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Students living in university hostels are a 
distinct group of university students who 
have unique needs and problems. They 
have particular physical, social and emo-
tional characteristics. They are away from 
home for the first time and have to learn 
to manage their own affairs, and adjust to 
new conditions of living without a family 
member of greater experience to guide them 
[1,2]. Also students who live independently 
are subject to less parental control that can 
inhibit unhealthy behaviour. Such students 
are more prone to poor eating habits, lack of 
sleep, or the acquisition of new habits, such 
as smoking or drug use. All these factors do 
not contribute positively to the development 
of a healthy lifestyle [3].

The hostels (university on-campus resi-
dence halls) are residence halls where most 
students share facilities and common areas, 
such as bedroom, bathroom, kitchen, dining 
area, study room and television room. The 
bedrooms can be single or double, or, to ac-
commodate a large number of students, may 
be dormitory style with up to 14 students 
[4].

Alexandria University has had a resi-
dential college system since 1954 and there 
are now 23 hostels. The main hostels are 
situated in Shatby and Ezbet Saad areas and 
accommodate a large number of college 
students.

The present study was designed to assess 
the health-related lifestyle and its determi-
nants among students living in Alexandria 
University hostels. We aimed to: 
• Identify health-related lifestyles among 

students, such as smoking habits, physi-
cal exercise and dietary habits.

• Identify daily life problems in hostels 
and the students’ satisfaction with their 
residence in hostels.

• Assess the students’ perceived health 
status and social support.





Students living in the main university hos-
tels, 2 for males and 2 for females, dur-
ing the period of study (academic year 
2002–03) were the target population of the 
study. These comprised 6623 students from 
different colleges and from different scho-
lastic grades. From these students, 600 were 
selected through multistage sampling. The 
first stage was a proportionate allocation 
method of sampling from the main hostels 
and some rented hotels. The second stage 
was allocation of the number by faculty in 
terms of science/medicine/technical facul-
ties versus arts/business faculties. In the 
third stage, the sample in each faculty was 
allocated to represent proportionately the 
total number of students in that faculty. In 
the last stage, all educational grades were 
proportionately allocated.


A pre-designed self-reported questionnaire 
was developed and completed by the stu-
dents in 20–30 minutes. Questionnaires 
were distributed to the students in the hos-
tels with the help of the hostel supervisors. 
The study was explained to the students 
and confidentiality was assured. We had a 
response rate of 94%. The following data 
were obtained.
• Personal and sociodemographic char-

acteristics of the students and paren-
tal lifestyle. Socioeconomic status was 
scored based on the following variables: 
education and occupation of parents, 
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family size, housing conditions and fam-
ily income.

• Daily life problems in hostels in terms 
of social, environmental, medical, nu-
tritional, educational and transportation 
problems. The presence or absence of 19 
problems was asked about. Each was an-
swered by yes (1 point) or no (0 point). 
Students were considered satisfied with 
their residence in the hostels if they 
reported less than 50% of the problems; 
otherwise they were considered dissatis-
fied.

• Perceived health status. This was based 
on a tool previously applied on a similar 
population [5]. It was designed to en-
quire about the students’ views on: their 
self-rated health at the time of inquiry, 
whether they were living a healthy life, 
they felt active in the morning, tired dur-
ing the day, whether they suffered from 
chronic illness or disability that dis-
turbed everyday life and the number of 
episodes of respiratory illness they had 
suffered in the preceding 6 months. The 
total perceived health status summed 
to 12. The students’ perception of their 
health status was considered bad (< 6 
points), average (6–8 points) and good 
(> 8 points). 

• Perceived symptoms during the preced-
ing 6 months. This was assessed using 
a sum index of the frequency of feeling 
8 symptoms [5]. Each symptom was 
scored on a 3-point scale: seldom (0), 
occasional (1), and always (2) with a 
total score of 16 points. Students were 
categorized into mild perceived symp-
toms (  5 points), moderate (6–8 points) 
and severe (> 8 points).

• Social support of the students. This was 
assessed through the Duke–UNC Func-
tional Social Support Questionnaire [6].
An Arabic version of the questionnaire 

was constructed, with an estimated re-
liability of more than 0.90. This scale 
is composed of 8 statements, each is 
scored on a 3-point scale [seldom (0), 
occasional (1), always (2)] with a total 
score of 16 points. Students were cat-
egorized according to social support as 
low (  8 points), moderate (9–12 points) 
and high (> 12 points).

