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Abstract: The prevalence of epidemiological health-risk behaviors and mental well-being in the
COVID-19 pandemic, stratified by sociodemographic factors in Association of South East Asian
Nations (ASEAN) university students, were examined in the research. Data were collected in March–
June 2021 via an online survey from 15,366 university students from 17 universities in seven ASEAN
countries. Analyzed data comprised results on physical activity, health-related behaviors, mental
well-being, and sociodemographic information. A large proportion of university students consumed
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sugar-sweetened beverages (82.0%; 95%CI: 81.4, 82.6) and snacks/fast food daily (65.2%; 95%CI: 64.4,
66.0). About half (52.2%; 95%CI: 51.4, 53.0) consumed less than the recommended daily amounts of
fruit/vegetable and had high salt intake (54%; 95%CI: 53.3, 54.8). Physical inactivity was estimated at
39.7% (95%CI: 38.9, 40.5). A minority (16.7%; 95%CI: 16.1, 17.3) had low mental well-being, smoked
(8.9%; 95%CI: 8.4, 9.3), and drank alcohol (13.4%; 95%CI: 12.8, 13.9). Country and body mass index
had a significant correlation with many health-risk behaviors and mental well-being. The research
provided important baseline data for guidance and for the monitoring of health outcomes among
ASEAN university students and concludes that healthy diet, physical activity, and mental well-being
should be key priority health areas for promotion among university students.

Keywords: exercise; smoking; alcohol; diet; mental health; lifestyle habits; ASEAN

1. Introduction

In the pre-coronavirus-2019 (COVID-19) pandemic era, the evidence was clear that
healthy behaviors were the cornerstone to the prevention of non-communicable diseases
(NCDs). NCDs have imposed a major and increasing burden on health and healthcare
costs among nations [1]. Seventy-one per cent or 41 million of all global deaths (57 million)
were attributable to NCDs, and a majority (78%) of all NCD deaths and 85% of global
premature deaths occurred within low- and middle-income countries, where quite a few
are members of the Association of South East Asian Nations (ASEAN) [2,3]. Even though
many NCDs are usually asymptomatic in young adults, it is important to promote healthy,
active behaviors early to prevent or delay the development of NCDs. In ASEAN, there are
approximately 100 million young people (aged 15–24 years) with 20 million enrolled in a
university [4]. The health behaviors of university students provide a unique forecast into
future non-communicable disease (NCD) levels in later adulthood.

The lifestyle behaviors of students at university are critical, as it is the transitionary
phase from adolescence to young adulthood, and students experience many changes in
life that affect all dimensions of health—intellectual, emotional, and social—and these can
influence lifestyle choices that in turn affect health [5]. Many health behaviors, including
tobacco and alcohol consumption, poor sleep and diet, and physical inactivity, are posi-
tioned as major modifiable risk factors to NCDs [6]. Yet, although the above-mentioned
behaviors are commonly reported among university students in many regions and in many
countries [7–9], limited research reported specifically the prevalence of these health-risk
behaviors among ASEAN university students. Some literature on the lifestyle behaviors
of university students are instructive. For example, large-scale studies in North America,
Europe, and a multi-site study in 23 low-to-middle-income countries (LMICs) showed that
between 34% and 81% of university students did not meet global physical activity (PA)
guidelines [8,10–13]. It appears that a lower proportion of university students smoked
(12.7–19.3%), whereas 12.2% in LMICs and 50–60% in Western countries drank alcohol
heavily [8,10,12,13]. More than 80% of university students consumed insufficient fruit and
vegetable daily [8,12,13]. More than one-third (35%) of university students in five ASEAN
countries consumed sugar-sweetened beverages (SSBs) once or more times daily [14].
Apart from these health-risk behaviors, mental well-being is also a neglected health issue
among ASEAN university students. Although previous evidence showed that mental
well-being among university students in LMICs was not prevalent (12.1%) [12], the issue
of mental well-being has received greater attention from educators, especially during the
COVID-19 pandemic.

Attempts to promote health among university students in ASEAN has been advocated
through the ASEAN University Network—Health Promotion Network (AUN-HPN). AUN–
HPN was established to promote the roles of universities in health promotion, including
the prevention of NCDs across the ten ASEAN countries. The network comprises more
than 36-member universities across the region plus China, Japan, and South Korea [15].
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The AUN-HPN Healthy University Framework developed in 2016 provides guidelines
for ASEAN-member universities to adopt a holistic and comprehensive health promotion
policy and programs in their institutions. Key modifiable risk factors, e.g., tobacco and
alcohol consumption, poor diet, and physical inactivity, are included in the framework, as
these health-risk behaviors contribute to major NCDs in the region, for instance, coronary
heart diseases, diabetes, and cancers [16]. In addition to these health-risk behaviors, mental
health is also emphasized as part of the advocacy [15].

However, since the establishment of the AUN-HPN and launch of the Healthy Univer-
sity Framework in 2018, little is known about the prevalence of major health behaviors and
the factors associated with these behaviors and mental well-being in ASEAN university
students. The COVID-19 pandemic and its prevention measures could exacerbate health
behaviors and mental well-being of the students. Research shows that ASEAN university
students experienced unprecedented levels of burdens due to the sudden partial or com-
plete national lockdowns to contain the viral infections [17] and challenges of transitioning
from physical in-person to virtual or remote learning [18,19]. Therefore, there is a cogent
need for some baseline research during the COVID-19 pandemic to inform future policy,
programs, and practice in the post-pandemic era of the AUN countries. To support future
policies of the AUN-HPN and the implementations of the Healthy University Framework
among member universities, the present study investigated the prevalence of key health-
risk behaviors, mental well-being, and the sociodemographic factors associated with the
behaviors and mental well-being among university students in ASEAN.

