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Abstract: Background: Dietary
intake assessment is essential to
understanding the nutritional
status. Healthy eating pattern promotes optimal health, growth and
intellectual development and prevents diseases, while poor dietary
eating choices may cause malnutrition.
Aims: To determine the dietary
eating patterns and nutritional
status among adolescents in secondary schools within Abuja Municipal area council (AMAC).
Subjects and Methods: crosssectional among adolescents, 10 –
19years in secondary schools
within AMAC, Nigeria. Using a
multistage stratified sampling
technique, four urban and four
rural schools, 1550 students, were
enrolled. Subject’s bio data, dietary habits and knowledge of nutrition and general physical examination were obtained. Dietary
assessment included intake of
main meals (breakfast, lunch and
dinner), skipping meals; methods
used to control weight in the previous 30days; knowledge and
preference of a balanced diet and
food choices. Subject’s height
and weight and Body Mass Index
(BMI) were determined using the
2007 WHO charts. Data was analyzed using SPSS version 17 statistical package and p value less
than 0.05 was significant.
Results: 1550 students were
recruited, males 688 (44.4%) and
females 862 (55.6%); mean age
14.43±1.94 years. Of the 780
urban adolescents, 502 (64.4%)
were of upper class and 68 (8.7%)
lower class; and of the 770
(49.7%) rural, 206 (26.8%) and

232 (30.1%) belong to upper and
lower class respectively, p=.000.
Stunting 174(11.2%) and overweight 195(12.6%) were the major
forms of malnutrition recorded.
Food preferences was based
mainly on good taste in 546
(35.2%), balanced diet 530
(34.2%); and 539 (34.8%) had
good nutritional knowledge of a
balanced diet. Five hundred and
forty six (35.2%) admitted to taking carbonated drinks within the
previous 7days and 147 (9.5%)
missed breakfast, lunch and supper
as single meal. Breakfast only was
skipped by 71(4.6%) while 160
(10.3%) took lunch outside the
home. The methods used to control
weight were eating less food or
fats, fasting, use of diet pills, inducing vomiting/use of laxatives.
Skipping meals and taking meals
outside the home was significant
for the sex, (p value <0.05), school
setting (p value .000) and the infrequent intake of fruits/ vegetables
(p value .025). Those that skipped
meals showed significant stunting
(p value .009), while those who
took fruits and vegetables infrequently had significant wasting (p
value .049).
Conclusion: poor dietary habits
were identified among the adolescent. Malnutrition especially stunting and wasting was identified
among those that skipped meals
and took little fruits and vegetables.
Key words: dietary habits, adolescent, urban, rural, prevalence,
nutritional status, carbonated
drinks.
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Introduction
Healthy eating patterns in childhood and adolescence
promote optimal childhood health, growth, and intellectual development; prevent immediate health problems,
such as reduced capacity for learning and work.1 It may
also prevent long-term health problems such as iron deficiency anaemia, obesity, eating disorders, dental caries, coronary heart disease, cancer, and stroke.1 Adolescents constitute a significant proportion of the world’s
population especially in developing countries2,3 accounting for 22.1% of Nigeria’s population.4 The demographic weight of adolescents and their propensity for
risky health behaviours fuels concerns about issues regarding their health coupled with the fact that promoting
the health of adolescents today guarantees the health of
tomorrow’s adult population. Leading causes of morbidity and mortality among adolescents have been linked to
the behavioural risks among others that include unhealthy dietary habits.5
According to the World Health Organization (WHO),
dietary recommendations for individuals and populations should provide adequate energy balance for a
healthy weight. Such diet should include a limited intake
of fats, while shifting fat consumption away from saturated fats to unsaturated fats and elimination of transfatty acids. It should also include increased consumption
of fruits and vegetables, legumes, whole-grains and nuts,
while limiting the intake of free sugars and salt
(Sodium) consumption.6 A poor dietary habit may be
described as all dietary behaviours that negate the above
-mentioned ideals. Studies in both developed and developing countries have identify some poor dietary habits
namely; skipping breakfast, increased intake of high
calorie snack, eating outside the home, consumption of
soft-drink among adolescents and low consumption of
fruits, vegetables and use of supplements.5, 7-10
Dietary habits and choice of food influences nutrient and
energy consumption and are developed over a period
especially during adolescence. Nutritional problems
among adolescents can arise from the result of dietary
inadequacies, principally from poor dietary choices,
which may be related to physiologic, socioeconomic and
psychological factors, in the presence of additional nutritional demands imposed by growth sprout during adolescence.2 A WHO school-based student health survey
in Oman that described the pattern of dietary behaviour
among adolescents; showed that about 50% missed
breakfast, 33.4% usually drink sugar-sweetened carbonated soft drinks, 10% ate fast-foods regularly and 70%
ate fruits and vegetable regularly.11 Of these 19.5% were
overweight, while over 30% were trying to lose
weight.11 Two studies from south west Nigerian reported that wheat flour based fast foods with sweetened
beverages such as carbonated and malted drinks, fruit
juice and alcoholic beverages formed snacks eaten
among the students.10, 12 Onyiriuka et al13 reported on
weight status and eating habit among 2 097 urban adolescent school girls, showed that 1 009 (48.1%) admitted
to