• Health-related lifestyle among students 
in the hostels in terms of dietary behav-
iour, body image and attempted weight 
control measures, performance of physi-
cal activity, leisure activities, sleep be-
haviour and smoking behaviour.
• Unhealthy dietary behavior was 

assessed in terms of the following 
dietary risk behaviours: no breakfast, 
frequent consumption of fast food, 
snack intake, excess tea and/or coffee 
or soft drink consumption, and daily 
milk consumption. Accordingly, un-
healthy dietary behaviour was classi-
fied into 3 groups: low risk (1 dietary 
risk behaviour), moderate (2 dietary 
risk behaviours) and high (from 3–6 
dietary risk behaviours).

• Physical activity behaviour and sed-
entary lifestyle were assessed in terms 
of the following.
• Frequency and type of current 

physical activity. This was cat-
egorized into: vigorous physical 
activity at least 20 minutes 3 times 
or more per week, non-vigorous 
activity less than 20 minutes or less 
than 3 times per week, and physi-
cal inactivity [7].

• Frequency of participation in a 
sports team [7].

• Students’ satisfaction with the 
performed physical activity, and 
attitude towards, attempt to and 
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the barriers to performing physical 
activity [5].

• Average daily hours of watching 
television: watching television 2 or 
more hours/day was considered to 
be excessive [8].

• Smokers were classified into daily, 
weekly and experimental smokers as 
recommended by the World Health 
Organization [9]. To estimate the 
prevalence rate of smoking, daily 
and weekly smokers, who constitute 
the regular smokers, were estimated 
[10].

• Sleep behaviour was assessed in terms 
of: i) the total hours of sleep per day 
(8 hours or more of sleep per day 
was considered sufficient [11]; ii) the 
regularity of bedtime and the wake-
up time (regular or irregular) and if 
it was early or late. Sleep behaviour 
was considered healthy if both the 
bedtime and the wake-up time were 
regular, and unhealthy if both were 
irregular, and average if either one of 
them was regular.

• Students were asked about their per-
ceptions of harm from specific life-
style behaviours (dietary behaviour, 
overweight, exercise and smoking). 
They were also asked whether they 
wanted to modify their current life-
style and whether they had made a 
serious attempt to do so in the previ-
ous year.

Anthropometric measurements were 
taken at the hostels by one of the authors 
(R.Ch. Fayyad) to assess body weight sta-
tus. The body mass index (BMI) of each 
student was calculated [12] and then applied 
to United States reference data [13]. BMI < 
5th percentile by age and sex was consid-
ered thin, BMI > 5th percentile and < 85th 

percentile was considered normal, BMI 
85th percentile and < 95th percentile by age 
and sex was considered at risk of becoming 
overweight and BMI  95th percentile was 
considered overweight.

Blood pressure was measured for each 
student. For systolic blood pressure (SBP) 
measurements, the first Korotkoff phase 
(K1) was used, for diastolic blood pressure 
(DBP) the fifth Korotkoff phase (K5) was 
used. Students were seated for at least 5 
minutes and the appropriate cuff size was 
used. Two blood pressure measurements 
were taken with a minimum of 30 seconds 
rest between each, and the values were used 
for calculating the mean blood pressure 
[14].

The blood pressure of each student was 
classified as follows [15]: normal (SBP < 
130 mmHg and DBP < 85 mmHg ), high 
normal (SBP 130–139 mmHg and DBP 
85–89 mmHg), mild hypertension (SBP 
140–159 mmHg and DBP 90–99 mmHg), 
moderate hypertension (SBP 160–179 
mmHg and DBP 100–109 mmHg ), severe 
hypertension (SBP180–209 mmHg and 
DBP 110–119 mmHg) and very severe 
hypertension (SBP  210 mmHg and DBP 

 120 mmHg). When SBP and DBP fell into 
different categories, the higher category 
was selected to classify an individual’s 
blood pressure.


Data were analysed using the SPSS, version, 
7.5. Pearson chi-squared test was used to 
compare categorical data and Student t-test
to compare between quantitative data. A 
chi-squared test for linear trend was used 
to establish whether increasing risk levels 
were associated with a change in percep-
tion of risk or a desire to modify behaviour. 
Odds ratios (OR) were calculated with 95% 
confidence intervals for the likelihood of 
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an individual perceiving a behaviour to be 
harmful and having tried to change such 
behaviour according to the presence or ab-
sence of such behaviour. P-value  0.05 was 
the level of significance.



Table 1 shows the characteristics of the 
students. Of the 600 university students 
surveyed, 263 (43.8%) were males and 337 
(56.2%) were females. Ages ranged from 17 
to 25 years; the mean age of the males was 
20.2 (SD 2.03) years, while that of females 
was 19.4 (SD 1.8) years. More than half 
of the students (60.7%) belonged to low 
social class families and only 13.4% to high 
social class. More than half of the students 
(59.5%) were enrolled in science/medi-

cine/technical faculties, while 40.5% were 
enrolled in arts/business faculties.