2. Methods
2.1. Study Design and Setting

The study was a cross-sectional online self-administered student survey conducted
in 17 AUN-HPN member universities across 7 ASEAN countries. Participating univer-
sities included: (1) Universitas Airlangga, (2) Universitas Indonesia, and (3) Universitas
Gadjah Mada from Indonesia; (4) Universiti Brunei Darussalam from Brunei Darussalam;
(5) University of Malaya and (6) Universiti Putra Malaysia from Malaysia; (7) Ateneo de
Manila University from the Philippines; (8) Vietnam National University Ho Chi Minh City
from Vietnam; (9) Nanyang Technological University from Singapore; and (10) Burapha
University, (11) Chiang Mai University, (12) King Mongkut’s University of Technology
North Bangkok, (13) Naresuan University, (14) Mahasarakham University, (15) Mahidol
University, (16) Thammasat University, and (17) Walailak University from Thailand. Data
were collected from March to June 2021 where lockdown, movement, and social gathering
restrictions were enforced in all universities due to the coronavirus outbreaks in different
forms across the member countries of ASEAN.

2.2. Participants and Recruitment

Participating universities started the student recruitment process and distribution of
the online survey at different times between March and June 2021. All undergraduate
students enrolled in participating universities were invited to complete the online survey.
Student recruitment and the online survey distribution were coordinated by representatives
of each university and was tailored to the culture and practices of each university within
each country. The recruitment methods used included public relations posters, university-
wide email circulation, official university social media channels such as group LINE (Line
Corporation, Tokyo, Japan), and Instagram, Facebook, and WhatsApp (WhatsApp LLC.,
Menlo Park, CA, USA). Students were incentivized by being eligible for a prize draw for
fifty smart watches when they provided a completed survey. A link and QR code on every
channel were provided for students to obtain access to the survey.
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2.3. Measures/Instruments
2.3.1. Online Survey

The AUN-HPN online survey comprised seven sections: (1) PA, (2) social support
for PA, (3) university’s environment, (4) health-related behaviors, (5) mental well-being,
(6) opinion regarding university support, and (7) sociodemographic information. The
survey was developed based on previously tested instruments. The survey (including all
recruitment materials) originally developed in English was translated into the national
language of each country. The languages included: Bahasa Indonesia (similar with Bahasa
Malaysia and Bahasa Melayu), Malaysian, Thai, and Vietnamese. The translations were
back translated into English according to the World Health Organization guidelines [20]
to assess understandability of the questionnaire items and to rectify any inaccuracies
in the translated versions. Prior to data collection, the online surveys were pilot tested
with university students for comprehension of the survey and functionality of the online
Qualtrics survey platform (Qualtrics International Inc., Seattle, WA, USA, 2021). Necessary
changes were made, and student comments were taken into account before the rollout of
the online survey.

2.3.2. Demographics

Participants provided demographic information that included age, gender, coun-
try, height, weight, grade point average (GPA), year of study, and living arrangement.
Height and weight were used to calculate body mass index (BMI) and classified into
4 groups—“underweight” (<18.5 kg/m2), “normal” (18.5 to 22.9 kg/m2), “overweight”
(23.0 to 24.9 kg/m2), and “obese” (≥25 kg/m2) according to World Health Organization
(WHO) Asia-Pacific cut-offs [21]. GPA was standardized into a scale of 1 to 5 (≤3.2 = low,
3.3–3.9 = moderate, and >3.9 = high).

2.3.3. Health-Risk Behaviors

PA was measured based on the validated Global Physical Activity Questionnaire
(GPAQ) version 2.0 [22]. The 16-item GPAQ was developed and tested by WHO with
acceptable concurrent validity (r = 0.54) and a high level of repeatability (0.67–0.81) [23].
PA data were expressed as weekly Metabolic Equivalent of Task unit (MET-minutes/week),
which is a measure of energy expenditure, where 1 MET equals 1 kcal/kg/h [24]. To-
tal PA levels were classified into “sufficient (≥600 MET-min/week)” and “insufficient”
(<600 MET-min/week) based on the WHO PA guidelines [22].

Other health-risk behaviors—consumption of tobacco, alcohol, fruits/vegetables, salt,
and SSBs—were estimated using items from the existing instruments [25]. For tobacco
consumption, students who smoked daily were categorized into “current smokers”, and
other responses (smoke occasionally/do not smoke now but used to/tried smoking a few
times but never smoked regularly/have never smoked) were collapsed into “not current
smokers”. For alcohol consumption, students were asked how many days in a week they
usually drank alcohol. Response options ranged from 0–7 days and “do not ever drink”.
Students’ drinking was classified as “daily” if they drank 7 days/week and “not daily” for
responses of <7 days/week. We decided to classify students’ responses into “daily” and
“not daily” drinking because generally Asians have higher alcohol-abstention rates com-
pared with other regional groups and cultures [26]. In addition, regular alcohol drinking
increased risk for all-cause and cancer mortality [27], and a zero-tolerance approach has
been promoted among AUN-HPN member universities [15]. Thus, daily drinking reflected
that daily consumption of alcohol could be risky.

