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ABSTRACT
Background: Physical inactivity (PI) is a major risk factor for non-communicable diseases and contributes significantly to global morbidity. Despite WHO guidelines promoting physical activity (PA), PI remains prevalent, particularly in low- and middle-income countries. 
Aim: This study aimed to determine PA levels and their sociodemographic predictors among adult outpatients at Bowen University Teaching Hospital, Ogbomoso, Nigeria.
Methods: A descriptive cross-sectional study was conducted from March to May 2021 among 364 consenting adults using systematic random sampling. Data were collected with a validated IPAQ-Short Form questionnaire. PA levels were calculated in MET-minutes/week and categorized as low, moderate, or high. Data were analyzed using SPSS version 22.
Results: Half of the respondents, 182 (50.0%) had low PA levels, while 111(30.5%) and 71(19.5%) had moderate and high levels, respectively. Females were more likely to be physically inactive than males (125(54.1%) vs. 57(42.9%), P<0.001). Younger age (≤39 years), male gender, and lower socioeconomic class were associated with higher PA levels.
Conclusion: A substantial proportion of the study population was physically inactive, with sociodemographic factors significantly influencing PA levels. These findings highlight the need for targeted interventions to promote PA, particularly among women, older adults, and individuals in higher socioeconomic classes.
Recommendation: Considering the high prevalence of physical inactivity and obesity in this study, the government, along with other stakeholders, should raise awareness of the dangers of physical inactivity and obesity to the public through the media.
Keywords: Physical inactivity, non-communicable diseases, mental health, hypertension
INTRODUCTION
Physical inactivity (PI) can be defined as the absence of nonvigorous physical activity for at least 30 min in ≥5 days of a week or vigorous physical activity for 20 min in ≥3 days of a week according to the WHO recommendations. In workplaces, certain factors have been identified as motivations or barriers to participation in regular physical activity which may include but not limited to lack of time due to responsibilities related to the environment, work-related stress, and job satisfaction (Ogunyemi et al., 2023; Adegoke et al., 2025). PI is a major risk factor for non-communicable diseases (NCDs), including cardiovascular disease, cancer, diabetes, and chronic respiratory disease. [1] Along with tobacco use, harmful alcohol consumption, and unhealthy diets, PI significantly contributes to the global burden of disease. It accounts for 6% of coronary heart disease, 7% of type 2 diabetes, and 10% of both breast and colon cancers. [2] Despite its impact, over a quarter of adults worldwide did not meet the WHO-recommended levels of physical activity between 2001 and 2016. [1,3-4,5] WHO guidelines suggest 150–300 minutes of moderate-intensity or 75–150 minutes of vigorous-intensity physical activity per week to maintain health. [3-4,6]
PA, described as body movement requiring energy expenditure, especially aerobic exercises, offers protective benefits against hypertension, obesity, and mental health disorders while improving overall quality of life. [3-4,6-7]   However, its distribution varies across regions and populations. [3-4,6-7].  A study by Guthold et al. found that 79.1% of 57,038 African adults were physically active, with rates ranging from 46.8% in Mali to 96% in Mozambique. [8] In Nigeria, a meta-analysis by Adeloye et al. reported a 52% prevalence of PI among 13,814 adults. [9] The transition to sedentary office work, modern technology, inadequate urban planning, lack of recreational spaces, and security concerns contribute to rising PI levels in low- and middle-income countries. [9]  Other contributing factors include age, gender, socioeconomic class, and cultural influences. [9]
Assessing PA in large populations is commonly done through self-reported questionnaires, such as the International Physical Activity Questionnaire (IPAQ) and the Global Physical Activity Questionnaire (GPAQ), due to their cost-effectiveness. [10-11] Objective tools like pedometers and accelerometers provide precise measurements but are impractical for large-scale studies. [10]  The study aimed to determine PA levels and their predictors among the study population, providing crucial data to inform targeted interventions and public health strategies.
















