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Urinary As a result of unhealthy lifestyles of men there was rise in noncommunicable
leukocyte, diseases in many developing countries like Ghana. There is little focus on
Prostate men and members living in peri-urban communities in terms of nutrition and
hypertrophy, health studies. There is increased stress on members due to instability,
UTI migration from rural and addiction to tobacco and alcohol use especially

among men. Therefore this study was conducted to critically examine the
health of adult men in peri urban community. The study was a cross-sectional
covering socio-demographic, lifestyle, dietary intakes, anthropometry,
clinical and biochemical assessments of men. The census yielded 207 who
were willing to participate in the study. The average age of the respondents
was 40+14.3 ranging from 19 to 95 years. About 71.0% consumed alcohol
and 22.2% smoked tobacco. Only 43.5% of the study population met their
overall nutrient needs. The mean height of the men was 1.70 £0.07 ranging
from 1.6 tol.9metres. The mean weight and BMI were 65.91+1.04kg and
22.85+3.15kg/m2 respectively. About 7.2 % of the men were underweight
(<18.5kg/m2) while 24.6% were overweight >25kg/m2. Many of them
suffered from ailments such as body pains (60.4%), headache (52.2%),
abdominal disturbances (41.5%), URI (43.5%) and others. One of the risk
factors of urinary leukocyte excretion in this study was abdominal
disturbances (OR: 4.00, 95%Cl: 2.07-7.42). Lifestyle factors such as
smoking, excessive alcohol consumption, obesity and lack of physical
activity may jointly affect co-morbidities such as idiopathic urinary leukocyte
excretion and vice versa. Clinical and biochemical diagnoses could also
synergistically effect morbidity of men. Health education regarding quitting
addiction of smoking and moderation in alcohol consumption as well as
regular medical checkup especially annual examination of PSA should be
advisable.
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Introduction

To maintain good health, it is important that
daily foods are eaten from three main food
groups specifically: energy given foods
(cereals, starchy fruits, roots and tubers, oils
and fat), body building foods (animal source
foods and legumes) and protective foods
(fruits and vegetables) in additions to
drinking enough water and engaging in
healthy lifestyles (regular physical activity,
limit alcohol intake and avoid tobacco use).
Foods eaten however, must be in
moderation, balanced, adequate and
wholesome to maintain a healthy physique
within the socio-economic and socio-
cultural context. Any derailment from these
conditions can impact on health negatively.

The literature reveals that men’s health and
nutrition studies are not major concerns for
most researchers. However, men are known
to have higher mortality rate and shorter life
span (Lynch 2013; Wang et al. 2013; White
and Holmes 2006; White et al. 2013; Wang
et al. 2010). In Ghana, life expectancy at
birth is 63.38 years for men and 66.19 for
women (GSS and Macro 2009). Globally,

‘the  millennium  development  goals
(MDGs), post-2015 global development
agenda (Poverty 2015; Awortwi 2012;

<Trends in consultation rates in general
practice 1995 to 2006.pdf> ; Economic
2008)and Ghana Demographic and Health
Survey’ (GDHS) (Service et al. 2004;
Demographic ; GSS and Macro 2009) were
research agenda basically set for women and
children. From another dimension, relatively
little focus has been placed on peri-urban
communities, in terms of research. It has
been noted also that peri-urban areas might
to be nutritionally and socio-economically
worse off than either urban or rural areas
(Maxwell et al. 2000).

Excessive alcohol consumption has been
found to be responsible for between 88,000

198

and 2.5 million deaths each year in the
United States (McKnight-Eily et al. 2014).
Smoking account for some of the male-
female differences in mortality. The disease
that contribute most to the widening
mortality gap between the two sexes are
linked to lifestyle differences. It is known in
almost all populations studiesthat, more men
than women smoke and that, among
smokers, men tend to have more harmful
smoking habits than women (Lundberg et al.
2007; Stafford and McCarthy 2006).

Health-risk behaviours such as low physical
activity contributes to the prediction of
reduced health-related quality of life. This
has been demonstrated repeatedly in many
studies for low physical activity (Ford et al.
2001; Hassan et al. 2003; Heath and Brown
2009; Herman et al. 2012; Jia and Lubetkin
2005; Kruger et al. 2007; Larsson et al.
2002; Yancy et al. 2002; van Grieken et al.
2013). Studies have also indicated that
higher levels of physical activity were
associated with a reduced rate of all-cause
mortality. Plausibly changes in patterns of
physical activity over time influence
mortality (Leon et al. 1987; Paffenbarger Jr
et al. 1993; Slattery and Jacobs 1988).

