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ABSTRACT
Background: Adequate nutrition and care is paramount for successful aging.
Objectives: The study was to determine the nutritional, psychosocial and physiological status of the elderly.
Methods: Two hundred and eighty elderly (≥60) were randomly selected in Umudagu Mberi, Mbaitolu Local
Government, Imo State. Structured and pre-tested questionnaire was used to collect information on socio-economic
characteristics, dietary pattern, psychosocial and physiological status. Anthropometric and blood pressure
measurement were obtained using standard methods. Statistical Product for Service Solution (SPSS) version 22.0 was
used to analyze data.
Results: Digestive problem (8.2%) was the major eating problem among the elderly. Psychosocial conditions of the
elderly indicate that 56.1% of the subjects cooked food by themselves, while nanny prepared food for 0.4% of the
elderly. Most (62.1%) of the elderly received N5,000-N10,000 from their children and relations per month, while
68.2% of the subjects spent N5,000 on food and 50.4% shopped by themselves. The mean body mass index of males
(24.2 + 3.2kg/m2) did not differ significantly (P > 0.05) from that of the females (24.9 + 6.2kg/m2). The mean waist-hip
ratio of males (0.88 + 0.06cm) was significantly higher (P < 0.005) than that of females (0.85 + 0.08cm). Sever systolic
and diastolic blood pressure was 10.7% and 4.3% respectively. Majority (80.4%) ate three times daily while 18.6%
skipped meals. Daily breakfast intake shows that 57.5% took beverage with bread, 45.4% took foo-foo for lunch while
60.4% took foo-foo and soup for dinner. Fifty-five percent of the elderly were on a therapeutic diet, 33.6% of the
subjects were suffering from hypertension and 22.9% were diabetic, 56.8% visits hospital frequently.
Conclusion: There are different forms of malnutrition in the study area. The elderly needs support and care for
successful aging.
Key words: nutritional status, psychosocial, physiological, elderly

Introduction
According to World Health Organization (1) elderly is
defined as people from 60 years and above while
DiMaria-Ghalili and Eleine (2) defined an elder as a
person from 65 years and above. Ageing is an inevitable
natural process programmed into gene at conception
(2). Longevity depends on genetics (19%), access to
good quality health care (10%), environmental factors
such as pollution, economic situation, social condition
(20%) and lifestyle (51%) (3). Adequate nutrition
throughout life cycle can effectively contribute good
nutritional and health status and subsequently enable
individuals to age happily. Ageing process is a
biological and physiological process which is dynamic
and largely beyond human control. Growing old is
often associated with fragility, sickness and loss of
vitality (4). Numerous changes in body composition
and physiology are associated with advancing age (5).
Ageing is generally believed to alter nutrient
requirements for energy and micronutrients because of
changes in lean body mass, physical activity and