For fruit/vegetable consumption, students were asked how many servings of fruits
/vegetables they usually ate each day (one to eight servings). The consumption was classi-
fied into “sufficient” (≥5 servings/day) and “insufficient” (<5 servings/day), according to
WHO recommendations [28]. Consumption of snacks/fast food was assessed by asking
how many days students ate fast food, with response options ranging from none to 7 days.
Students who ate fast food every day were categorized into “daily”, and the remaining
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responses were collapsed into “not daily”. Students were also asked how many days they
drank SSBs. Responses were handled similarly to the consumption of fast food. Frequent
snacking and consumption of fast food (especially unhealthy food) are associated with
higher energy intake, which could lead to higher risks of obesity [29]. Similar to snack-
ing/fast food, frequent drinking of SSBs is associated with an increased risk of having
metabolic syndromes and other NCDs, e.g., type 2 diabetes, kidney, and heart disease [30].
Thus, students’ health could be at risk with daily consumption of fast food and SSBs. Salt
intake was assessed by asking how many teaspoons of salt/salty sauces were added to
food before eating. Based on WHO guidelines [31], responses were categorized into “not
excessive” (adding <1 tea spoon or 5 gm/per day) and “excessive” sodium intake (adding
≥1 tea spoon or 5 gm/per day).

2.3.4. Mental Well-Being

Mental well-being was measured using the shortened Warwick–Edinburgh Mental
Well-being Scale (WEMWBS), a reliable and valid tool for university students [32]. The scale
is scored by summing responses to each item answered on a 1 to 5 Likert scale (1 = none of
the time, 5 = all of the time). The minimum score is 7, and the maximum is 35. Those scored
between 7.0 and 17.99 was considered as having low mental well-being, 18.0 to 24.99 was
moderate, and 25.0 to 35.0 was considered as high mental well-being.

2.4. Data Analysis

Data analyzed were drawn from three sections: PA, health-related behaviors, and
sociodemographic information. To minimize errors in statistical analysis, a cleaning proce-
dure was employed, such as removal of ineligible cases, duplicate responses, responses
with more than 50% missing values (listwise deletion), and invalid questionnaire responses.
Missing data in valid cases were handled using multiple imputation techniques set at
10 multiple imputations to replace missing with predicted values [33] using R package mice.
Weighted probability was added as survey calibration to adjust and compensate for non-
response bias prior to computing descriptive statistics, estimation, and inferential analyses.

Sociodemographic characteristics, PA, mental well-being, and other health-related
behaviors were described with frequency and percentage as well as binomial approximation
method using 95% confidence interval. Chi-square test for independence was applied to
investigate the association of sociodemographic factors and each of the study outcome
variables. One-way ANOVA was used to investigate the association of sociodemographic
factors with the number of health-risk behaviors (sum of all study outcomes). Logistic
regressions were computed (stepwise) to examine the association between explanatory
and outcome variables. All analyses were computed on R v4.1.1 and RStudio v1.4.1717
for Mac (RStudio, Boston, MA, USA). Two-sided p-values less than 0.05 was considered
statistically significant.

3. Results

Table 1 presents the sample characteristics of 15,366 university students enrolled in
the online survey. The majority of respondents were from Vietnam (33.3%), followed by
Indonesia (28.8%) and Thailand (25.6%). Approximately, half of the respondents were
female (52.6%), were 19–21 years old (66.3%), and had normal BMI (61.5%). Over half of
the respondents achieved a moderate GPA of 3.3–3.9 out of 5 (69.2%) and lived off-campus
(65.2%). The highest prevalence of the health-risk behaviors was daily consumption of SSBs
(82.0%; 95%CI: 81.4, 82.6), followed by snacks/fast food (65.2%; 95%CI: 64.4, 66.0), low
consumption of fruit and vegetable (47.8%), and having an excessive salt intake (54.0%).
Insufficient PA levels (<600 MET-min/week) were observed in 39.7% (95%CI: 38.9, 40.5)
of respondents. A negative level of mental well-being was observed in 16.7% of the
respondents (95%CI: 16.1, 17.3), whereas 13.4% drank alcohol (13.4%; 95%CI: 12.8, 13.9)
and 8.9% smoked (8.9%; 95%CI: 8.4, 9.3) (Table 2).
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Table 1. Sociodemographic characteristics of university students (n = 15,366).

Weighted 95%CI

n % Lower Upper

Age in years, mean (SD) 20.0 1.9 19.5 20.4
18 2496 18.4 17.7 19.8

19 to 21 9016 66.3 65.9 67.5
>22 2085 15.3 14.0 16.1

Gender
Female 8077 52.6 51.78 53.4
Male 7289 47.4 46.6 48.2

BMI
Underweight (<18.5) 2917 21.3 19.5 23.0
Normal (18.5–22.9) 8441 61.5 58.0 65.0

Overweight (23.0–24.9) 1739 12.7 10.3 15.0
Obese (≥25) 624 4.5 2.6 7.0

Country
Vietnam 5106 33.3 32.5 34.0

Indonesia 4430 28.8 28.1 3.0
Thailand 3940 25.6 25.0 26.0

Brunei Darussalam 1020 6.6 6.3 7.0
Philippines 322 2.1 1.9 2.0

Malaysia 289 1.9 1.7 2.0
Singapore 259 1.7 1.5 2.0

Academic year
1st 9940 64.7 63.9 65.0
2nd 2895 18.8 18.2 19.0
3rd 1800 11.7 11.2 12.0

4th or more 731 4.8 4.4 5.1

GPA (1 to 5)
≤3.2 2443 20.1 19.5 21.0

3.2 to 3.9 8406 69.2 68.1 70.5
>3.9 1302 10.7 10.2 11.3

Living arrangement
Off-campus 10,021 65.2 64.5 66.0
On-campus 5345 34.8 34.0 36.0

95%CI, 95% confidence interval (maximum likelihood); SD, standard deviation; n, frequency; BMI, body mass
index; GPA, grade point average.

Table 2. Prevalence of health-related behaviors among ASEAN university students (n = 15,366).