There is therefore the need to understand the
critical health and nutrition related issues on
men. There is also an obvious knowledge
gap that need to be closely studied in peri-
urban communities. This article summarizes
the key findings from thisstudy. It is hoped
these findings will serve as some of the
essential steps toward identifying and
addressing gaps in men's health.

Materials and Methods

The study was a community-based cross-
sectional case-study involving adult men.
The study covered men’s general health,
socio-demographic (age, level of formal
education, socioeconomic status, and marital
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status), lifestyle (alcohol use, tobacco use
and physical activity),dietary data (diet
history method), anthropometry (height and
weight), clinical andbiochemical
assessments.

The census yieldeda total of 1023 men >18
years of age living in the whole community
in Ghana out of which 207consented to
participate and were recruited into the
study.They  were assured of strict
confidentiality of any information obtained
from them. The data were collected using
pre-designed, pre-tested WHO Step-wise
and modified questionnaire.Written
informed consent formswere administered
first to theconsented men.

Nutrient adequacy and Mean adequacy

To estimate the nutrient sufficiency of the
diet intake per day, a Nutrient Adequacy
Ratio (NAR) and Mean nutrient Adequacy
Ratio (MAR) were computed for intakeof 9
nutrients. The NAR is the nutrient intake
divided by the Recommended Dietary
Allowance (RDA) for each individual and
expressed as a percent(Hatluy et al. 1998).
RDAs are often used to compare dietary
quality among population subgroups (Ries
and Daehler 1986; Torheim et al. 2004,
Madden et al. 1976; Guthrie and Scheer
1981). The NAR was based on the mean
percentage of the recommended intakes for
nutrients from all the “n” different foods
intake as follows:

p=n

NAR, = 100/n* E (Intake /RDA )
2 P

p=1

Where Intake , is the daily intake of each
nutrient ,, (mean food intake/day) and RDA
p IS the Recommended Dietary Allowance
for a day and “n” is the list and reference

value for the “n” recommended nutrients,
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but in this case “n” is one nutrient. NAR; is
the actual total amount of a nutrient intake
per day, calculated for the whole diet.

The NAR for a given nutrient is the ratio of
a subject’s intake to the current
recommended allowance for each age
category(Hatluy et al. 1998). As an overall
measure of the nutrient sufficiency, the
Mean Adequacy Ratio (MAR) was also
computed as described by (Madden et al.
1976). The mean of 9 NARs for calories,
protein, fat, carbohydrates, iron, calcium,
sodium, vitamin B; and vitamin B
consumed by each man. In this case NAR
was truncate at 1 so that a nutrient with a
high NAR could not compensate for a
nutrient with a low NAR.

Y. NAR(eachtruncated at 1)

MAR =
Numberof nutriets

Biochemical examinations

Urine Reagent Strips (URIT 10V) was used
to test freshly wvoided midstream urine.
URIT 10V urine reagent strips provide test
for the semi-quantitative measurement of
leukocytes, urobilinogen, bilirubin, blood,
nitrite, pH, specific gravity, protein, glucose,
and ketone in urine. (The reagent is
produced by URIT Medical Electronic Co.
Ltd. N.o4 East Aley, Jiuhua Road, Guilin,
Guangxi 541001, PR China and supply by:
URIT Medical Electronic Co., Ltd.
WWW.urit.com)

Test principles

Urine Leukocytes:The test reveals the
presence of granulocyte esterases. These
esterases cleave an indoxyl ester, and the
indoxyl so liberated reacts with a diazonium
salt to produce a violet dye. The test area
does not react with lymphocyte.
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Urine Urobilinogen:This test is based on
the Ehrlich reaction. This test area detects
urobilinogen in concentrations as low as
3umol/L (approximately 0.2 Ehrlich unit/L)
in urine.

Urine Bilirubin:This test is based on the
coupling of bilirubin with diazonium salt in
an acid medium. Normally no bilirubin is
detectable in wurine by even the most
sensitive methods. Even trace amounts of
bilirubin are sufficiently abnormal to require
further investigation.