Male students had significantly longer 
mean duration of residence [2.8 (SD 1.24) 
years] than females [2.52 (SD 1.28) years], 
while mean room density was significantly 
higher among females [5.3 (SD 3.9) stu-
dents/room] than that among males [2.2 (SD 
1.9) students/room] (Table 2). The medical 
problems regarding the hostels reported by 
the students included absence of a physician 
or nurse (76.7%), lack of curative services 
(76.3%) or shortage of preventive services 
(55.7%). The environmental conditions 
reported were bad sanitation (83.3%) or 
absence of hot water (69.5%). Educational 
problems reported by the students included 
an inability to concentrate while studying 
due to overcrowding (71.5% of students), 
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time wasted in necessary daily life activi-
ties (63.5%), missing lectures because of 
meal times (60.5%), time wasted because 
of parental visits (55%) and problems of 
transportation (48%).

Female students reported a significantly 
higher mean number of hostel problems 
[13.33 (SD 3.21)] than males [11.87 (SD 
3.39)]. This sex difference was most evident 
for social (P < 0.001) and environmental 
(P < 0.001) problems. Only 18.5% of the 
students were satisfied with their hostels, 
with a significantly higher proportion of 
males reporting satisfaction than females 
(P < 0.01).

Table 3 shows the distribution of stu-
dents according to their perceived health 
status, perceived symptoms, social support 
and academic performance. Only about a 
quarter (26.4%) perceived their health as 
good, 31.2% had only mild perceived symp-
toms, and 19.7% considered the level of 
social support was high. Nearly a quarter of 
the students (22.8%) perceived their health 
status to be bad in terms of poor self-rated 
health (9.5%), unhealthy lifestyles (13.8%), 

feeling sluggish in the morning (24.2%), 
tiredness during the day (11.7%), having 2 
or more respiratory illness episodes in the 
preceding 6 months (16.8%) or having a 
chronic illness or disability (6.2%).

Furthermore 37.5% had suffered 
from severe symptoms in the preceding 6 
months such as tremors (61.2%), dizziness 
(51.3%), abdominal pain (36.3%), irritabil-
ity (31.3%), headache (31.3%), insom-
nia (26.3%), fatigue (20.5%) and anxiety 
(13.5%). A significantly higher proportion 
of female students than males had poor per-
ceived health status (P < 0.05) and severe 
perceived symptoms (P < 0.01).

About three-quarters of the students 
(75.8%) achieved only fair to poor academic 
performance while 24.2% achieved a good 
one. Males were significantly more likely 
than females to report a poor performance 
( 2 for linear trend = 20.33, P < 0.01).

Table 4 shows the association between 
hostel satisfaction and social class, social 
support, perceived health status and per-
ceived symptoms. The percentage of stu-
dents dissatisfied with hostel living tended 
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to rise significantly with low social support 
( 2 = 6.18, P < 0.01), bad perceived health 
status ( 2 = 17.59, P < 0.01) and severe 
perceived symptoms ( 2 = 28.19, P < 0.01). 
However, no significant association was 
found with social class ( 2 = 1.30, P > 
0.05).

Table 5 shows that a greater proportion 
of females (32.2%) had 3 or more health-
related risk behaviours or conditions than 
males (22.8%) (P < 0.01) and the difference 
in the mean number of risk-behaviours was 
statistically significant (2.07 versus 1.87, P
< 0.05).

Table 6 presents the prevalence of 
health-related risk behaviours/conditions 
according to sex. Thus 85.5% of the students 
ate unhealthy diets, 33.8% were physically 
inactive, 6.8% were hypertensive, 32.7% 

watched television for more than 2 hours 
per day, 25.3% were overweight and/or 
at risk of becoming overweight, 17.5% of 
male students were current smokers, 4% 
of males were drug users, and 32.2% had 
poor sleep behaviours in terms of quantity 
and quality.

With respect to sex, males were sig-
nificantly more likely than females to re-
port unhealthy dietary behaviour, overall 
hypertension, poor sleep behaviour, current 
tobacco use and drug use (4.0%), while 
females were more likely to be overweight 
or at risk of becoming overweight and to be 
physically inactive.