skipping at least one meal a fortnight. Over half of the
participants (60.2%) ate fast food at least once a week,
with more than three-quarters of them (76.4%) consumed fast food along with soft drinks. They reported
that the prevalence of both overweight (24.5% v. 13.2%)
and obesity (2.5% v. 1.1%) were higher among girls
who skipped meals compared with their peers who did
not skip meals (odds ratio 0.4, 95% CI 0.32 - 0.50).
Adu et al 7 reported on nutritional status among Nigerian undergraduate university students showed that
about 3% did not consume fruits at all, while the consumption of vegetables was low among the students.
50% of them consume vegetables occasionally; 39% of
them, weekly and only 11% of them daily. About half of
the students (53%) who participated in the study were
overweight, while 6% and 15% were obese and underweight respectively.
The null hypothesis for this study is that the pattern of
dietary habits is not associated with poor nutritional
status among adolescents. Therefore the aim is to determine the dietary eating patterns and associated nutritional status among adolescents in secondary schools
within Abuja Municipal area council (AMAC).

Materials and methods
Study design and area
The study was cross-sectional conducted among adolescents in secondary schools in the Abuja Municipal area
council of the Federal capital territory of Nigeria.
Sampling technique
A multistage sampling was employed in this study. All
schools in the Abuja Municipal Area council (AMAC)
were stratified into urban and rural schools. Eight
schools were selected by balloting from a list of schools
obtained from the Education center. Four schools were
selected from four major districts of AMAC and four
from the rural areas, making a total of eight schools.
Sample size determination
The calculated sample size was based on the Fisher’s
formula14 N=2 z2pq/d2; where N is the desired sample
size when population was less than 10,000; z at the normal Standard Deviation (SD) set at 1.96 corresponding
to 95% confidence interval (CI) and p, the prevalence;
set at 50% of poor dietary eating habits as no similar
report has been done in the study environment. The q is
the proportion 1-p; the degree of accuracy (d) set at 5%
(0.05). Hence, N= 3.84*0.50*0.50/ (0.05)2 = 768.32;
plus a 10% attrition rate, approximated to 800.
Study population
Only students who were confirmed (using school records and/or birth certificate) to be between the ages of
10 and 19 years were selected. Consent/ assent from the
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school authorities and individual subject were obtained
before enrolment, while physically challenged adolescents were excluded. Information from the adolescents
were obtained using a structured questionnaires administered by principal investigator or a trained assistance.

Test results were considered as significant if p-value
was < 0.05. Factors found to be significant in the bivariate analysis were subjected to logistic regression analysis to identify effect modification and control for confounding.