Urine Blood:Hemoglobin and myoglobin
catalyze the oxidation of the indication of
the indicator by means of organic
hydroperoxide contained in the test paper.
The test is equally sensitive to myoglobin as
to hemoglobin (Hemoglobin concentration
of 150pg/L - 620 pg/L is approximately
equivalent to 5-15 intact red blood cells per
microlitre).

Urine Nitrite:The test is based on the
principle of Griess’s test and is specific to
nitrite. Any degree of uniform pink colour
development should be interpreted as a
positive. Nitrite test suggesting the presence
of 10° or more organisms per mL.

Urine pH:This test contains a mixed
indicator which assures a marked change in
colour between pH 5 and pH 8.5

Urine specific gravity: This test contains a
detergent a bromthymol blue that indicates
the presence of ionic constituents in the
urine by changing colour from green to
yellow. The specific gravity test permits
determination of urine specific gravity
between 1.000 and 1.030.

Urine protein: The test is based on the
principle of the protein error of a pH
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indicator. The reagent area is more sensitive
to albumin.

Urine glucose: The test is based on the
specific glucose oxidase/peroxidase
reaction. The test is specific for glucose, no
substance excreted in urine other than
glucose is known to give a positive result.

Urine ketone: This test is based on the
principle of Legal’s test and is more
sensitive to acetoacetic than to acetone. The
reagent does not react with f-
hydroxybutyric acid.

Test procedure

A specimen of freshly voided midstream
urine was collected. The reagent areas of the
test strip was immersed and removed
immediately. Each reagent area was
compared to its corresponding color blocks,
shown on the color chart and read.

Sensitivity and ranges of Urinalysis of
diagnostic tool

Leukocytes: Sensitivity: (15-40) cells/pL
granulocyte; Ranges: (15-500) cells/pL;
normal values: 0

Urobilinogen: Sensitivity: (3.3-16)
pumol/L;Ranges: (33-> 131) pmol/L; normal
values: 0

Bilirubin: Sensitivity: (3.4-8.6)
pumol/L;Ranges: (8.6-100) pumol/L; normal
level: O

Blood:  Sensitivity:  (0.3-0.6) mg/L
hemoglobin; Ranges: (10->200) cells/uL;
normal values:0

Nitrite:  Sensitivity:  (13-22)
Ranges: Negative; normal values:0

pmol/L;
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pH: Sensitivity: 0-5pH unit; normal values:
pH 5.0-8.5

Specific Gravity: Sensitivity: Between
1.000 to 1.035; normal values: 1.000-1.030

Protein:  Sensitivity:  (0.10-0.15) g/L
albumin; Ranges: (0.15>5.0)g/L; normal
values: 0

Glucose: Sensitivity:  (2.8-5.5) mmol/L;

Ranges: (2.8-110) mmol/L; normal values:
0.

Ketone: Sensitivity: (0.3-0.5) mmol/L;
Ranges: (0.5-16.0) mmol/L; normal values:
0.

Sources: (Urinalysis 2005; Buchsbaum et
al. 2004; Messing et al. 1987; Scheer 1987;
Shaw et al. 1985).

Statistical analyses

Data entry and management system was
designed using SPSS version 16 (SPSS Inc,
Chicago, IL). ESHA Food Processor (ESHA
Research, 2012w, 4747 Skyline Rd s, Suite
100, Salem. OR 97306 USA) and MS Excel
2013 (Microsoft Corp, Redmond, WA) soft
wares were used to analyze the dietary data.
Descriptive statistics (frequencies, mean,
standard deviations, and ranges) were
calculated for continuous variables and
proportions for qualitative variables. To
assess the risk and association between
outcome and independent variables, binary
logistic regression analysis was carried out.

Results and Discussion

The average age of the respondents was
40£14.3 ranging from 19 to 95 years. About
sixty-nine  percent  (68.6%) of the
respondents were married. The majority
(75.3%) of the men were self-
employed.More than three-fourth (71.0%)
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were alcohol wuser and an appreciable
proportion (22.2%) of them smoked tobacco
(Table 1).