Table 7 shows no significant association 
between social class and any of the health-
related risk behaviours. In contrast, family 
history of risk behaviours was significantly 
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associated with all the risk behaviours in-
cluded. Perceived poor health status and 
perceived severe symptoms were signifi-
cantly associated with both smoking behav-
iour (P < 0.05) and physical inactivity (P < 
0.01). On the other hand, low social support 
was associated with physical inactivity (P < 
0.05), while fair to poor academic perform-
ance was associated with smoking (P < 
0.05).

Table 8 shows the perception of risk as-
sociated with each behaviour. Only 63.4% 
of students with unhealthy dietary intake 
perceived their diet to be a health risk and 
73.0% of overweight students perceived 
their body build to be a health risk. On the 
other hand, nearly all physically inactive 
students (99.5%) perceived their inactivity 
as harmful to health, and all smokers felt 
that their behaviour was harmful. Students 
with unhealthy dietary behaviour were 

significantly more likely to perceive an 
associated risk to their health than students 
without that risk behavior (OR = 2.43, P < 
0.01). This finding was the same for both 
overweight (OR = 24.45, P < 0.01) and 
physically inactive students (OR = 52.08, 
P < 0.01).

Of 44 smokers, 40 (90.1%) wanted to 
reduce their smoking, but only 34 (77.3%) 
had tried to do so during the past year. 
The corresponding figures were 86.2% for 
overweight students, 87.5% for students 
eating an unhealthy diet and only 29.6% for 
physically inactive students.

Overweight students were significantly 
more likely to want to change their behav-
iour than normal weight students (OR = 
3.0, P < 0.01). On the other hand, inactive 
students were significantly less likely to 
want to change their behaviour than ac-
tive students (OR = 0.11, P < 0.01). The 
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proportion of students who had seriously 
tried to change certain behaviours was not 
associated with the level of adoption of that 
behaviour except for exercise in that inac-
tive students were the least likely to attempt 
to increase exercise (OR = 0.10, P < 0.01).



The findings of the present study regarding 
unhealthy dietary behaviour, poor sleep be-
haviour, physical inactivity, overweight and 
smoking and drug use are much worse than 
those of a previous study [16] on Egyptian 
adolescents living at home, where more 
than half of them ate raw vegetables, 6% 
smoked cigarettes, 8% tried smoking only 
once, 10% were at risk of overweight, and 
4% were overweight. This means that col-
lege students in the Alexandria University 
hostels appear to be initiating health-risk 
behaviour earlier, and in most cases before 
they are developmentally ready to deal with 
the potential outcomes.

More female students reported a lack 
of physical activity and were overweight. 
This could be explained by the behavioural 
as well as sociocultural factors as females 
have fewer opportunities to go outside the 
hostel environment, whereas males can be 
more independent, mobile and share food 
and exercise with their peers.

During adolescence, significant psy-
chological development and changes in 
personal relationships and physical matura-
tion can affect one’s perception of health 
[17]. The findings of our study reveal that 
nearly a quarter of the students reported bad 
perceived health; lower proportions suf-
fered from health conditions. This may ex-
plain why the majority of the students were 
dissatisfied with residence in the hostels, 
especially those with bad perceived health 
and severe perceived symptoms. However, 
females were more likely than male stu-

dents to be dissatisfied with residence in 
the hostels, and more likely to have more 
problems, possibly because they generally 
came from higher social class families and 
there was a higher proportion of dissatisfied 
students among those of high social class 
families.

Social support and social milieu have 
long been thought to be major contributors 
to health and the interaction of stress and 
illness [18]. Our study showed that nearly 
one-third of the students had low social 
support based on Duke-UNC Functional 
Social Support. This could be explained by 
the reported conditions and social pressures 
inside the hostels in terms of unhealthy 
behaviour of some students, neglect of 
students’ problems, home-sickness and 
the absence of close relationships. Further-
more, the high prevalence of dissatisfaction 
might explain the low social support among 
students as there was a strong association 
between them. A previous study found a 
direct relationship between social support 
and wellbeing among college students [18].
Social support in the present study was a 
strong predictor of engagement in healthy 
lifestyle such as physical activity. This is 
supported by other authors [19], who re-
ported that negative support was a predictor 
of not quitting smoking.

It is assumed that attitudes acquired or 
consolidated during adolescence are the 
best predictors of intention to engage in se-
lected health behaviour [20]. Perception of 
harm was significantly higher among those 
who adopted any of the 4 risk behaviours; 
unhealthy dietary habit, overweight, physi-
cal inactivity or smoking. The majority of 
the students had positive attitudes towards 
healthy lifestyle. Thus, the present study 
shows that in spite of the high percent-
age of students with positive beliefs and 
attitudes towards all health behaviours, 
one-third still had at least 1 risk behaviour, 
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and over a quarter reported adopting 3 or 
more unhealthy practices. This suggests that 
there is a need to investigate other factors 
affecting the practices of university students 
that lead to students participating in certain 
behaviours.