Methods
Approval for the study was obtained from the ethics
committees of National Hospital Abuja, the Universal
Basic Education and the Secondary School Education
Boards of the F.C.T. Consent was obtained from the
selected schools’ principals/administrators, parents as
well as the adolescents. The socioeconomic status of the
students was determined by a method described by Olusanya et al based on the educational attainment of the
mother and father’s occupation.15
With a structured self designed, pre-tested questionnaire
the subject’s bio data, dietary habits, knowledge of nutrition and general physical examination were recorded.
The dietary assessment questions included intake or
missing of breakfast, lunch and dinner; the use of drugs,
fasting or induction of vomiting to control weight in the
previous 30days; where main meals (breakfast, lunch
and dinner) were eaten, at home or outside the home;
the daily use of carbonated / sweetened drinks within
the previous seven days to interview; the eating of fruits
and vegetables at least five times within the previous
seven days to interview and the frequency of snacking
by the subjects. Dietary knowledge and preference was
assessed as to what constituted a balanced diet with examples; and subject’s favorite food and what informed
their choices such as taste, balanced diet, satisfying, and
cost. The subjects answered yes, no or do not know to
the questions. Subject’s height and weight was taken in
the presence of a chaperon assigned by the school. The
floor-type height (H) and weight (W) measuring scale
model ZT-120 were obtained. The nutritional status was
determined using the formula: Body mass index (BMI)
= W/H2, where W =weight (in kilograms) and H= height
(in meters), to the nearest 0.1kg, for weight and 0.1cm
for height. The age and sex specific height and BMI
percentile for each subject was determined using the
2007 WHO Height and BMI growth charts for age
5-19years.16
The students were then classified into one of the following categories based on the percentile of their BMI on
the age-and-sex-specific WHO growth chart as follows:
wasted (below 3rd percentile), normal (3rd to 84th percentile), overweight (85th to 96th percentile) and obese (at
least 97th percentile). Also, they were classified, based
on the WHO sex-and-age-specific height growth chart,
as stunted (below 3rd percentile) and normal (3rd percentile and above).16
Data was analysed using Statistical package for social
sciences (SPSS), version 17. Categorical data were expressed as rates, proportion and percentages while continuous variables were expressed as means, standard
deviation and ranges. Association between categorical
variables were evaluated using Chi square (χ2) statistics.

Results
A total number of 1,700 students were enrolled, 850
each from both the four urban schools and rural schools
respectively. 1550 (91.2%) questionnaires were analyzed due to withdrawal of consent in 150 (8.8%).
Seven hundred and eighty (50.3%) of the students were
from urban schools while 770 (49.7%) were from rural
schools. There were 688 (44.4%) males and 862
(55.6%) females, giving a male: female of 1:1.3. The
mean age of the study population was 14.43±1.94 years.
The students in early adolescence (10-13 years) were
500 (32.3%); middle adolescence (14-16 years), 818
(52.8%) and late adolescents, 232 (15.0%).
The ethnic groups of the students’ population were Igbos 460 (29.7%), Yorubas 305
(19.7%), Hausas 102 (6.6%) and others (Gbagis, Nupes,
Ebiras and Fulanis) 682 (44%). The upper social class
constitutes 708 (45.7%) of the study population; 542
(35.0%) middle class and 300 (19.3%) in the lower
class. Of the 780 from urban areas 502 (64.4%) belong
to the upper class and 68 (8.7%) to the lower class. In
the rural area 206 (26.8%) and 232 (30.1%) belong in
upper and lower class respectively. These difference was
statistically significant p=.000.
Of the 1550 adolescents, various categories of malnutrition were seen namely; overweight 195(12.6%), stunting
174(11.2%), obesity 43(2.8%) and wasting 27(1.7%).
Food preferences were based on taste good in 546
(35.2%), balanced diet 530(34.2%), satisfying 242
(15.6%) and don’t know 232(15%). Five hundred and
thirty nine (34.8%) had good nutritional knowledge of a
balanced diet.
Five hundred and forty six (35.2%) of the student admitted to taking carbonated drinks within the previous
7days to interview, while the remaining 1004 (64.8%)
admitted to not taking any carbonated drinks within the
same period.
Dietary patterns and influencing factors
There were several categories of combinations of missed
meals, only 147 (9.5%) had a single form, missing either
breakfast, lunch and supper.
Breakfast, lunch and supper were skipped by 71(4.6%),
59(3.8%) and 17(1.1%) respectively and when lunch
was taken, 160(10.3%) was taken outside the home,
while supper was the least meal taken outside the home,
7(0.5%) illustrated in table 1.
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Table 1: Pattern of main meals in the study population
Meals