Irrespective of age differences, the study
participants mostly patronized street foods
as their breakfast and lunch, only 27.5% and
24.6% took their breakfast and lunch at
home respectively. Evening meal was the
one that majority (82.6%) ate at home. The
significant difference in their food intakes
lied in the cereal/grain, the starchy
root/tuber and the legumes/oil seed/nuts
only. About >60% of the study population
depended largely on cereal food as <20% of
the participants consumed
legume/oilseed/nut products (Table 2).

The nutrients intakes of the men were
compared to their respective Recommended
Dietary Allowance (RDA). It was indicated
that the majority of men fell below the cut-
off of 60% of their RDA (WHO/FAO, 2011)
of all the nutrients intake except iron
(84.1%) and protein (54.6%). About 50% of
men aged above 60 years met their caloric
intake. Fifty percent of all men aged above
51 years score >60% of their overall
nutrients needs. Only 43.5% of the study
population score >60% of their overall
nutrients needs (Table 3).

The mean height of the men was 1.70 +£0.07
metres, ranging from 1.6 tol.9metres. The
mean weight and BMI were 65.91+1.04kg
and 22.85+3.15kg/m? respectively. About
7.2 % of the men were underweight
(<18.5kg/m?)  while  24.6%  were
overweight>25kg/m?. The health history of
the participants revealed interesting
information. When the participants were
asked to evaluate their own health, majority
(82.6%) claimed that they were in good
health. However, the medical histories and
physical examinations presented contrary
information which revealed that many of
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them suffered and some continued suffering
from various ailments such as body pains
(60.4%), headache (52.2%), abdominal
disturbances (41.5%), urinary tract infection
(URI) (43.5%) and others. The urine
chemistries were also evaluated since the
biomarkers give a true reflection of
individual’s nutrition and health situation.
Urine examinations indicated that about a
third (29%) of the men had leukocytes in
their urine (Table 4).

Regression analyses shows that
socioeconomic status (OR: 8.33, 95%CI:
2.27-25), physical activity scores (OR: 0.30,
95%CIl:  0.16-0.57), and abdominal
disturbances (OR: 4.00, 95%CI: 2.07-7.42),
had significant association with excreting
urinary leukocytes (Table 5).

Self-rated health is a strong predictor of
disease and mortality which is a valid proxy
for the current health status of any
individual (DeSalvo et al. 2009; Idler and
Benyamini 1997; Mgller et al. 1996;
DeSalvo et al. 2006), however, this study
has shown conflicting accounts, as the
participants in this study self-rated their
health status rather contrary to clinical and
biochemical examinations.

Urine analyses revealed that about 29% of
the participants had leukocytes in their
urine. This clearly showed that there was
leakages through the endothelial membrane
of any part of the urinary tracts (from
kidneys to penile urethra). The greatest
suspicious part was the prostatic urethra as a
result of a benign prostatic hypertrophy
which is known to affect men usually above
40 years of age. If it were the enlargement of
the prostate gland then the well thought out
by the medical community for men to do
Prostate Specific Antigen (PSA)
examination yearly at the age of >40 years
could be looked at again. This study has
revealed that as young as 18-30 years old
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men were having leukocytes in their urine.
Leukocytes in urine is aninsidious sign that
one is suffering from an infection or a
damage in any part of the renal system.
Damage to the kidneys (nephrons), ureters,
bladder or urethra can cause leukocytes to
appear. This can also be triggered when
foreign materials (organic or inorganic) are
found in the body. A blockage in the urinary
tract can also cause leukocytes to appear in
the urine. Trauma to the pelvis, or prostate
hypertrophy can cause a blockage that
damages the endothelial membrane of the
urinary system. A UTI is a common cause of
leukocytes in urine. In men, infection may
start in the prostate and move up into the
bladder, causing cystitis (Urinalysis 2005).It
is abnormal to have leukocytes in urine of
intact urinary system without any injury in
the kidneys, ureters, bladder or urethra (Feld
et al. 1997; Patel and Bissler 2001; Reine
and Langston 2005; Haylen et al. 2010).