intestinal absorption. Energy needs decline with age
because of decreased basal metabolism, reduction in
lean body mass or sarcopenia and a more sedentary life
style (4, 6). Adequate nutrition is necessary for the
elderly to become fit, productive and capable of
fulfilling their responsibilities in life. People who are
well nourished are more productive and subsequently
improve their income as well as their contribution to
national economy (7).
Many elderly have increased risk for malnutrition (8)
which is characterized by inadequate dietary intake,
poor appetite, muscle wasting and poor appetite (9).
Malnutrition contributes largely to high risk of
morbidity and mortality though often unrecognized
(10). Anthropometric indices among the elderly shows
that most of them are predisposed to accumulation of
body fat and loss of fat free mass (11, 12) which
predisposes them to obesity. High waist-hip
circumference indicates health risk which correlates
positively with cardiovascular diseases and lipid
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profile (13). On the other hand, underweight is seen
among the elderly due to some factors such as loss of
appetite and meal skipping (14). However, studies have
reported that little of the populations studied are
underweight (11, 15). Malnutrition among the elderly
leads to increased mortality, prolonged hospitalization,
increased falls as well as increase in life-threatening
health problems such as stroke, hypertension,
respiratory failures, cardiac complications infections,
poor immunity and ulcers (16).
Food intake and appetite can also be negatively
influenced by impaired visual, auditory and olafactory
stimuli which are associated with this age group (17).
Age related changes affect food intake such as taste,
smell impairment in visual acuity, poor dentition and
various cognitive impairment. Swallowing process
also affect dietary intake. Adequate salivary secretion
is needed to form a food bolus that can be easily
swallowed. With increase in age, the occurrence of
xerostomia increases due to reduced parotid secretion
(18). Inability to prepare food, decreased purchasing
capacity and psychosocial problem adversely affects
the health and nutritional status of the elderly.
Psychosocial may be seen as both biological and
psychological factors which enable individuals to age
actively and successfully (19). Successful aging
include avoidance of disease, active participation in life
activities and good physical and cognitive functions
(20). Factors such as socialN isolation, lost of spouse,
sexual inactivity, household chores, financial
insecurity, abandonment, lack of good health care
could lead to physical or psychological abuse (19). The
study evaluated the nutritional, psychosocial and
physiological status of elderly in Umudagu, Mberi Imo
State, Nigeria.
SUBJECTS AND METHODS
Study Area
The study was carried out in Umudagu Mbieri,
Mbaitolu Local Government Area of Imo State.
Umudagu is one of the villages in Ihitte-Isi Mbieri
autonomous communities. Umudagu is a semi-urban
community made up of three kindred namely,
Umuomena-Ihe, Umuoparaku and Umunneji.
Residents of Umudagu Mbieri include farmers, civil
servants, traders, artisans and unemployed. The major
agricultural practices include crop farming, especially
cassava, yam, cocoyam, vegetables, poultry and
livestock. The population of Umudagu Mberi resident
was 3, 381, according to National Population
Commission (NPC) (21). It is about 8 kilometer North
of Owerri. The geography co-ordinates are 50 35' O”
North, 70 3' O” East (22). The area has a mean annual
rainfall that ranges between 1750-2000m and mean
annual temperature of 26.5 – 27.50C (22).
Study Design
The study adopted a cross sectional study design.
Sample Size
The estimated population of the elderly in Umudagu
was 845 (21). The sample size was calculated using the

formula as described by Yamane (23).
n=

1 + N (e)2

Where n = sample size
1 = constant
N = population size
e = margin of error test of
significance using 0.05 (5% test of significance).
The sample size was 271 but additional 9 elderly was
added to accommodate dropouts, totaling 280 elderly.
Population and Sampling Technique
The study population consists of male and female
elderly ≥60years. The elderly were asked to gather at
their community hall. Simple random sampling
technique using balloting was used in selecting 280
elderly. The sampling technique was conducted for a
period of seven days until the required sample size was
obtained. The names and addresses of the elderly (≥
60years) were obtained for interview and follow-up.
The study objectives and protocols were explained to
them.
Preliminary visit
The village head was visited on appointment and the
study objectives was explained. Announcement for the
elderly (≥60years) to gather at the community hall was
made using town criers and churches in the study area.
Informed consent
Written and signed consent was obtained from the
elderly.
Validation of instrument
Structured questionnaire was validated by three
lecturers in the Department of Nutrition and Dietetics,
Imo State University, Nigeria. Pre-testing of the
questionnaire was carried out at Amaulu, Mberi to
ascertain the reliability of the questionnaire.
Recruitment of research assistants
Five research assistants of final students of Nutrition
and Dietetics, Faculty of Health Sciences, Imo State
University were recruited for the study. The objectives
and study protocols especially as it regards to
questionnaire administration, anthropometric and
blood pressure measurements were explained to them.
Data collection
Questionnaire method
Structured and pre-tested questionnaire was used to
collect information on socio-economic characteristics
(age of the elderly, sex, marital status, occupation,
income, educational qualification, and number of
children), Psychosocial (meal preparation, income
received from children and relatives, food expenditure,
means of cooking, shopping and number in household),
physiological status (eating difficulty, eating problems,
changes in eating habit when emotionally upset),
Health status (therapeutic diets taken, type of noncommunicable diseases experienced and hospital visit)
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and feeding pattern (meal frequency, foods taken for
breakfast, lunch and dinner, snack consumption, foods
preferred and disliked) and physical activity. The
questionnaire was given to the elderly that are literate to
fill while those who are not able to read and write were
helped by research assistants.