Weighted 95%CI

n % Lower Upper

Physical activity
Sufficient (≥600 MET-min/week) 9269 60.3 59.5 61.1

Insufficient (<600 MET-min/week) 6097 39.7 38.9 40.5

Mental well-being
Low (7–17.99) 2559 16.7 16.1 17.3

Moderate (18–24.99) 9991 65.0 64.3 65.8
High (25.0–35.0) 2816 18.3 17.7 18.9

Overall score (7.0–35.0), mean (SD) 21.5 3.8 21.5 21.6
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Table 2. Cont.

Weighted 95%CI

n % Lower Upper

Smoking
Current smokers 1365 8.9 8.4 9.3

Not current smokers 14,001 91.1 90.7 91.6

Alcohol drinking
Daily 2052 13.4 12.8 13.9

Not daily 13,314 86.4 86.1 97.2

Fruits and vegetables
Sufficient (≥5 servings/day) 7339 47.8 47.0 48.6

Insufficient (<5 servings/day) 8027 52.2 51.5 53.0

Snacks/fast food
Daily 10,019 65.2 64.4 66.0

Not daily 5347 34.8 34.0 35.6

Salt intake
Not excessive (≤5 g/day) 7061 46.0 45.2 46.7

Excessive (>5 g/day) 8305 54.0 53.3 54.8

Sugar-sweetened beverages
Daily 12,598 82.0 81.4 82.6

Not daily 2768 18.0 17.4 18.6
95%CI, 95% confidence interval (maximum likelihood); SD, standard deviation; n, frequency.

Tables 3 and 4 show the proportion and significant sociodemographic factors that
are supported by the final multivariable model depicted in Table 5. After adjusting for
confounders, the strongest predictors of health-risk behaviors were country and BMI.
University students in Indonesia and Singapore were 35% and 15%, respectively, more
likely to be physically inactive compared with those in Brunei. Students in Indonesia
(OR = 0.40, 95%CI: 0.34, 0.47), Malaysia (OR = 0.36, 95%CI: 0.24, 0.54), Thailand (OR = 0.36,
95%CI: 0.30, 0.42), Singapore (OR = 0.59, 95%CI: 0.42, 0.81), and Vietnam (OR = 0.48, 95%CI:
0.41, 0.56) were significantly less likely to experience low mental well-being compared with
those in Brunei. Meanwhile, underweight and obese participants were 25% more likely to
be physically inactive compared with those with normal BMI.

Students who lived off-campus were 28% more likely to be physically inactive and
26% more likely to have high salt intakes. Those with higher GPA were significantly less
likely to consume alcohol. Female students were significantly less likely to have a poor diet
(based upon fruit and vegetable intake) but were more likely to consume sugar-sweetened
beverages. Higher-aged students were significantly less likely to have snack/fast food.
Students in year 2 and year 4 or above were 17% and 30% more likely to have poor
diet, respectively.



Int. J. Environ. Res. Public Health 2022, 19, 8528 8 of 15

Table 3. Sociodemographic factors associated with health-risk behaviors using chi-square test (n = 15,366) (Frequency (percentage)).

<600 MET Negative MW Smoker Alcohol
Drinker Poor Diet Snacking/

Fast Food High Salt SSB HRB a

Gender
Male 3057 (41.9) 1190 (16.3) 716 (9.8) 881 (12.1) 3979 (54.6) 4724 (64.8) 3998 (54.9) 5836 (80.1) 3.3 (1.3)

Female 3040 (37.6) 1369 (17.0) 649 (8.0) 1171 (14.5) 4048 (50.1) 5295 (65.6) 4307 (53.3) 6762 (83.7) 3.3 (1.3)

Age in years
18 1124 (45.0) 404 (16.2) 193 (7.7) 162 (6.5) 1394 (55.9) 1644 (65.9) 1352 (54.2) 1989 (79.7) 3.3 (1.3)

19 to 21 3602 (40.0) 1462 (16.2) 796 (8.8) 1196 (13.3) 4644 (51.5) 5516 (61.2) 4835 (53.6) 7457 (82.7) 3.3 (1.3)
>22 754 (36.2) 357 (17.1) 211 (10.1) 361 (17.3) 1103 (52.9) 1300 (62.4) 1138 (54.6) 1755 (84.2) 3.3 (1.4)

Country
Vietnam 1747 (34.2) 860 (16.9) 294 (5.8) 724 (14.2) 2348 (46.0) 1891 (37.0) 2902 (56.8) 4278 (83.8) 2.9 (1.3)

Indonesia 2437 (55.0) 654 (14.8) 440 (9.9) 166 (3.8) 2728 (61.6) 3473 (78.4) 2281 (51.5) 3486 (78.7) 3.5 (1.2)
Thailand 1115 (28.3) 562 (14.3) 406 (10.3) 996 (25.3) 1701 (43.2) 3069 (77.9) 2061 (52.3) 3378 (85.7) 3.4 (1.3)

Brunei Darussalam 437 (42.8) 306 (30.0) 136 (13.3) 35 (3.4) 682 (66.9) 257 (79.8) 549 (53.8) 833 (81.7) 3.8 (1.2)
Philippines 118 (36.7) 83 (25.5) 50 (15.5) 71 (22.1) 225 (69.9) 257 (79.8) 168 (52.2) 216 (67.1) 3.7 (1.5)

Malaysia 115 (40.0) 43 (14.9) 14 (4.8) 9 (3.1) 174 (60.2) 195 (79.8) 172 (59.5) 602 (69.9) 3.2 (1.3)
Singapore 128 (49.4) 52 (20.1) 25 (9.7) 51 (19.7) 169 (65.3) 219 (84.6) 172 (66.4) 205 (79.2) 3.9 (1.3)