In the regression analysis low physical
activity appeared to be protective of urinary
leukocyte excretion (OR: 0.30, 95%Cl: 0.16-
0.57). This may be because retention of
urine in the urinary bladder is known to be
one of the causes of excreting leukocyte.
Physiologically too much retention of urine
which is common with many physically
active people might show in the risk
assessment of urinary excretion of
leukocytes. One of the risk factors of urinary
leukocyte excretion in this study was
abdominal disturbances (OR: 4.00, 95%Cl:
2.07-7.42). Anatomically the whole of the
kidneys are abdominal organs and more than
two-third of the urinary bladder is in the
abdominal cavity. Therefore any disorder
affecting the kidneys or any parts of the
urinary bladder could be felt as abdominal
disturbance. Therefore the binary regression
analyses could be justified for labeling
abdominal disturbances as a risk factor for
urinary leukocyte excretion.
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Table.1 Background characteristics of the Participants (N=207)

Variable TAge {Years; n (%)}
18-30 31-40 41-50 51-60 >60 Total n(%)
Education
<SHS 29 42(68.9) 36 (80) 21(70) |9 (50) 137(66.2)
(54.7)
=>SHS 24 19(31.1) 9(20.0) 9(30) 9 (50) 70 (33.8)
(45.3)
Marital status
Married 12 55(90.2) 39(86.7) | 18 (60) | 18(100) | 142 (68.6)
(22.6)
“Single 41 6(9.8) 6 (20) 12 (40) | 0 65 (31.4)
(77.4)
Alcohol use
Users 26(49.1) | 46 (75.4) | 36 (80) 27 (90) |12 147(71.0)
(66.7)
Tobacco user
Users 3(5.7) 10(16.4) 6(13.3) 18(60) | 9(50) 46(22.3)
Socioeconomic Score
Low 9(17) 18(29.5) 21 (46.7) | 12(30) |6(33.3) |66(31.9)
Middle 44(83) 43(70.5) 21(46.7) | 18(60) | 12(66.7) | 138(66.7)
Upper 0 0 3(6.7) 0 0 3(1.4)
Physical Activity
Score
Inactive 6(11.3) | 12(19.7) 18(40) 6(20) 3(16.7) | 45(31.9)
Moderate 35(66) 37(60.7) 21(46.7) | 21(70) | 15(83.3) | 129(66.7)
Active 12(22.6) | 12(19.7) 6(13.3) 3(10) 0 33(1.4)
Occupation
Unemployed 3(5.7) 0 3(6.7) 3(10) 3(16.7) | 12(10.1)
Artisan 27(50.9) | 36(59) 18(40) 3(10) 3(16.7) | 87(42)
Salary job 9(17) 13(21.3) 9(20) 3(10) 6(33.3) | 40(19.3)
Casual labour 14(26.4) | 6(9.8) 6(13.3) 9(30) 0 35(16.9)
Farm/fishing 0 6(9.8) 9(20) 12(40) | 6(33.3) | 33(15.9)
Monthly income
(USD)
<25 3(5.7) 3(4.9) 6(13.3) 3(10) 6(33.3) |21(10.1)
25<75 3(5.7) 6(9.8) 3(6.7) 3(10) 3(16.7) | 18(8.7)
75<125 9(17) 10(16.4) 3(6.7) 3(10) 3(16.7) | 28(13.5)
125<250 12(22.6) | 12(19.7) 12(26.7) | 9(30) 0 45(21.7)
250<625 12(22.6) | 18(29.5) 12(26.7) | 3(10) 3(16.7) | 48(23.2)
>625 14(26.4) | 12(19.7) 9(20) 9(30) 3(16.7) | 47(22.7)

Age in completed years; “Single = unmarried, divorced, separated, widowed.
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Table.2 Foods eaten at home and away from home (N=207)

Variable 'Age {Years; n (%)}
18-30  [31-40 [41-50 [51-60 |>60 | Total n(%)
Breakfast meal per age per food groups

Cereal/grain Home 9(17) 6(9.8) 6(13.3) | 9(30) 3(16.7) | 33(15.9)
Away 32(60.3) | 36(59) | 18(40) | 15(50) | 6(33.3) | 107(51.7)
Starchy root/tuber Home 0(0) 7(11.5) | 3(6.7) 0(0) 3(16.7) | 13(6.3)
Away 3(5.7) 9(14.8) | 18(40) | 3(10) 9(50) 39(18.8)
Legume/Qil seed/Nut n Home 9(17) 3(4.9) 0(0) 0(0) 0(0) 12(5.8)
Away 0(0) 0(0) 0(0) 3(10) 0(0) 3(1.4)
Lunch meal per age per food groups
Cereal/grain Home 6(11.3) 3(4.9) 12(26.7) | 9(30) 0(0) 30(14.5)
Away 35(66) 39(63.9) | 12(26.7) | 15(50) | 9(50) 110(53.1)
Starchy root/tuber Home 0(0) 7(11.5) | 9(20) 3(10) 0(0) 19(9.2)
Away 3(6.7) 9(14.8) | 12(26.7) | 0(0) 9(50) 33(15.9)
Legume/Qil seed/Nut n Home 3(6.7) 0(0) 0(0) 0(0) 0(0) 3(1.4)

