also the need to promulgate laws necessary to forbid FGM. The production of the local educational and instructional materials should be used to enlighten the public on damaging effects of FGM practice. The materials include model, flannel graphs and slides with view. 
             Family planning should be made available at the urban and rural settings. The traditional birth attendants should be trained in the modern midwifery and taught the techniques of modern family planning and family education. Attempts should be made to provide adequate management of the psychological consequences of FGM. 

Conclusion 	
Female genital mutilation (also called "female genital cutting" and "female genital mutilation/cutting") refers to all procedures involving partial or total removal of the external female genitalia or other injury to the female genital organs for non-medical reasons.Female genital mutilation has no known health beneﬁts. On the contrary, it is known to be harmful to girls and women in many ways. First and foremost, it is painful and traumatic. The removal of or damage to healthy, normal genital tissue interferes with the natural functioning of the body and causes several immediate, intermediate and long-term health consequences. There is no possibility of the individual consent while mutilated/cut infants, girls and women face irreversible lifelong health risks, among other consequences. FGM has dangerous health implications because of the unsanitary conditions in which it is generally practiced. The practice also violates the rights to health, security and physical integrity of the person, the right to be free from torture and cruel, inhuman or degrading treatment, and the right to life when the procedure results in death. 
Decades of prevention work undertaken by local communities, governments, and national and international organizations have contributed to a reduction in the prevalence of female genital mutilation in some areas. However, despite some successes, the overall rate of decline in the prevalence of female genital mutilation has been slow. Therefore, it becomes imperative to strengthen work for the elimination of this inimical practice, which is essential for the achievement of many of the Millennium Development Goals. Health education programmes, advocacy and capacity building of rural women and TBAs would to a large extent facilitate the eradication of FGM.

Recommendations
1. Strengthening the health sector response: guidelines, training and policy to ensure that healthcare professionals can provide medical care and counselling to girls and women living with FGM.
2. Increasing advocacy: developing publications and advocacy tools for national, regional and local efforts to end FGM within the country.
3. The federal, state and local governments should enact and enforce laws that will discourage harmful cultural practices such as FGM in Nigeria.
4. Government and communities should establish rehabilitative homes to cater for the victims of FGM.
5. Development of alternative sources of income for circumcisers. 
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Figure 1: TBA performing FGM
Source: http://www.middle-east-info.org/league/somalia/fmgpictures.htm
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