Academic year
1st 4081 (41.1) 1609 (16.2) 861 (8.7) 1154 (11.6) 5170 (52.0) 6523 (65.6) 5402 (54.4) 8106 (81.6) 3.3 (1.3
2nd 1115 (38.5) 527 (18.2) 285 (9.8) 497 (17.2) 1511 (52.2) 1869 (64.6) 1559 (53.9) 2416 (83.5) 3.4 (1.3)
3rd 624 (34.7) 296 (16.4) 156 (8.7) 304 (16.9) 914 (50.8) 1089 (60.5) 959 (53.3) 1492 (82.9) 3.2 (1.3)

4th or more 277 (37.9) 127 (17.4) 63 (8.6) 97 (13.3) 432 (59.1) 538 (73.6) 385 (52.7) 584 (79.9) 3.4 (1.4)
GPA
≤3.2 902 (36.9) 405 (16.6) 240 (9.8) 472 (19.3) 1198 (49.0) 1478 (60.5) 1349 (55.2) 2048 (83.8) 3.3 (1.4)

3.2 to 3.9 3569 (42.5) 1302 (15.5) 738 (8.8) 918 (10.9) 4522 (53.8) 5555 (66.1) 4504 (53.6) 6877 (81.8) 3.3 (1.3)
>3.9 445 (34.2) 214 (16.4) 92 (7.1) 196 (15.1) 646 (49.6) 654 (50.2) 727 (55.8) 1070 (82.2) 3.1 (1.4)

BMI
Normal 3313 (39.3) 1300 (15.4) 720 (8.5) 1097 (13.0) 4426 (52.4) 5166 (61.2) 4506 (53.4) 6888 (81.6) 3.2 (1.3)

Underweight 1286 (44.0) 498 (17.1) 169 (5.8) 307 (10.5) 1570 (53.8) 1749 (60.0) 1526 (52.3) 2468 (84.6) 3.3 (1.3)
Overweight 640 (36.4) (308 (17.7) 230 (13.2) 249 (14.3) 846 (48.7) 1190 (68.4) 1025 (58.9) 1419 (81.6) 3.4 (1.3)

Obese 277 (44.6) 133 (21.3) 93 (14.9) 82 (13.1) 347 (55.6) 438 (70.2) 351 (56.3) 541 (85.7) 3.6 (1.3)
Living arrangement

On-campus 1647 (30.8) 795 (14.9) 503 (9,4) 1120 (21.0) 2641 (46.0) 3667 (68.6) 2806 (52.5) 4521 (84.6) 3.3 (1.3)
Off-campus 4450 (44.4) 1764 (17.6) 862 (8.6) 932 (9.3) 5566 (55.5) 6352 (63.4) 5499 (54.9) 8077 (80.6) 3.3 (1.3)

a one-way ANOVA (equal variance not assumed) (Mean (Standard deviation)); Bold values = significance at < 0.05; MET, metabolic equivalent; MW, mental well-being; SSB,
sugar-sweetened beverages consumption; HRB, number of health-risk behaviors (scored 0 to 8), results in Mean (Standard Deviation).
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Table 4. Factors associated with health-risk behaviors using bivariate logistic regression (n = 15,366) (Crude Odds Ratio (95%CI)).

Physical
Inactivity

(<600 MET)

Negative
Mental

Well-Being
Smoker Alcohol Drinker Poor Diet Snacking/

Fast Food High Salt SSB

Age in years
≤18 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00

19 to 21 0.81 (0.74, 0.89) 1.07 (0.92, 1.25) 1.16 (0.98, 1.36) 2.20 (1.86, 2.62) 0.84 (0.77, 0.92) 0.82 (0.74, 0.90) 0.97 (0.89, 1.06) 1.21 (1.08, 1.36)
>22 0.69 (0.61, 0.78) 1.21 (1.03, 1.42) 1.34 (1.10, 1.65) 3.02 (2.74, 4.08) 0.89 (0.79, 1.00) 0.85 (0.76, 0.97) 1.01 (0.90, 1.14) 1.35 (1.16, 1.58)

Gender
Male 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00

Female 0.84 (0.78, 0.89) 1.05 (0.96, 1.14) 0.80 (0.72, 0.90) 1.23 (1.12, 1.35) 0.84 (0.78, 0.89) 1.03 (0.97, 1.10) 0.94 (0.88, 1.00) 1.28 (1.17, 1.39)
BMI

Normal 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Underweight 1.22 (1.12, 1.33) 1.13 (1.01, 1.27) 0.66 (0.55, 0.78) 0.78 (0.69, 0.90) 1.06 (0.97, 1.15) 0.95 (0.87, 1.03) 0.95 (0.88, 1.04) 1.23 (1.10, 1.39)
Overweight 0.90 (0.81, 1.00) 1.18 (1.03, 1.35) 1.63 (1.39, 1.91) 1.12 (0.96, 1.29) 0.86 (0.78, 0.95) 1.37 (1.23, 1.53) 1.25 (1.12, 1.39) 0.99 (0.87, 1.14)

Obese 1.24 (1.05, 1.46) 1.49 (1.21, 1.81) 1.88 (1.48, 2.36) 1.01 (0.79, 1.28) 1.14 (0.96, 1.34) 1.49 (1.25, 1.79) 1.12 (0.95, 1.32) 1.46 (1.16, 1.87)
Country

Brunei Darussalam 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Indonesia 1.63 (1.42, 1.87) 0.40 (0.35, 0.47) 0.72 (0.59, 0.88) 1.10 (0.77, 1.61) 0.79 (0.69, 0.92) 0.42 (0.33, 0.51) 0.91 (0.79, 1.04) 0.82 (0.69, 0.98)
Malaysia 0.88 (0.67, 1.15) 0.41 (0.28, 0.57) 0.33 (0.18, 0.56) 0.90 (0.40, 1.82) 0.75 (0.57, 0.98) 0.24 (0.17, 0.32) 1.26 (0.96, 1.64) 0.52 (0.38, 0.70)