Away 6(11.3) 3(4.9) 0(0) 3(10) 0(0) 12(5.8)
Supper meal per age per food groups

Cereal/grain Home 24(45.3) | 42(68.9) | 21(46.7) | 18(60) | 9(50) 114(55.1)
Away 17(32.1) | 0(0) 3(6.7) 6(20) 0(0) 26(12.6)

Starchy root/tuber/ fruit | Home 3(6.7) 16(26.2) | 12(26.7) | 3(10) 9(50) 43(20.8)
Away 0(0) 0(0) 9(20) 0(0) 0(0) 9(4.3)

Legume/Qil seed/Nut n Home 9(17) 3(4.9) 0(0) 3(10) 0(0) 15(7.2)
Away 0(0) 0(0) 0(0) 0(0) 0(0) 0(0)

Table.3 Sufficiency Nutrients Intake (N=207)

Variable 'Age {Years; n (%)}

18-30 31-40 41-50 51-60 | >60 [ Total n(%)
*NAR >60%
Calories 9(17) 9(14.8) |6(13.3) |6(20) |9(50) | 39(24.3)
Protein 29(54.7) | 36(59) | 21(46.7) | 18(60) | 9(50) | 113(54.6)
Fat 12(22.6) | 15(24.6) | 12(26.7) | 9(30) | 9(50) | 57(27.5)
Carbohydrate | 12(22.6) | 12(19.7) | 9(20) | 9(30) | 9(50) | 51(24.6)
Dietary Iron 50(94.3) | 52(85.2) | 33(73.3) | 24(80) | 15(83.3) | 174(84.1)

Dietary Calcium | 29(54.7) | 24(39.3) | 30(66.7) | 12(40) | 6(33.3) | 101(48.8)
Dietary Sodium | 9(17) 15(24.6) | 9(20) 12(40) | 12(66.7) | 57(27.5)
Vitamin B; 9(17) 18(29.5) | 9(20) 6(20) | 3(16.7) | 45(21.7)
Vitamin B, 3(5.7) 9(14.8) | 3(6.6) 12(40) | 3(16.7) | 30(14.5)
"MAR >60% 24(45.3) | 21(34.4) | 21(46.7) | 15(50) | 9(50) 90(43.5)
"NAR= X/RDA x 100. Where X= weight of dietary nutrient and RDA= Recommended Dietary Allowance of all

nutrients
MAR=Mean of all the 9 NARs each truncated at 1
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Table.4 Anthropometric, Medical History and Clinical Indices (N=207)

Variable IAge {Years; n (%)}
18-30 | 31-40 | 41-50 | 51-60 | >60 | Total n(%)
Anthropometry
BMI (kg/m?)
16.18.49 0 9(14.8) | 3(6.7) [3(10) |0 15(7.2)
(underweight)

18.24.9 (normal) 50(94.3) | 31(50.8) | 27(60) | 21(70) | 12(66.7) 141(68.1)
>25 (overweight) | 3(5.7) 21(34.4) | 15(33.3 | 6(20) | 6(33.3) 51(24.6)
)

Clinical examinations

History Six

months earlier

Abdominal 17(32.1) | 33(54.1) | 18(40) | 12(40) | 6(33.3) 86(41.5)

Anaemia 5(9.4) 0(0) 3(6.7) 3(10) | 0(0) 11(5.3)

Body pain 29(54.7) | 39(63.9) | 21(46.7 | 27(90) | 9(50) 125(60.4)
)

URI 27(50.9) | 33(54.1) | 12(26.7 | 12(40) | 6(33.3) 90(43.5)
)

ENT 0(0) 21(34.4) | 6(13.3) | 9(30) | 3(16.7) 39(18.8)