Taken at
Taken outside
home
the home
No (%)
No (%)
Breakfast 1388 (89.5) 91 (5.9)
Lunch
1331 (85.9) 160 (10.3)
Supper
1526 (98.5) 7 (0.5)

Missed
No (%)
71 (4.6)
59 (3.8)
17(1.1)

Total
No (%)
550 (100.0)
1550 (100.0)
1550 (100.0)

Table 2 show that some of the dietary habits and methods adopted by the adolescents to control weight. Some
of the poor dietary habits were skipping meals 147
(9.5%), p value 0.000; eating outside the home, 258
(16.6%), p value 0.019; infrequent intake fruits and
vegetables, 502(32.4%), p value 0.025. The methods
used to avoid weight gain or lose weight were eating
less food or fats, fasting, use of diet pills, inducing vomiting/use of laxatives.

Table 2: Pattern of dietary habits and activities adopted to lose weight/ not gain weight by adolescents in the study population

Types of poor dietary habit/
activity
Skipping meals
Take meals
outside the home
Infrequent intake
of fruits/vegetables
No intake of snacks between
meals
Eat less food or
fat to lose weight
Fasting to lose weight
Use diet pills to lose weight
Induce vomiting/takes laxative to lose weight

School setting
Urban
Rural
(No (%)
No.(%)

Total No (%)
OR (CI)

p-value

117(15.0)
147 (18.8)

30 (3.9)
111 (14.4)

147 (9.5)
258(16.6)

4.35(2.87-6.58)
1.37(1.05-1.80)

.000*
.019*

232(29.7)

270(35.1)

502(32.4)

0.78(0.63-0.97)

.025*

307 (39.4)

29 (38.6)

604(39.0)

1.03(0.84-1.26)

.751

244(31..3)

190 (24.7)

434(28.0)

1.39(1.11-1.73)

.004*

130(16.7)
57 (7.3)
20 (0.3)

122 (15.8)
82 (10.6)
58 (7.5)

252(16.3)
139 (9.0)
78 (5.0)

1.06(0.81-1.39)
0.66(0.46-0.94
0.32(0.19-0.54)

.661
.021*
.000*

Total urban- 780, total rural – 770
Fig 1: The relationship between dietary eating habits and adolescent developmental stages.

Among the mid and late adolescents over 30% reported
no regular snacks, no frequent fruits/ vegetables and
eating less food/fat, while the younger early adolescences had the least skipping of meals and use of vomiting/ laxatives to control weight gain as shown in figure
1.

Table 3 show that skipping meals and taking meals outside the home was significant for the sex in favour of the
females, p value .013 and p value .012 respectively;
school setting show that skipping meals was significant
in favour of urban area (p value .000) while the infrequent intake of fruits/ vegetables was significant in favour of rural area (p value .025). The working mother’s
child was significantly more likely not to take snacks
between meals or eat fruits/ vegetable,( p value .001, OR
1.5 and .020, OR 1.35) respectively. Also students from
higher social class were significantly more likely to not
take snacks between meals, (p value .004, OR 10.93)
and not take fruits/ vegetables (p value .001, OR 14.29).
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Table 3: Association between types of dietary habit and socio-demographic parameters
SocioType of Poor dietary habits
demographic
Skipped
Take meals
No snack
Infrequent intake
parameters
Meals
outside the home between meals of fruits/vegetable
Sex
Males
Females
Total
Odds Ratio (CI)
p-value
School setting
Urban
Rural
Total
Odds Ratio
p-value
Maternal occ.
category
F/time housewives
Working mothers
Total
Odds Ratio
p-value
Socioeconomic status
Upper
Middle
Lower
Total
Χ2
p-value