Philippines 0.77 (0.59, 1.00) 0.80 (0.60, 1.06) 1.19 (0.83, 1.69) 7.96 (5.23, 12.33) 1.15 (0.88, 1.51) 0.45 (0.32, 0.64) 0.93 (0.72, 1.20) 0.45 (0.34, 0.60)
Singapore 1.30 (1.00, 1.71) 0.59 (0.42, 0.81) 0.69 (0.43, 1.69) 6.90 (4.39, 11.00) 0.93 (0.70, 1.24) 0.62 (0.43, 0.94) 1.69 (1.28, 2.26) 0.85 (0.61, 1.20)
Thailand 0.52 (0.46, 0.61) 0.39 (0.33, 0.46) 0.75 (0.61, 0.92) 9.52 (6.85, 13.69) 0.38 (0.33, 0.43) 0.40 (0.32, 0.50) 0.94 (0.81, 1.08) 1.34 (1.12, 1.61)
Vietnam 0.69 (0.61, 0.79) 0.47 (0.41, 0.55) 0.40 (0.32, 0.49) 4.65 (3.34, 6.69) 0.42 (0.37, 0.49) 0.07 (0.05, 0.08) 1.12 (0.98, 1.29) 1.15 (0.97, 1.37)

Academic year
1st 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
2nd 0.90 (0.83, 0.98) 1.15 (1.03, 1.28) 1.15 (1.00, 1.32) 1.58 (1.41, 1.77) 1.01 (0.93, 1.09) 0.95 (0.88, 1.04) 0.98 (0.90, 1.06) 1.14 (1.02, 1.27)
3rd 0.76 (0.69, 0.85) 1.02 (0.89, 1.17) 1.00 (0.83, 1.19) 1.55 (1.34, 1.77) 0.95 (0.86, 1.05) 0.80 (0.72, 0.89) 0.95 (0.86, 1.06) 1.09 (0.96, 1.25)

4th or more 0.88 (0.75, 1.02) 1.09 (0.89, 1.32) 0.99 (0.75, 1.29) 1.16 (0.93, 1.45) 1.33 (1.15, 1.56) 1.46 (1.12, 1.73) 0.93 (0.80, 1.08) 0.89 (0.74, 1.08)

GPA
≤3.2 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00

3.2 to 3.9 1.26 (1.15, 1.38) 0.92 (0.82, 1.04) 0.88 (0.76, 1.03) 0.51 (0.45, 0.58) 1.21 (1.11, 1.32) 1.27 (1.16, 1.40) 0.93 (0.85, 1.02) 0.86 (0.76, 0.97)
>3.9 0.89 (0.77, 1.02) 0.99 (0.82, 1.29) 0.70 (0.54, 0.89) 0.74 (0.62, 0.89) 1.02 (0.89, 1.17) 0.65 (0.58, 0.75) 1.02 (0.89, 1.17) 0.88 (0.74, 1.06)

Living arrangement
On-campus 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Off-campus 1.79 (1.67, 1.92) 1.22 (1.12, 1.34) 0.91 (0.81, 1.02) 0.38 (0.35, 0.43) 1.46 (1.37, 1.56) 0.79 (0.74, 0.85) 1.10 (1.02, 1.17) 0.75 (0.69, 0.82)

Bold values = significance at < 0.05; MET, metabolic equivalent; SSB, sugar-sweetened beverages consumption.
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Table 5. Factors associated with health-risk behaviors using stepwise multiple logistic regression (n = 15,366) (Adjusted Odds Ratio (95%CI)).

Physical
Inactivity

(<600 MET)

Negative
Mental

Well-Being
Smoker Alcohol Drinker Poor Diet Snacking/

Fast Food High Salt SSB

Age in years
≤18 - - - 1.00 - 1.00 - -

19 to 21 - - - 1.39 (1.16, 1.68) - 0.88 (0.79, 0.99) - -
>22 - - - 1.60 (1.29, 2.00) - 0.83 (0.72, 0.97) - -

Gender
Male - - - - 1.00 - - 1.00

Female - - - - 0.92 (0.86, 0.99) - - 1.16 (1.06, 1.27)
BMI

Normal 1.00 1.00 1.00 1.00 1.00 - 1.00 1.00
Underweight 1.25 (1.14, 1.36) 1.14 (1.02, 1.28) 0.66 (0.56, 0.78) 0.80 (0.70, 0.92) 1.08 (0.99, 1.18) - 0.96 (0.88, 1.04) 1.22 (1.09, 1.37)
Overweight 0.86 (0.77, 0.96) 1.13 (0.98, 1.30) 1.52 (1.29, 1.78) 1.14 (0.97, 1.33) 0.79 (0.71, 0.88) - 1.27 (1.14, 1.41) 1.01 (0.89, 1.16)

Obese 1.25 (1.03, 1.45) 1.37 (1.12, 1.68) 1.58 (1.23, 1.99) 1.00 (0.77, 1.29) 1.01 (0.86, 1.20) - 1.16 (0.98, 1.37) 1.49 (1.17, 1.91)
Country

Brunei Darussalam 1.00 1.00 1.00 1.00 1.00 1.00 1.00 1.00
Indonesia 1.65 (1.43, 1.92) 0.40 (0.34, 0.47) 0.80 (0.64, 1.00) 1.00 (0.69, 1.49) 0.82 (0.70, 0.96) 0.41 (0.33, 0.51) 0.89 (0.77, 1.03) 0.82 (0.68, 0.98)
Malaysia 0.99 (0.73, 1.34) 0.36 (0.24, 0.54) 0.36 (0.19, 0.63) 1.14 (0.48, 2.41) 0.68 (0.50, 0.92) 0.22 (0.15, 0.31) 1.70 (1.25, 2.31) 0.51 (0.37, 0.69)