Eye 5(9.4) 21(34.4) | 6(13.3) | 15(50) | 6(33.3) 53(25.6)

Malaria 23(43.4) | 31(50.8) | 21(26.7 | 6(20) | 3(16.7) 84(40.6)
)

Oral 9(17) 6(9.8) 6(13.3) | 9(30) | 0(0) 30(14.5)

Headache 23(43.4) | 37(60/7 | 24(53.3 | 21(70) | 3(16.7) 108(52.2)

) )

UTI 11(20.8) | 12(19.7) | 3(6.7) | 3(10) | 3(16.7) 32(15.5)

Skin 9(17) 9(14.8) | 3(6.7) |9(30) | 0(0) 30(14.5)

Hypertension 0(0) 3(4.9) 0(0) 3(10) | 3(16.7) 9(4.3)

Self-health

appraisal

Excellent 27(50.9) | 15(24.6) | 3(6.7) | 3(10) | 6(33.3) 54(26.1)

Very good 11(20.8) | 19(31.1) | 18(40) | 12(40) | 3(16.7) 63(30.4)

Good 9(17) 21(34.4) | 18(40) | 6(20) | 0(0) 54(26.1)

Fair 3(5.7) 0(0) 6(13.3) | 6(20) | 6(33.3) 21(10.1)

Poor 3(5.7) 6(9.8) 0(0) 3(10) | 3(16.7) 15(7.2)

Prostate 29(54.7) | 19(31.1) | 3(6.7) | 15(50) | 6(33.3) 72(34.8)

knowledge

Urinalyses

Urine Leukocytes +ve 18(34) | 21(34.4) | 15(33.3) | 3(10) | 3(16.7) | 60(29)

Urine Glucose +ve 0(0) 0(0) 3(6.7) 0(0) 0(0) 3(1.4)

Urine Protein +ve 3(5.7) | 6(7.8) 0(0) 3(10) | 3(16.7) | 15(7.2)
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Table.5 Binary Regression for Urinary Leukocytes

Unadjusted 'Adjusted
Variable n | Odds Ratio | 95%ClI P-value | Odds Ratio | 95%CI | P-value
Age
>40 93 0.56 0.30-1.00 0.07
<40 114 1.00 Ref
Education
<SHS 137 1.46 0.79-2.73 0.23 1.40 0.74-2.62 | 0.30
>SHS 70 1.00 Ref 1.00 Ref
Marital
Married 142 0.91 0.48-1.75 0.78 0.78 0.40-1.53 0.47
Single 65 1.00 Ref 1.00 Ref
Alcohol
Yes 147 0.93 0.48-1.80 0.84 1.05 0.54-2.07 | 0.88
No 60 1.00 Ref 1.00 Ref
Tobacco
Yes 46 0.53 0.24-1.17 0.11 0.62 0.27-1.14 | 0.25
No 161 1.00 Ref 1.00 Ref
SES
Low 168 6.25 1.81-20.00 | <0.01 8.33 2.27-25 <0.01
Middle 39 1.00 Ref 1.00 Ref
PAS
Low 86 0.34 0.19-0.64 | <0.01 0.30 0.16-0.57 | <0.01
High 121 1.00 Ref 1.00 Ref
BMI
>25kg/m® | 51 0.69 0.33-1.44 0.32 0.73 0.35-1.53 | 0.40
<25kg/m? | 156 1.00 Ref 1.00 Ref
?ABD-Pain
+VE 86 4.0 2.10-7.45 | <0.01 4.00 2.07-7.42 | <0.01
-VE 121 1.00 Ref 1.00 Ref

“The multivariate logistic regression analyses model was adjusted for age and all dietary nutrients assessed.
2ABD-Pain=Abdominal disturbances; +VE= presence and —~VE=absence

Conclusion

Lifestyle factors such as smoking, excessive
alcohol consumption, obesity and lack of
physical activity may jointly affect co-
morbidities such as idiopathic urinary
leukocyte excretion and vice versa. Clinical
and biochemical diagnoses could also
synergistically ~ effect ~ morbidity  of
men.Health education about regarding
quitting of addiction of smoking and
moderation in alcohol consumption as well
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as regular medical checkup especially
annual examination of PSA should be
advisable.
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