Waist circumference
Subjects were made to stand erect with the abdomen
relaxed, at the sides and at the feet together. The tape
was placed around the subjects in horizontal skin. The
measurement was taken to the nearest 0.1cm with
minimum clothing.

Anthropometry measurements
Anthropometric measurements which include weight,
height, hip and waist measurements were done using
WHO standard methods (24).

Hip circumference
Subjects were made to stand erect with their arm at the
side and feet together. The measurement was taken to
the nearest 0.1cm

Weight measurement
The weight was measured using portable sensitive
bathroom scale (Hanson Ireland model). The scale was
adjusted to zero and the subject made to stand without
shoes and jewelries. The subjects wore light clothes.
The subjects were asked to stand upright their feet
together and head held while looking straight. The
reading was taken twice to the nearest 0.1kg and the
average was recorded.

Biochemical measurement
Blood Pressure Measurement
Systolic and diastolic blood pressure was measured in
the morning with a mercury sphygmomanometer with
an adult cuff and stethoscope. Blood pressure was
measured on the right upper arm with the arm
horizontal on a table with the subject in the seated
position after resting for about 5 minutes. Systolic
blood pressure was measured as the first detectable
sound (phase 1), and diastolic blood pressure was
measured as the disappearance of korotkoff sound
(phase 5). Two readings were recorded at an interval of
1-2 minutes and the cuff was completely deflated
between readings.

Height measurement
The height was measured with an improvised
stadiometer for the elderly without spinal curvature
(kyphosis). It was carried out using a vertical wooden
tape rule fixed to a vertical surface. Each subject stood
on the platform with heels without shoes, shoulder and
back of head touching the height meter. The head was
held comfortably erect and arms having at the sides in a
natural manner. The headpiece of the height meter was
lowered, touching their hair to make contact with the
top of their head. The height was read and recorded at
the nearest 0.1m. Elderly with spinal curvature, arm
length was used to estimate height.
Classification of BMI
Classification

Underweight
Sever thinness
Moderate thinness
Mild thinness
Normal range
Overweight

BMI (kg/m2)
points
<18.50
<16.00-16.99
16.00 – 16.99
17.00 – 18.49
18.50 – 24.99
25.00

Pre obese
Obese

25.00 – 29.99
30.00

Obese grade 1
Obese grade 11
Obese grade 111

30.00 – 34.99
35.00 – 39.99
40.00

Data analysis
Anthropometric measurements were analyzed using
body mass index (BMI) for weight and height while
waist-hip ratio was calculated for waist and hip
circumferences.
Body mass index (BMI)
BMI was calculated as weight in kilogram divided by
the height in meter square. BMI was calculated and
interpreted according to WHO standard (24).

principal
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Source: WHO (24)
Waist-Hip Ratio (WHR)
Waist – Hip Ratio (WHR) was calculated according to WHO and O'Dea standard (25, 26)
Waist cm
Hip
Classification of WHR

WHR (Male)
0.95 or below
0.96–1.0
1.0+

WHR (Female)
0.80 or below
0.81–0.85
0.85+

Health Risk
Low risk
Moderate risk
High risk

Source: WHO and O'Dea (25, 26)
Biochemical measurement
Blood Pressure
The average of the two readings for both systolic and diastolic was used for data analysis. Hypertension was classified
according to WHO and ISH standard (27) for the management of hypertension.
Classification of Blood Pressure
CATEGORY

SYSTOLIC
(mmHg)

DIASTOLIC
(mmHg)

Optimal
Normal
High – Normal
Grade 1
Hypertension ("mild")
Grade 2 Hypertension ("moderate")
Grade 3 Hypertension ("severe")
Isolated Systolic Hypertension