METHODOLOGY
 STUDY SETTING
Established in 1907 by an American missionary, the hospital began as a secondary mission health facility and was upgraded to a tertiary mission teaching hospital in 2009. Serving as a referral center, it attracts professionals alongside the predominantly farming and trading population. All-new adult patients (in addition to some patients on follow-up) who do not require emergency medical care or follow-up appointment at the Medical, or Surgical Outpatient Departments are seen in the General Outpatient Department. It runs her clinic most days of the week from 9 am to 4 pm. 
STUDY DESIGN, DURATION AND POPULATION
This was a cross-sectional descriptive study, conducted between March and May 2021. All consented adult patients (364) who sought care at the General Outpatient Department between March and May 2021 were recruited into the study until the required sample size was reached. The respondents were selected using the systematic random sampling method. 
SAMPLE SIZE DETERMINATION
The sample size was determined using the Leslie Kish formula for estimating the minimum sample size in health studies. 
The formula [12,13]    is:	 n = z2pq
                                             d2
Where:
n	- 	The sample size (where population > 10,000)
p	-	Expected proportion with desired characteristics in population based on previous 
		studies	
q  	-	The proportion of the population without the desired characteristics i.e. 1-p
z	- 	Standard normal variate at 5% type 1 error (p value < 0.05), it is 1.96.
d	-	 Degree of precision or absolute error. It is usually set at 5 % (0.05).
A previous study done by Oyeyemi et al  [14]  in Nigeria in 2011, put the prevalence of physical activity at 68.6%. Therefore, p is 0.686 and sample size is 
				1.962 x 0.686x (1- 0.686) 
					0.052
				3.8416 x 0.686 x 0.314/ 0.0025
				0.8275 / 0.0025 = 331
The minimum sample size to arrive at a statistically valid conclusion was 331. 
An attrition rate of 10% of 331 was added because of non-responders.
33+331= 364
Thus, the sample size was 364
PARTICIPANTS SELECTION
INCLUSION CRITERIA: All consenting adult patients aged 18 to 64 years who accessed care at the health facility.
EXCLUSION CRITERIA: Participants were excluded if they had neurological conditions like hemiparesis or hemiplegia, cognitive impairments such as dementia, or recent illnesses or hospital discharges within the past week that could limit physical activity. Those with severe musculoskeletal diseases, including severe arthritis or fractures, and individuals with serious medical conditions like acute myocardial infarction, unstable angina, severe asthma, or advanced diabetes complications were also not included. Additionally, pregnant women were excluded from the study.
OUTCOME VARIABLE: Physical activity
INDEPENDENT VARIABLES: Socio-demographic factors
SAMPLING TECHNIQUE. The respondents were selected using the systematic random sampling method. The General Outpatient Clinic runs for 420 minutes (9 am to 4 pm) each day from Mondays to Fridays and it took an average of 15 to 20 minutes for each participant who met the selection criteria to complete the instrument for data collection. It meant that about 21 patients could be recruited in a day, however, in order not to keep eligible patients waiting for a long period of waiting before being recruited, 10 patients were recruited per clinic day.  On average, there were 50 patients seen at the clinic per day. The sampling interval for each clinic day was derived from the formula: (sample frame/ sample size). The sampling interval of 50/10= 5 was used for patients’ selection in GOPD. On every clinic day, the patients’ folders were serially assigned a number code from 01-50 in order of their arrival at the clinic from the Health Records Department. The first eligible participant, β, for the study was selected by simple random sampling by a nurse stationed at the GOPD who was not involved in the study. Subsequently, the owners of folders with serial numbers β + 5, β + 10, β + 15, and so on were recruited for the study so long they consented to be part of the study until the required sample size was obtained for the day. If the selected patient did not meet the inclusion criteria, the very next patient was selected. An identification tag was placed on each of the recruited patients’ folders and left in place throughout the study to avoid a repeat selection. An informed consent form was also signed by all eligible participants.