Philippines 0.75 (0.57, 0.99) 0.87 (0.64, 1.17) 1.30 (0.88, 1.89) 7.37 (4.73, 11.65) 1.10 (0.83, 1.47) 0.50 (0.35, 0.72) 1.04 (0.80, 1.36) 0.43 (0.32, 0.59)
Singapore 1.85 (1.34, 2.55) 0.73 (0.50, 1.06) 0.68 (0.38, 1.15) 8.15 (5.03, 13.31) 0.94 (0.68, 1.32) 0.50 (0.34, 0.77) 1.98 (1.42, 2.78) 0.88 (0.60, 1.33)
Thailand 0.68 (0.56, 0.82) 0.36 (0.30, 0.42) 0.87 (0.69, 1.09) 8.84 (6.30, 12.81) 0.38 (0.32, 0.44) 0.40 (0.31, 0.52) 1.19 (0.99, 1.43) 1.40 (1.14, 1.70)
Vietnam 0.73 (0.63, 0.84) 0.48 (0.41, 0.56) 0.41 (0.33, 0.52) 4.43 (3.16, 6.42) 0.41 (0.35, 0.47) 0.05 (0.04, 0.07) 1.19 (1.03, 1.38) 1.18 (0.97, 1.42)

Academic year
1st - - - - 1.00 - 1.00 -
2nd - - - - 1.17 (1.06, 1.28) - 0.93 (0.85, 1.02) -
3rd - - - - 1.08 (0.96, 1.21) - 0.87 (0.77, 0.97) -

4th or more - - - - 1.30 (1.07, 1.58) - 0.81 (0.67, 0.98) -

GPA
≤3.2 - - - 1.00 - - - -

3.2 to 3.9 - - - 0.75 (0.66, 0.86) - - - -
>3.9 - - - 0.69 (0.56, 0.84) - - - -

Living arrangement
On-campus 1.00 - - - - - 1.00 -
Off-campus 1.28 (1.13, 1.46) - - - - - 1.26 (1.11, 1.42) -

H-L Goodness-of-fit
test

χ2 (df) 8.66 (8) 0.862 (8) 2.14 (8) 7.08 (8) 2.34 (8) 6.14 (8) 8.51 (8) 11.00 (8)
p-value 0.371 0.999 0.976 0.528 0.968 0.632 0.386 0.202

Bold values = significance at <0.05; MET, metabolic equivalent; H-L, Hosmer–Lemeshow; SSB, sugar-sweetened beverages consumption.
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4. Discussion

The present study provided the baseline data of key health-risk behaviors and mental
well-being among ASEAN university students in the COVID-19 pandemic. Several salient
health-risk behaviors in university students, in particular unhealthy diet and physical inac-
tivity, were identified behaviors, and these are instructive and helpful to the AUN-HPN
stakeholders. We found that a very high proportion of ASEAN university students (82%)
consumed SSBs daily, which were much higher than that reported in another study in
university students in LMICs (35%) [12]. The frequent consumption of SSBs is worrisome,
as research showed that it contributed to negative dietary patterns, including frequent
fast food, high salt, and low fruit and vegetable intake [14]. Our findings also suggested
that from the first year of university life onwards, students, particularly those living off
campus, demonstrated increasingly poorer dietary choices. That could partially be due to a
lack of self-discipline to eat a healthy diet and the fact that students had to be responsible
for feeding themselves [34,35]. Additionally, the prevalence of sufficient fruit and vegetable
intake among ASEAN university students (47.8%) was much lower compared to that re-
ported by a multisite study in LMICs (82%) and in Australian (90%) and Canadian students
(63.8%) [12,13,36]. One reason could be due to the limited access to fruits and vegetables
from country-wide lockdowns and movement restrictions to prevent the spread of the
COVID-19 in the seven ASEAN countries. Many traditional markets that sell affordable
fruits and vegetables were closed during the pandemic. However, we recommend further
research into the monitoring of the consumption of SSBs, fruit and vegetable, salt, and
snack/fast food as the COVID-19 pandemic morphs into a COVID-19 endemic in seven
ASEAN countries.

In the present study, physical inactivity among ASEAN students (39.7%) was much
higher than the estimated mean for East and South-East Asia (17.3%) [37]. The prevalence
of physical inactivity was, however, consistent with the 41.4% reported in a multisite study
conducted in the Caribbean and South America, Sub-Saharan Africa, and East, Central,
South, and South East Asia [12,37]. The results were also similar to those reported among
university students in Malaysia (41.4%) [11] and Thailand (50.5%) [38]. When compared
to the prevalence estimates reported in American (>70%) [39] and Canadian university
students (61.2%) [36], the prevalence estimates of physical inactivity among ASEAN stu-
dents were lower. Some evidence showed that the COVID-19 pandemic affected on the
PA of young adults as the prevalence of meeting the PA guidelines among them decreased
markedly in the COVID-19 pandemic compared to before the COVID-19 pandemic [40,41].
Nonetheless, the baseline prevalence of PA levels among ASEAN university students prior
to the COVID-19 pandemic was unknown. Thus, the prevalence estimates from the present
study provided useful baseline data for the monitoring of PA among university students in
the event that COVID-19 pandemic morphs into an endemic disease. These results also
provided the AUN-HPN with additional impetus to support its health promotion initiatives
for comprehensive PA opportunities for students returning to campuses when COVID-19
restrictions are relaxed.