<120
<130
130-139
140-159
160-179
>180
>140

<80
<85
85-89
90-99
100-109
>110
<90

Borderline

Source: WHO and ISH (27)
Statistical analysis
Information gathered from the questionnaire were coded and analyzed using IBM SPSS Statistics for window version
22.0 Descriptive statistics such as frequencies and percentages were used to analyze data.
Results
Table I shows the socio-economic characteristics of the elderly. More than half (58.9%) of the elderly were between the
ages of 60-69, 38.9% of the elderly were retired civil servants and 33.9% were traders. Most (62.1%) of the elderly earn
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Table 1: Socio Economic Characteristics of the elderly
Variables
Sex
Male
Female
Total
Age range
60-69 years
70-79 years
80-89 years
≥90 years
Total
Marital status
Married
Widowed
Widower
Single
Total
Occupation
Retired civil servant
Trader
Artisan
Others
Total
Educational Qualification
Primary education
Secondary education
Tertiary education
No formal education
Total
Number of children
≥7
4-6
1-3
None
Total
Average income
N3, 000 - N 19, 000
N20, 000 – N 40, 000
N41, 000 – N 60,000
N61, 000 – N 90,000
≥N100, 000
Total

Frequency

Percentage

115
165
280

41.9
58.9
100

165
100
14
1
280

58.9
35.7
5.0
0.4
100

181
83
15
1
280

64.6
29.6
5.4
0.4
100

109
95
37
39
280

38.9
33.9
13.2
13.9
100

157
47
62
14
280

56.1
16.8
22.2
5.0
100

116
109
49
6
280

41.4
38.9
17.5
2.1
100

174
63
33
9
1
280

62.1
22.5
11.8
3.2
0.4
100

Physiological status shows that emotional condition affects the eating habits of 34.3% elderly. Digestive problem (8.2%)
was the major eating difficulty reported. while most of them had constipation (28.2%) after eating (Table 2).
Table 2: Physiological status of the elderly
Variable
Changes in eating habit when emotionally upset
Yes
No
Total
Eating Difficulty
Chewing
Swallowing
Digestive problems
None
Total
Eating problems
Nausea
Constipation
Indigestion
None
Total

Frequency

Percentage

96
184
280

34.3
65.7
100

14
16
23
227
280

5.0
5.7
8.2
81.1
100

8
79
9
184
280

2.9
28.2
3.2
65.7
100
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Psychosocial condition of the elderly indicates that more than half (56.1%) cooked food by themselves, 28.9% had their
foods cooked by their wives, 8.2% by sons, 3.2% by daughters and 0.4% by nannies. Most (62.1%) of the elderly
receives
Table 3: Psychosocial Status of the Elderly
Variable
Person responsible for meal
preparation
Self
Wife
Daughter
Son
Nanny
Relatives
Total
Average income received from
relation / children
N5, 000 – N 10,000
N11, 000 – N 20,000
N21, 000 – N 30,000
≥ 31, 000
None
Total
Weekly Food Expenditure
N5, 000 – ?6,000
N7, 000- ?9,000
N10, 000 - ?14,000
N15, 000 - ?19,000
≥
N20, 000
Total
Means of cooking
Stove
Gas cooker
Fire wood
Stove and firewood
Total
Shopping
Self
Wife
Daughter
Son
Relatives
Total
Number in a household
3-4
5-8
9-12
≥
15
Total

Frequency

Percentages

157
81
9
23
1
9
280

56.1
28.9
3.2
8.2
0.4
3.2
100

176
52
17
10

62.9
18.6
6.1
3.6

25
280

8.9
100

191
39
37
5
8
280

68.2
13.9
13.2
1.8
2.9
100

97
18
158
7
280

34.6
6.4
56.4
2.5
100

141
89
32
8
10
280

50.4
31.8
11.4
2.8
3.6
100

199
64
15
2
280

71.1
22.9
5.4
0.7
100

Underweight was more among the female elderly (11.5%) than their male (1.7%) counterpart (Table 4). The male
(48.7%) were more overweight while the females (15.2%) were more obese.
Table 4: BMI classification of the elderly based on their sex.