TOOLS/INSTRUMENTS FOR DATA COLLECTION
A semi-structured, self-administered questionnaire adapted from IPAQ-SF, demonstrating acceptable validity and reliability in various settings (available in English and Yoruba), was used to assess socio-demographics and physical activity levels. [15,16]
The questionnaire contained 2 sections:
Section 1 provided data on the sociodemographic characteristics of respondents which included age, gender, religion, ethnicity, level of education, occupation, and marital status. 
Section 2 provided data on the level of physical activity. Respondents were asked about the physical activities they engaged in within the last 7 days that lasted for at least 10 minutes at a time. These involved physical activities that participants did at work, as part of their house and yard work, to get from place to place, and in their spare time for recreation, exercise or sport.  It contained 7 items from which participants provided answers to the number of days they performed: vigorous-; moderate-intensity PA (not involving walking); and walking, as well as the number of hours and minutes per day they did the three kinds of activities in the last 1 week, respectively. The last question provided an answer to how much time the patient spent sitting or being sedentary in a day in the past 1 week. Vigorous PA referred to activities that took hard physical effort and made the respondent breathe much harder than normal. Examples of vigorous-intensity PA included heavy lifting, digging, laboring (shoveling sand), or grinding (with a pestle). Moderate PA refers to activities that take moderate physical effort and make you breathe somewhat harder than normal. Examples of moderate-intensity PA included carrying light loads, labouring (pushing loaded wheelbarrow), drawing water, and jogging. Moderate PA did not include walking. Table  appendix I, showing examples of moderate and vigorous physical activities, was used where applicable to aid the respondents in providing accurate information concerning the intensity of physical activity they engaged in. The duration for vigorous, moderate, and walking PA was calculated in minutes.
DATA ANALYSIS
The completed copies of the questionnaires and measurements were collected, serially coded, and entered into a computer. The data was analyzed using Statistical Package for Social Sciences (SPSS) version 22 made by IBM company in Armonk, New York. The results were presented with tables and charts. 
The level of PA was calculated in terms of metabolic equivalent of task (MET). One MET is defined as the energy expended when at rest. [7,15] There are METs values for different intensities of PA including; vigorous PA (MET =8.0 which means that energy expended during vigorous activity is eight times compared to that when at rest), moderate PA (MET= 4.0; calorie expended is four times when being moderately active compared to that at rest), and walking (MET= 3.3; calorie expended is 3.3 times when walking compared to that at rest). [7,15]
The metabolic equivalent for each intensity PA was calculated as follows-[7,15]
PA(MET)= time spent (minutes) x number of days per week x intensity of activity i.e. MET value
Walking MET-minutes/week = 3.3× walking minutes× number of days of walking
Moderate MET-minutes/week = 4.0× moderate-intensity activity minutes× number of days of moderate-intensity PA
Vigorous MET-minutes/week = 8.0× vigorous-intensity minutes× number of days of vigorous-intensity PA.
Total Physical Activity MET-minutes/week score= sum of Walking+ Moderate+ Vigorous MET-minutes/week scores
Using the total physical activity MET-minutes/ week, the physical activity level of participants was classified as follows:
Low— when METs total in a week is < 600 METs-minute
Moderate— when METs total within a week is 600-2999 METs-minute. 
 High—when METs total is ≥3000 METs-minute per week. 
Individuals with moderate and high levels of physical activity are regarded to have fulfilled the WHO recommended policy on physical activity while those with a low level of physical activity are described as physically inactive. [1,6]
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RESULTS
Table 1 shows that the mean age of the participants was 42.30±14.65 years. The mean TPA 3531.12±(5691.92) MET/min/week among males was statistically higher than among females 1477.70±(2718.11) MET/min/week (P<0.001). Also, there was a significant difference between the mean vigorous-intensity PA of among the males 2086.02± (4027.03) MET/min/week and females 221.30± (1090.95) MET/min/week (P-value < 0.001). The average sitting time in a day was also higher among females (427.47±187.96 minutes) than males (360.00± 189.59minutes) (P-value 0.002).
Table 2 shows that the prevalence of low PA was higher among females 125(54.1%) compared to males 57(42.9%) P<0.001. Also, the proportion of PI was higher among skilled workers 55(54.5%), compared to unskilled 95(49.5%) and the dependent 32(45.1%).
Table 3 shows that participants aged ≤39 years are twice (1.89) more likely to be physically active compared to those ≥40 years, P=0.029.  Also, males are almost twice (1.65) as likely to be physically active compared to females P=0.027. 
Figure 1 revealed that half of the respondents 182 (50.0%) had low PA levels, while 111(30.5%) and 71(19.5%) had moderate and high levels, respectively.                              