51(34.7)
96(65.3)
147(100.0)
0.63(0.44-0.91)
.013*

125(48.4)
133(51.6)
258(100.0)
1.21(0.93-1.59)
.012*

281(46.5)
323(53.5)
604(100.0)
1.15(0.93-1.41
.176

217(43.2)
285(56.8)
502(100.0)
0.95(0.75-1.15)
.525

117(79.6)
30(20.4)
147(100.0)
4.35(2.87-6.58)
.000*

147(57.0)
111(43.0)
258(100.0)
1.37(1.05-1.80)
.067

307(50.8)
297(49.2)
604(100.0)
1.03(0.84-1.26)
.751

232(46.2)
270(53.8)
502(100.0)
0.78(0.63-0.97)
.025*

28(19.0)
119(81.0)
147(100.0)
0.88(0.57-1.36)
.574

44(17.1)
214(82.9)
258(100.0)
0.74(0.52-1.06)
.101

151(25.0)
453(75.0)
604(100.0)
1.50(1.17-1.92)
.001*

122(24.3)
380(75.7)
502(100.0)
1.35(1.04-1.74)
.020*

76(51.7)
46(31.3)
25(17.0)
147(100.0)
2.380
.200

117(45.3)
93(36.1)
48(18.6)
258(100.0)
0.200
.905

250(41.4)
215(35.6)
139(23.0)
604(100.0)
10.936
.004*

204(40.6)
175(34.9)
123(24.5)
502(100.0)
14.294
.001*

Table 4: relationship between dietary habits and nutritional status
Poor
Dietary Habits
Skipping meals
Yes
No
Total
Odds ratio
p-value
Eating outside home
Yes
No
Total
Odds ratio
p-value
Infrequent intake of fruits/
vegetables
Yes
No
Total
Odds ratio
p-value
No snacking between meals
Yes
No
Total
Odds ratio
p-value

Nutritional status no (%)
Stunting
Wasting

Overweight

Obesity

7(4.0)
167(96.0)
174(100.0)
0.37(0.17-0.80)
.009*

3(11.1)
24(88.9)
27(100.0)
1.19(0.35-4.02)
.771

20(10.3)
175(89.7)
195(100.0)
1.10(0.67-1.81)
.694

5(11.6)
38(88.4)
43(100.0)
1.26(0.49-3.26)
.627

35(20.1)
139(79.9)
174(100.0)
1.30(0.87-1.93)
.192

6(22.2)
21(77.8)
27(100.0)
1.44(0.57-3.60)
.433

32(16.4)
163(83.6)
195(100.0)
0.98(0.65-1.47)
.925

7(16.3)
36(83.7)
43(100.0)
0.97(0.42-2.21)
.948

52(29.9)
122(70.1)
174(100.0)
0.87(0.62-1.23)
.454

4(14.8)
23(85.2)
27(100.0)
0.35(0.12-1.04)
.049*

72(36.9)
123(63.1)
195(100.0)
1.25(0.92-1.72)
.143

14(32.6)
29(67.4)
43(100.0)
1.00(0.52-1.92)
.981

73(42.0)
101(58.0)
174(100.0)
1.15(0.83-1.58)
.391

12(44.4)
15(55.6)
27(100.0)
1.25(0.58-2.70)
.556

80(41.0)
115(59.0)
195(100.0)
1.10(0.81-1.49)
.529

12(27.9)
31(72.1)
43(100.0)
0.59(0.30-1.17)
.131

Table 4 shows that stunting was significant in the group
that skipped meals, (p value .009), and wasting among
those whose intake of fruits and vegetables was infrequent, (p value .049).