Anthropometry

Male
F %

F

Underweight
< 18kg/m2
Normal
18.5 – 24.9kg/m2

2

Female
%

Total
F %

1.7

19 11.5

21

55 47.8

72 43.6

127

45.4

Overweight
25.00 – 29.9kg/m2
Obese
30.00 – 34.9kg/m2

56 48.7

49 29.7

105

37.5

2

1.7

25 15.2

27

9.6

Total

115 100

165 100

280

100
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Obesity was observed to be 15.2% among female and 1.7% in males. About 38% of the elderly were overweight.
Majority (93.9%) of the female subjects were at risk of chronic diseases using the WHR classification, while 100% of the
male subjects were not at risk (Table 5)
Table 5: Waist-Hip Classification Based on the Sex of the Respondent.

WHR

Male
F %

Female

Total
F

%

Males not at risk
WHR < 1

115 100

0

Females not at risk
WHR < 0.8

0

0

10

Females at risk
WHR > 0.8

0

0

Total

115

100

0

F %

115

41.1

6.1

10

3.6

155

93.9

155

55.4

165

100

280

100

The mean weights (65.0+10.0kg) of males were significantly (< 0.05) higher than that of females (59.5 + 15.4kg). The
means heights (164.1 +8.0cm) of males were significantly (P < 0.05) higher than that of the females (154.1 +5.9cm). The
mean body mass index (24.2 + 3.2kg/m2) of males did not differ significantly (P > 0.05) from that of the females (24.9 +
6.2kg/m2). The waist circumference (84.7 + 12.1cm) of males did not differ significantly (P > 0.05) from that of females.
The females had significantly (P > 0.05) higher hip circumference (100.0 +12.5cm) than the males (96.7 +9.2cm). The
mean waist-hip ratio of males (0.88 + 0.06) was significantly (P < 0.005) higher the females (0.85 + 0.08) (Table 6).
Table 6:Association of anthropometric indices and gender
Vari ables
Weight (kg)
Height (cm)
BMI (kg/m2)
Waist
circumference
(cm)
Hip
circumference
(cm)
Waist – Hip Ratio (cm)

Male
F X SD
115 65.0 + 10.0
115 164.1 + 8.0
115 24.2 + 3.2
115 84.7 + 12.1

Female
F X SD
165 59.5 + 15.4
165 154.1 + 5.91
165 24.9 + 6.2
165 85.0 + 12.7

t-value

P-value

Remark

3.414
11.99
- 1.119
- 183

0.001
0.000
0.264
0.855

S
S
NS
NS

115 96.7 + 9.2

165 100.0+ 12.5

- 2.447

0.015

S

115 0.88 + 0.06

165 0.85 + 0.08

3.621

0.000

S

SN = Not Significant S = significant at (P = 0.005).
Majority (80.4%) ate three times daily, Daily breakfast intake shows that 57.5% took beverage and bread for breakfast
and 23.9% took foo-foo and soup (Table 7). Daily lunch intake shows that 45.4% took foo-foo and soup, 21.8% took yam
pottage and 10% took beans. Dinner intake shows that majority (60.4%) took foo-foo and soup, 16.4% took rice 2.9%
took yam. Snacks intake shows that 40.4% took groundnut, biscuits (18.9%), while fruits (31.4%). Seventy percent of the
subjects preferred foo-foo and soup which was their traditional food, rice (11.4%), yam (9.6%) while 11.4% did not
indicate their best food. Majority (75%) of the elderly had no particular food preference.
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Table 7: Feeding pattern of the elderly
Variable
Meal consumption frequency
Once
Twice
Thrice
Others specify
Total
Breakfast
Tae and bread
Rice
Foo-foo and soup
Others specify
Total
Lunch
Beans
Rice
Foo-foo and soup
Yam
Others specify
Total
Dinner
Rice
Foo-foo and soup
Yam
Others
Total
Snacks consumption
Groundnut
Biscuit
Fruits
Others
Total
Preferred foods
Yam
Foo-foo with soup
Rice
Others
Total
Dislike some foods for a reason
Yes
No
Total