DISCUSSION
One-half 182(50.0%) of our respondents had a low level of physical activity, while 111(30.5%) and 71(19.5%) had a moderate and high level of physical activity respectively (Figure 1). This high prevalence rate of physical inactivity (PI) aligns with findings of Adeloye et al (52.0%) in Nigeria and Guthold et al. in Mali (53.2%) and Mauritania (52.6%).[8,9] All the studies used self-reported measures to assess PA. [8,9]
Despite the high prevalence rate of PI 182(50.0%) in this study (Figure 1), it is lower than the rates reported by Iwuala et al (79.2%) and Owoeye et al (80%).[17,18] The discrepancy may be due to different PA assessment methods—Owoeye et al. used pedometers, whereas this study used the IPAQ-SF, which tends to overestimate PA. Additionally, Iwuala et al.’s study focused on healthcare professionals, while this study included individuals with diverse occupations. [19]
Conversely, prevalence rate of PI 182(50.0%) in this study is higher than the 31.4% reported by Oyeyemi et al., likely due to differences in study locations. Oyeyemi et al.’s study was in Maiduguri, where livestock farming, which involves high PA, is common. [14]
The mean total physical activity (TPA) in this study (2227.99±4176.45 MET/min/week) (Table 1) aligns with Akarolo-Anthony et al.'s Abuja study (1608.0±432.0 MET/min/week), both indicating moderate PA levels. [20] Differences may stem from occupational variations, with Abuja participants being mostly sedentary civil servants. [20]
The prevalence of low physical activity was higher among the females 125(54.1%) than among males 57(42.9%), at a P-value of <0.001) (Table 2A), similar to the findings of Adegoke et al. (47.1% vs. 34.5%) and Adeloye et al. (55.8% vs. 49.3%).[9,21] Likewise, males were almost twice as likely to be physically active as their female counterparts (OR=1.65, P=0.027) (Table 3). Factors such as concerns about perspiration affecting appearance, hairstyling costs, and cultural or religious norms restricting women's outdoor activities may contribute to lower female participation in physical activity. [8-9,22]
There was statistical significant association between level of physical activity and age (P=0.017) (Table 2B), and respondents ≤ 39 years were twice as likely to be physically active compared to those ≥40 years (Table 3). This is similar to the PI prevalence rate found by Chigbu among respondents those aged ≥40 years (34.61%) and those ≤40 years (31.41%) in Enugu. [23]  Aging process as well as the presence of co-morbidities, might also contribute to the higher prevalence rates of physical inactivity among those age groups 45-54 and 55-64 years, though it was not considered in the present study.  
There is a statistically higher prevalence rate of PI among skilled workers (socio-economic class 1) 55(54.5%), compared to unskilled workers (socio-economic class 2) 95(49.5%) and dependent (socio-economic class 3) 32(45.1%) (Table 2B). This might be because of the prolonged sitting habits that are common among people who are managerial officers or professionals. Our finding contrasted the findings of Nikitara et al and Kari et al, they both found a positive association between physical activity especially leisure-time PA, and socioeconomic class. [24,25] It was attributed to the fact that people from high socioeconomic classes could afford the use of gym or sports activities during leisure more than their counterparts from low socioeconomic classes. [25]
There is high prevalence of PI (P=0.102) among the widowed 13(65.0%) compared to the singles 39(41.1%), divorced/separated 3(33.3%) or the married 127(52.9%) (Table 2B). It may be because most of the widowed might belong to the older age groups, such as 45-54 and 55-64 years with low physical activity prevalence rates of 49(51.6%) and 59(62.1%) respectively). We also found a greater prevalence rate (P=0.102) of high PA 4(44.4%) among the divorced/ separated compared to the singles 25(26.3%), married 40(16.2%), and the widowed 2(10.0%). This is similar to the finding of Oyeyemi et al [14]. The similarities may be because most divorced/ separated individuals may have more work responsibilities beyond the domestic duties to provide for themselves and their children. [14] Also, Christians were found to be twice as likely to be physically active compared to their Muslims counterparts, this might be as a result of somewhat body movement like clapping, dancing, etc that might be present in Christian worship.
LIMITATIONS
The result of this study may not be representative of what obtains in the general population since it was a hospital-based study. Also, the direction of causality may not be determined because it was a cross-sectional study. The IPAQ-SF may not accurately measure the PA because it is a self-report tool, and thus prone to recall or response bias
 CONCLUSION
Respondents' physical activity levels varied, with 50.0% (182) exhibiting low physical activity, while 30.5% (111) and 19.5% (71) demonstrated moderate and high levels, respectively. Several predictors were significantly associated with physical activity levels. Gender differences were evident, as the prevalence of physical inactivity was higher among females (54.1%) compared to males (42.9%) (P < 0.001). Males were nearly twice as likely to be physically active as females (OR = 1.65, P = 0.027). Age was also a significant predictor, with respondents aged ≤39 years being approximately twice as likely to be physically active compared to those aged ≥40 years (OR = 1.89, P = 0.029). Additionally, socioeconomic status influenced physical activity levels, with the prevalence of physical inactivity highest among socioeconomic class 1 (54.5%), followed by class 2 (49.5%) and class 3 (45.1%), showing a statistically significant association (P = 0.040).
WHAT IS ALREADY KNOWN ON THIS TOPIC
· Gender is a widely  known predictor of physical activity
· Age is a known predictor of physical activity