Discussion
Several forms of poor dietary habits were observed
among the adolescents in the present study. The skipping of main meals was prevalent in 9.5% and the most
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frequently skipped meal was breakfast in 4.6% of the
adolescent population. This prevalence of skipping
breakfast is much lower compared to 50% and 80% reported among adolescent students in Oman and the kingdom of Saudi-Arabia respectively. 11, 17 Reasons for
missing breakfast were not explored in this report. However, in the report by Onyiriuka et al 13, some of the reasons given for skipping breakfast are lack of appetite in
the morning, lack of time, no easily prepared food, self
perceived overweight and religious reasons. Skipping of
breakfast has been shown to adversely affect children’s
performance in problem-solving tasks.18 A study among
low-income elementary school students indicated that
those who participated in the school breakfast program
had greater improvements in standardized test scores
and reduced rates of absenteeism and tiredness compared to children who qualified for the program but did
not participate in the school breakfast program. 19 Other
dietary habit observed in the present report were taking
meals outside the home, infrequent intake of fruits and
vegetables and snacking. These have been similarly
documented, namely: eating out of the home and skipping meals.5 Breakfast is the most commonly missed
meal by adolescents leading to higher probability of
snacking during the day.5 The latter may involve eating
nutritious and/or junk foods; 5 binge eating and starvation.6 The detrimental consequence of poor dietary
habits such as skipping breakfast has been reported by
Pollitt et al18 and Meyers et al19 and these include
increasing prevalence of poor academic performance on
standardized tests, absenteeism and tiredness among
those who skipped breakfast when compared with those
who always ate breakfast.
Factors affecting food choices among adolescents in the
present study included taste, balanced diet and satisfying. Studies have shown similar factors that influence
food choices and preferences, mainly the greater quest
for independence, taste, quality of food, food availability, cost, general knowledge of nutrition, socioeconomic
status, parental and peer influence, maternal nutritional
knowledge, exposure to food advertisement, age and sex
and culture-specific dietary practices.2
This report shows that some of the adolescents did not
take snacks, and / or ate fruits and vegetables frequently.
A snack meal consumed in addition to the three regular
meals in a day is expected to improve the adolescents’
growth and meet their developmental requirements.
However, snack meals can be inadequate in calorie contents. The report by Afolabi et al10 showed that 100% of
the students studied patronized fast foods made from
wheat flour taken with sweetened beverages such as
carbonated and malted drinks, fruit juice and alcoholic
beverages. The WHO survey among Oman adolescents
also reported that some foods that were used for snacks
included carbonated drinks (33.4%) and fast foods
(10%), which mostly are purchased outside the home.11
This practice of snacks use is becoming more common
in societies due to westernization, and especially among
those who spend long hours outside the home. Fruits and
vegetable intake was infrequent for both sexes in the