Frequency

Percentages

3
49
225
3
280

1.1
17.5
80.4
1.1
100

161
21
67
31
280

57.5
7.5
23.9
11.1
100

28
32
127
61
32
280

10.0
11.4
45.4
21.8
11.4
100

46
169
8
57
280

16.4
60.4
2.9
20.4
100

113
53
88
26
280

40.4
18.9
31.4
9.3
100

27
196
25
32
280

9.6
70.0
8.9
11.4
100

70
210
280

25
75
100

Fifty-five percent of the elderly were on a therapeutic diet. About 33.6% of the subjects were suffering from
hypertension, 22.9% from diabetes mellitus, 15% had both diabetes and hypertensive, 25% had hypercholesterolemia,
and 0.4% had cardiovascular disease while 25.7% had none of these diseases. Majority (56.8%) visited hospital
frequently while 2.1% did not visit hospital at all. Physical activity observed include trekking (38.9%), farming (36.4%),
household chores (21.1%) and jogging (1.4%) (Table 8).
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Table 8: Health status and physical activity of the elderly of the elderly

Variables
Number of Therapeutic Diet
Yes
No
Total
Exercise
Jogging
Trekking
Farming
Household chores
Others
Total
Non-Communicable disease
Encountered
Cardiovascular diseases
Diabetes mellitus
Hypertension
Diabetes mellitus and hypertension
Hypercholesterolemia
None
Total
Frequent hospital visit
Once per month
Twice per month
Once in three months
Occasionally
None
Total

Frequency

Percentages

154
126
280

55
45
100

4
109
102
59
6
280

1.4
38.9
36.4
21.1
2.1
100

1
64
94
42
7
72
280

0.4
22.9
33.6
15.0
2.5
25.7
100

84
8
23
159
6
280

30
2.9
8.2
56.8
2.1
100

Few (9.6%) and (3.5%) elderly males had severe systolic and diastolic hypertension respectively while 11.5% and 4.8%
elderly females had severe systolic and diastolic hypertension. Few (24.3%) and 33% elderly males and 31.5% and
25.5% elderly female had borderline systolic and diastolic blood pressure respectively.
Table 9: Blood pressure of the elderly by sex

Reference Ranges

Blood pressure

Male
F %

Female
F %

Total
F %

< 120-139 (mmHg)

Systolic

66 57.4

65 39.4

131 46.8

< 80-89 (mmHg)

Diastolic

59 51.3

85 51.5

144 51.4

Borderline
140-159 (mmHg)
90-99 (mmHg)

Systolic
Diastolic

28 24.3
38 33.0

52 31.5
42 25.5

80 28.6
80 28.6

Systolic
Diastolic

10 8.7
14 12.2

29 17.6
30 18.2

39 13.9
44 15.7

Systolic

11

19 11.5

30 10.7

Normal

Moderate
160-179 (mmHg)
100-190 (mmHg)
Severe
180-189 (mmHg)
110-119 (mmHg)

Diastolic
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DISCUSSION
This study showed that there are more female elderly
than male and was consistent with Nzeagwu (28). This
might be attributed to higher death rate among males
than females. Moreover, literature revealed that more
women survive to old age than male (29). The study
revealed that life expectancy was low because only
5.4% of the population was privileged to reach the age
of ≥80 years. This is consistent with previous studies
though higher than the present study (30, 31). Majority
of the subjects had formal education. This is similar to
the study by Nzeagwu and Uwaegbute (32) who
reported that more than 80% of the subjects had formal
education.
Few elderly were retired indeed and this is consistent
with Oly-Alawuba and Anamazobi (30). However,
from 60 and above one should retire home and rest.
Many of them were still engaged in one form of
occupation or the other due to their merger income and
the responsibility of taking care of their children while
aging. This could be as a result of the number of
children they have, because, about forty-one percent
had 7 children and above. This makes it impossible for
them to retire even though some of them may be retired
from civil service but still find something doing to help
make both ends to meet, coupled with the irregularities
in payment of pension and gratuity in Nigeria which
has been identified as a major challenge facing
pensioners in Nigeria (33). The elderly had low income
yielding jobs and low income has been identified as a
common problem among the elderly. This is consistent
with Oly-Alawuba and Anamazobi (30).
The study observed that emotional state influences the
eating habit of the elderly. Stress is a major contributory
factor to emotional state. Another important factor
could be the eating difficulties experienced while
eating and after eating. Agarwalla et al. (34) reported
that 59.5% of the elderly had swallowing and chewing
disability. This could be another reason why some of
them are emotional. Physiological changes are
inevitable when one is aging. Moreover, most of the
subjects were involved in different physical activities
which are in line with WHO recommendation for older
adult stating that, in order to improve cardiorespiratory and muscular fitness, bone and functional
health reduce the risk of NCDs, depression and
cognitive decline, older adult should do muscle
strengthening activities involving major muscle
groups. This should be done on two or more days a
week (35).
Animasahun and Chapman (19) noted that some of the
factors that facilitate unsuccessful aging includes
caregivers stress, elder abuse which include
abandonment, inadequate and ill-prepared health care,
retirement and none payment of pension. All these can
be seen in the present study. The findings revealed that
most of the subjects, visited hospital occasionally due
to poverty and income level which was poor. Most of
them received ≤ ?19,000 from their children and