Previous studies have assumed that 
parental lifestyle affects an individual’s 
patterns of behaviour. Parental smoking 
status was a significant predictor of smok-
ing among adolescents [21–23]. The strong 
association between adolescents’ obesity 
and parental fatness has also been reported 
[24,25] and young people tend to view 
physically active parents as role models as 
well as a source of support and encourage-
ment for exercise [26,27]. Our study dem-
onstrated the strong relationship between 
family history of risk behaviours such as 
tobacco use, unhealthy dietary behaviour, 
sedentary lifestyle and overweight, and 
each of the university students’ correspond-
ing risk behaviour. 

An association between the socioeco-
nomic status and different lifestyle habits 
has been proposed by some researchers 
[28–30] and denied by others [31]. The 
findings of the present study failed to dem-
onstrate such association. The students re-
siding in the hostels had attained the same 
educational level, and were living in the 
same environmental conditions. Therefore, 
the environmental conditions within the 
hostels rather than social class might be 
the main predictors of engaging in risk 
behaviour.

Improved academic performance has 
been reported to be an appropriate goal 
for college health promotion personnel 
[32,33]. However, our study found that 
three-quarters of the students residing in the 
hostels had fair to poor academic perform-
ance based on the reported results of the 
mid-year examination. This might have 
occurred because of the high prevalence of 

educational problems reported by the ma-
jority of students in the hostels. Poor sleep 
behaviour might also be serious enough 
to hamper academic performance [34,35].
This was a problem particularly among 
male students in the hostels who reported 
more frequent poor behaviour than females. 
Smoking may be another contributor to 
poor academic performance among students 
[36]; we found a strong association between 
smoking and academic performance. Evi-
dence suggesting an association between 
improved academic performance and physi-
cal activity for children and adolescents is 
emerging [37]. However, we failed to find 
this association.

Overall, students residing in univer-
sity hostels in Alexandria University do 
not appear to be satisfied with their situ-
ation in terms of accommodation, health 
and support. In addition, the prevalence of 
unhealthy behaviours among this group of 
students is of concern. Clearly these issues 
need to be addressed in order to provide a 
supportive environment in which students 
can thrive and which encourages healthy 
behaviours.



• Health education messages for college 
students residing in Alexandria Uni-
versity hostels should be disseminated 
through formal or informal programmes 
to bring about behavioural changes in 
terms of smoking, physical activity, 
healthy dietary habits, and sleep behav-
iour.

• Focus group interviews with students 
should be conducted to elicit in-depth 
information about students’ problems as 
well as their suggestions for improve-
ment.
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• A peer-education programme should be 
implemented at the hostels and coordi-
nated by one of the health educators or 
supervisors. Students who are strongly 
motivated towards appropriate eating 
and exercise behaviour should take a 
lead role in influencing their peers. 

• Environmental changes should be made 
to reduce barriers to healthy lifestyles 
among students through improvement of 
recreation facilities, provision of sports 

facilities and equipment, and provision 
of good healthy food.

• Recreational activities for students at 
hostels should be arranged such as week-
end trips.

• A comparative study between the stu-
dents residing in hostels and those out-
side hostels regarding different lifestyle 
and health-risk behaviour is especially 
recommended.
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Clinical guidelines for the management of hypertension (WHO EMRO 
29Technical Publication Series, No. )

The World Health Organization has estimated that high blood pressure 
causes one in every eight deaths, making hypertension the third lead-
ing killer in the world. In the Eastern Mediterranean Region cardiovas-
cular diseases and stroke are becoming major causes of illness and 
death as populations age, smoking rates continue to rise and diets 
and lifestyles change. Good management is central to any strategy 
formulated to control hypertension at the community level. These 
guidelines are aimed at standardizing the management and care of 
hypertension, and at promoting integration of prevention of hyperten-
sion into primary health care settings. The guidelines are intended to 
benefit physicians at primary, secondary and tertiary level, general 
practitioners, internists and family medicine specialists, clinical dieti-
tians and nurses as well as health and policy-makers in the Region. 
They provide the necessary information for decision-making by health 
care providers or patients themselves about disease management in 
the most commonly encountered situations 
The document is available online at: http://www.emro.who.int/dsaf/
dsa234.pdf
It can also be obtained from Distribution and Sales, World Health 
Organization, Regional Office for the Eastern Mediterranean, PO Box 
7608, Nasr City, Cairo 11371, Egypt.
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