WHAT THIS STUDY ADDS
· Males were nearly twice as likely to be physically active as females
· Respondents aged ≤39 years were approximately twice more likely to be physically active compared to those aged ≥40 years
RECOMMENDATIONS
Considering the high prevalence of physical inactivity and obesity in this study, the government along with other stakeholders should raise awareness of the dangers of physical inactivity and obesity to the public through the media. Also policies that will encourage brisk walking and cycling through construction of safe walkways should be enacted.
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TABLE 1: DESCRIPTIVE STATISTICS OF QUANTITATIVE VARIABLES AMONG MALES AND FEMALES. (N=364)
	Variable
	Mean±(SD)
Male
	Mean±(SD)
Female
	t-test
	P-value

	Mean age (years) 42.30±14.65
Age
	

42.59±(15.41)
	

42.14±(14.22)
	

0.281
	

0.779

	Vigorous-intensity PA MET/min
	2086.02±(4027.03)

	221.30±(1090.95)

	5.231

	<0.001


	Moderate-intensity PA MET/min
	772.18±(2058.69)

	901.45±(2246.41)

	-0.545

	0.586


	Walking-PA MET/min
	672.93±(3127.78)

	354.94±(728.31)

	1.155

	0.250


	Total physical activity (MET/min/week)
	3531.12±(5691.92)

	1477.70±(2718.11)

	3.912

	<0.001


	Average time spent sitting in a day(min)
	360.00±(189.59)
	427.47±(187.96)
	-3.195
	0.002



SPSS P-value of 0.0000 were reported as P-value <0.001
t- test = Independent Samples t Test





TABLE 2A: ASSOCIATION BETWEEN LEVEL OF PHYSICAL ACTIVITY AND SOCIO-DEMOGRAPHIC VARIABLES. (N=364)
	VARIABLE
	LOW PA
	MODERATE PA

	HIGH PA

	TOTAL

	X2

	P-value


	GENDER

	
	
	
	
	17.111
	<0.001

	Male
	57(42.9%)
	35(26.3%)
	41(30.8%)
	133
	
	

	Female
	125(54.1%)
	76(32.9%)
	30(13.0%)
	231
	
	

	Total
	182(50.0%)
	111(30.5%)
	71(19.5%)
	364
	
	

	RELIGION
	
	
	
	
	6.671
	0.036

	Christianity
	135(46.7%)
	96(33.2%)
	58(20.1%)

	289
	
	

	Islam
	47(62.7%)
	15(20.0%)
	13(17.3%)
	75
	
	

	Total
	182(50.0%)
	111(30.5%)
	71(19.5%)
	364
	
	

	ETHNICITY
	
	
	
	
	
	

	Yoruba
	173(50.4%)
	106(30.9%)
	64(18.7%)
	343
	8.812
	0.180⃰

	Hausa
	3(75.0%)
	1(25.0%)
	0(0.0%)
	4
	
	

	Igbo
	0(0%)
	1(33.3%)
	2(66.7%)
	3
	
	

	Others
	6(42.9%)
	3(21.4%)
	5(35.7%)
	14
	
	

	Total
	182(50.0%)
	111(30.5%)
	71(19.5%)
	364
	
	

	LEVEL OF EDUCATION
	
	

	
	
	
	

	Primary
	32(53.3%)
	16(26.7%)
	12(20.0%)
	60
	8.930
	0.170⃰

	Secondary
	50(53.8%)
	22(23.6%)
	21(22.6%)
	93
	
	

	Tertiary
	89(46.6%)
	70 (36.6%)
	32(16.8%)
	191
	
	

	No formal education
	11(55.0%)
	3(15.0%)
	6(30.0%)

	20

	
	

	Total
	182(50.0%)
	111(30.5%)
	71(19.5%)
	364
	
	