relatives which is not enough to meet their nutritional
and health needs. Ene-Obong (36) observed that the
quality and quantity of food consumed to a
considerable extent depends on income. Income
sources of the elderly were inadequate to cater for their
nutritional and health needs. Most of the elderly spent
≤6,000 on food and it influenced their feeding pattern
because some of them were skipping meals coupled
with monotonous diet taken by the elderly. The fact that
more than half of the elderly studied prepared their
foods indicated that they are still active. This can be
explained by the number of elderly that are still
working. However, in the developed world they have
an organized system that takes care of the elderly. This
was contrary to the report of Ogwumike and Abodem
(37) who reported that old age especially in developing
countries, is often accompanied by preventable
diminished physical capacity.
Overweight and obesity were prevalent among the
elderly. This is similar to Nishida and Mucavele (38)
and Ochayi and Thacher (39) but disagrees with OlyAlawuba and Anamazobi (30) who reported the
prevalence of underweight among the elderly in
Ibiasoegbe, Imo State, Nigeria while Nzeagwu and
Okoroacha (31) reported high incidence of
underweight, overweight and obesity. This could be as
result of their socio economic background which could
make them to consume more energy dense foods which
are mostly cheaper than good protein source. Limited
resources might also have contributed to this. The
female elderly were more at risk of chronic disease
because they were obese. This was in agreement with
Nzeagwu and Uwaegbute (32) on nutritional status of
the similar population group. They reported that
overweight is usually common among men than
women of the same age while obesity is more common
among women. WHR is a stronger predictor of
myocardial infarction or mortality risk than BMI or
waist circumference alone (40). Females were at risk of
chronic diseases using WHR. This is because of
abdominal fat deposit coupled with physical inactivity
and decline of metabolic rate with aging, physiological
condition such as menopausal estrogen deficiency in
elderly woman. Abdominal fat distribution has been
associates with a range of adverse health consequences
including an increased risk of cardiovascular and
cerebrovascular disease, impaired glucose tolerance
and hypertriglyceridemia even when the BMI is in the
healthy range (32).
More than half of the elderly were on therapeutic diet
because of the prevalence of diet-related noncommunicable diseases observed. This was possible
because the elderly visited the hospital. The role of
registered dietitians in hospital settings includes
development of care plans and therapeutic diet
modification. Boyle (41) reported that the leading
cause of death for adult of various ages include heart
disease, cancer, stroke, diabetes, chronic lung diseases
and all the diseases have been associated with
behavioral risk factors. High blood pressure was
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prevalent among the elderly. This supports Brown (42)
which states that hypertension is the only chronic
condition that has high prevalence in elderly. This also
revealed that blood pressure; both systolic and diastolic
of female were higher than males. This could be as a
result of high prevalence of overweight and obesity
among the female elderly.
Conclusion
There is prevalence of both overweight and obesity
among the elderly. Overweight was more among the
male while obesity was higher among the females. The
elderly in the study area experienced some
physiological changes which are paramount during
aging. The elderly in the study area take monotonous
diet while some of them skipped their meals. The
elderly were subsequently predisposed to different
forms of chronic diseases. There is need for nutrition
education and support to the elderly.
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