present study report, which may be related to the higher
cost of such food products despite their value to provide
micronutrients as free radical scavengers for the body.
They also contain fibers that help with digestion and
weight control. This low intake of fruits and vegetables
is similar to other reports.7- 9, 11, 13
The present study showed that mid and late-adolescents
had the highest prevalence of poor dietary habits
compared to those in the early-adolescencece.
Adolescents in their mid-developmental stage have been
shown to have a higher tendency to engage in poor
dietary habits due to their relatively higher vulnerability
to risk-taking,20 while those in the late-adolescence
stage engaged in poor dietary habits in their greater
quest for independence and reduced parental influence.
Other eating practices in the present study were eating
less food or fat, fasting, taking diet pills or laxatives and
by inducing vomiting. These practices were adopted to
weight-losing or prevent weight gain have been reported
among adolescents in the United states and worldwide.1,21 Possible reasons for some of these practices are
the influence from exposure to media adverts,2 psychological factors such as search for identity, pursuit of independence and body image concerns among adolescents.2 The deliberate restriction of food intake over
long periods can lead to poor growth and delayed sexual
development.22 Harmful weight loss practices have
been reported among girls as young as 9 years old.23
A report showed that among the 8th- and 10th-grade
students, 32% skipped meals, 22% did fast, 7% used diet
pills, 5% induced vomiting after meals, and 3% used
laxatives to lose weight. 24 Adolescents should be educated about the dangers of unsafe weight-loss methods
and about safe ways to maintain a healthy weight. This
report showed that more females skipped meals compared to males, which may be related their greater desire
to attain and maintain a slim body image. However more
males were reported to eat outside the homes than females, which could be due to the more outgoing nature
of the adolescent male. Eating disorders often start in
adolescence, and greater than 90% of cases occur among
females.25 Reports have shown that compared with adolescents who have normal eating patterns, adolescents
who have poor eating habits tend to have lower selfesteem; a negative body image; and feelings of inadequacy, anxiety, social dysfunction, depression, and
moodiness.26 Eating disorders can cause many severe
complications, and mortality rates for these disorders are
among the highest for any psychiatric disorder.26, 27
This report show that urban school adolescents skipped
meals more than the rural resident, in contrast to the
report by Olumakaiye et al where a higher proportion of
adolescents who ate three meals daily were domiciled in
rural areas.12 Rural adolescent took less fruits and
vegetable frequently compared to the urban adolescents,
which could be due to a greater awareness of the values
of fruits and vegetables by the urban adolescent, and the
probable ignorance and / or inability to afford them by
the rural adolescent. The expectation would have been
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that the rural dwelling adolescent should have access to
fresh fruits and vegetables from farm products, but may
have poor intake due to the practice of farming
principally for commercial purposes in such setting.21
Maternal occupation was significantly related to lack of
snacks between meals and infrequent intake of fruits and
vegetables. The educational level of the mother has been
shown to greatly influence the family health and socioeconomic status, especially where the mother is gainfully employed to help contribute to the family needs.
Higher maternal education may enhance the awareness
of the significance of taking three main meals which will
reduce snacking, and the need for fruits/vegetables for
adequacy of diet that meet the need of growing adolescents. This study showed that adolescents whose mothers were full time house wives compared to working
mothers skipped meals less, took meals outside home
more, had no snacks between meals and took more of
fruits and vegetables. The reasons for these finding
could be variable, which may include affordability, family food and cultural values, influence of adverts and
education or simply indifference. The high rate of infrequent snacking between meals cuts through all the socio
economic classes along with infrequent intake of fruits
and vegetable among the adolescents. Social class has
been known to influences human behaviour in areas of
food choices, number and types of meals taken, including the use of snacks and the quality and quantity of
diets available to adolescents.1

ated with drastic reduced food intake and severe illnesses. Malnutrition worldwide have long been associated with inadequate intake, insufficient or inappropriate
food ingestion, wrong food choices and cultural practices.

Various forms of malnutrition have been associated with
adolescents’ dietary habits that may predispose to
chronic non-communicable diseases like overweight and
obesity, diabetes mellitus and coronary heart disease. 17
This study show that stunting was significantly higher
among adolescents who skipped their meals. Stunting
has been associated with prolonged undernourishment
among many other reasons. Also, wasting was found to
be higher among adolescents who did not frequently
ingest fruits/vegetables. Wasting is a condition associ-

Acknowledgement

Conclusion
The adolescent were identified to have poor dietary
habit, which included meal skipping, eating outside the
home and infrequent intake of fruits and vegetables.
Malnutrition was significant among those that skipped
meals with infrequent intake of fruits and vegetables.
These dietary habits and food choices might have influenced the optimal growth and development even for the
adolescent. Education on healthy life style habits will
contribute to improved adolescent health.
Conflict of interest: None
Funding: None

Limitation
Content of snacks could not be verified or analyzed for
nutritional contents and value.

Our gratitude go to the adolescents, their parents and the
management of the various schools in this study, the
managements of the Universal Basic Education and Senior secondary school education boards of the Federal
capital territory.
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