SPSS P-value of 0.0000 were reported as P-value <0.001.  Fisher’s exact P-value - ⃰
TABLE 2B: ASSOCIATION BETWEEN LEVEL OF PHYSICAL ACTIVITY AND SOCIO-DEMOGRAPHIC CHARACTERISTICS. (N=364)
	VARIABLE
	LOW PA
	MODERATE PA
	HIGH PA

	TOTAL

	X2

	P-value


	MARITAL STATUS
	
	
	
	
	10.919
	0.102⃰

	Single
	39(41.1%)
	31(32.6%)
	25(26.3%)
	95
	
	

	Married
	127(52.9%)
	73(30.9%)
	40(16.2%)
	240
	
	

	Divorced/Separated
	3(33.3%)
	2(22.3%)
	4(44.4%)
	9
	
	

	Widowed
	13(65.0%)
	5(25.0%)
	2(10.0%)
	2
	
	

	Total
	182(50.0%)
	111(30.5%)
	71(19.5%)
	364
	
	

	AGE
	
	
	
	
	21.066
	0.017

	18-24
	32(43.2%)
	23(31.1%)
	19(25.7%)
	74
	
	

	25-34
	17(37.0%)
	19(41.3%)
	10(21.7%)
	46
	
	

	35-44
	25(46.3%)
	17(31.5%)
	12(22.2%)
	54
	
	

	45-54
	49(51.6%)
	28(29.5%)
	18(18.9%)
	95
	
	

	55-64
	59(62.1%)
	24(25.3%)
	12(12.6%)
	95
	
	

	Total
	182(50.0%)
	111(30.5%)
	71(19.5%)
	364
	
	

	SOCIO-ECONOMIC CLASS
	
	
	
	
	11.255
	0.040

	Class 1(skilled)
	55(54.5%)
	36(35.6%)
	10(9.9%)
	101
	
	

	Class 2(unskilled)
	95(49.5%)
	52(27.1%)
	45(23.4%)
	192
	
	

	Class 3(dependent)
	32(45.1%)
	23(32.4%)
	16(22.5%)
	71
	
	

	Total
	182(50.0%)
	111(30.5%)
	71(19.5%)
	364
	
	








TABLE 3:  REGRESSION ANALYSES OF PHYSICAL ACTIVITY  600MET/ MIN-WEEK WITH VARIABLES
	Variable  
	Regression coefficient        
	Standard error (β)    
	OR
	P-value

	Age 
	
	
	
	

	≥40 years                                        
	1
	
	
	

	≤39 years                                       
	0.641                           
	0.293                    
	1.89
	0.029

	Gender                                       
	
	
	
	

	Female  
	1
	
	
	

	Male  
	0.498
	0.225
	1.65
	0.027        

	Religion
	
	
	
	

	Muslims
	1
	
	
	

	Christians
	0.728
	0.281                    
	2.07
	0.010        

	Socioeconomic class
	
	
	
	

	Socioeconomic class 3
	1
	
	
	

	Socioeconomic class 1                   
	0.113
	0.338                   
	1.12
	0.772

	
	
	
	
	

	Socioeconomic class 3
	1
	
	
	

	Socioeconomic class 2                   
	0.496
	0.371                   
	1.64
	0.180









APPENDIX 
TABLE APPENDIX I: Examples of Moderate and Vigorous intensity activities
	Moderate Intensity Activities
	Vigorous Intensity Activities

	Examples 
· Cleaning (vacuuming, mopping, polishing, scrubbing, sweeping, ironing )
· Washing (beating and brushing carpets, wringing clothes (by hand) 
· Gardening 
· Milking cows (by hand) 
· Planting and harvesting crops 
·  Digging dry soil (with spade) 
· Weaving 
· Woodwork (chiseling, sawing softwood) 
· Mixing cement (with shovel) 
· Labouring (pushing loaded wheelbarrow)
· Walking with load on head 
· Drawing water 
· Tending animals 
· Cycling 
· Jogging 
· Dancing

	Examples 
1. Welding
2. Brick laying
3. Forestry (cutting, chopping, carrying wood) 
4. Sawing hardwood 
5. Ploughing 
6. Cutting crops (sugar cane) 
7. Gardening (digging) 
8. Grinding (with pestle) 
9. Labouring (shoveling sand)
10. Soccer 
11. Tennis 
12. Fast swimming



FIGURE 1: A BAR CHART SHOWING THE PROPORTIONS OF THE LEVELS OF PHYSICAL ACTIVITY OF THE RESPONDENTS
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