Several identified health-risk behaviors that were less prevalent are nonetheless still
important for continuous monitoring. This included the mental well-being of ASEAN
university students, where 16.7% of them reported low mental well-being. However,
the prevalence identified in our study is markedly lower than that reported in Western
countries such as Australia (33.8%) and the United States (45%) [42,43]. We propose two
reasons for this lower relative prevalence of poor mental well-being in ASEAN university
students. First, the prevalence could be under-reported owing to the stigma that is often
associated with mental disorders in Asian cultures [44]. Second, social capital (e.g., positive
family and community relationships, family support, and social interaction and support
networks via social media) could have a buffering and protective function, while physical
social isolation measures were operational [45].

Similarly, we suspect that the prevalence of tobacco and alcohol consumption might be
underreported. The proportion of students who were current smokers (8.9%) in this current
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study was about half of the South East Asian regional estimate (19.3% among students
aged ≥15 years) reported by others [46]. Moreover, the proportion of ASEAN university
students who drank daily (13.4%) was much lower than that reported among people aged
15–19 years in South East Asia (21%) and in the Western Pacific regions (38%) [46]. These
observed differences could partially be explained by the higher legal age requirements for
alcohol and tobacco consumption in some of the ASEAN countries. (e.g., 20 years old in
Thailand [47]). Additionally, some ASEAN countries, e.g., Brunei, Indonesia, and Malaysia,
have populations where Muslims constitute a majority of the population and where alcohol
drinking could be prohibited by the national religion. Tobacco and alcohol consumption are
also prohibited in most educational institutions in the ASEAN region and might therefore
contribute to the lower relative levels of consumption compared to non-ASEAN countries,
where the habits of tobacco and alcohol consumption are less restrictive.

BMI and country of residence appeared to have a significant correlation with the lifestyle
behaviors of university students. For instance, obese university students seemed to have
many health-risk behaviors. They had higher odds of having insufficient PA, low mental
well-being, and a higher consumption of SSBs. Similarly, students who were underweight
had higher odds of not meeting the PA guidelines and having a low mental well-being.
Although there was no significant relationship between BMI and snacking/fast food con-
sumption, our results suggested that having a healthy body weight was important for
university students’ well-being. Our results showed that health-risk behaviors in university
students varied by the country of residence. For instance, compared to university students
from Brunei, those from Indonesia and Singapore were more likely to be insufficiently
active, and university students from the Philippines, Singapore, Thailand, and Vietnam
had a higher chance of being daily alcohol drinkers. Similarly, university students from
Malaysia, Singapore, and Vietnam had greater odds of having a high salt intake. These
findings suggested that universities and public health advocates planning ameliorative
health programs in different countries might need to take into account the different cultures,
environments, and different priorities of the countries for effective implementation. For
example, Singapore stakeholders need to pay attention to physical inactivity and alcohol
and salt consumption in university students, while those in Thailand need to focus on
alcohol and SSB consumption. Nevertheless, limited data in the present survey precluded
a more expansive discussion. We recommend that country-level factors, e.g., urbanization,
gross domestic product per capita, human development index, dietary culture, COVID-19
prevention measures, and health promotion policies and advocacy, be included in follow-
up research to gain deeper insights on how these factors might play a role in the lifestyle
behaviors in university students in the seven ASEAN countries.

It is noteworthy that students with a higher GPA had lower odds of being alcohol
drinkers. The odds were even lower when the GPA was greater than 3.9. The results of our
study contrasted with a study in Finland that showed that academic performance had no
significant correlation with any alcohol consumption behavior (e.g., high frequency, and
problematic drinking) [48]. There is, however, evidence to the contrary, where frequent
drinking of alcohol is negatively associated high school and college completion [49]. As
limited research on the relationship between academic performance and alcohol consump-
tion is available, and it is unknown if the academic performance–alcohol consumption
nexus relationship is bidirectional, further investigation is recommended.

Several strengths and limitations of the present research are instructive. Although this
is a large-scale, multinational study that used well-defined measures and received good
response from students in the midst of COVID-19 pandemic, self-reporting could underes-
timate certain health-risk behaviors such as tobacco, alcohol, and mental state because of
social desirability bias (SDB). Nonetheless, as the online survey was anonymous, perhaps
SDB was minimized. As data were collected in the COVID-19 pandemic, and responses
were compounded by the COVID-19 prevention measures, statistical inference on causal
and interactional events are limited with the cross-sectional nature of the research, and
cause-and-effect deductions in the results cannot be ascertained. The research in the seven
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ASEAN countries in the COVID-19 pandemic presented opportunities for learning and
fostered collaboration. Future research could use more robust prospective research designs
so as to minimize biases and examine direct and indirect effects of health-risk behaviors
singly or in combination (i.e., tobacco, alcohol, and other risk behaviors), environmental
factors, and university policies on university students’ health behaviors.

5. Conclusions

Our study provided important baseline data on health-risk behaviors and mental
well-being of ASEAN university students in the COVID-19 pandemic. It is conceivable
that, given time, many ASEAN countries could transition to a COVID-19 endemic situation
(i.e., unbridled living with COVID-19), where movement restrictions ease, and more activi-
ties would be allowed. As the students fully re-enter the academic institutions after the
pandemic, healthy diet and PA should be considered as priority areas for health promotion
among the AUN-HPN member universities. Additionally, conditions of poor mental well-
being in university students, which are under-discussed and still stigmatized, should be
carefully monitored. Existing university health promotion programs should continually
be reviewed and renewed so that they can continue to stay relevant and effective for the
benefit of university students across the seven ASEAN countries.

Author Contributions: Conceptualization, H.A.R., A.A., K.H.A.-M. and M.R.; methodology, H.A.R.,
A.A., K.H.A.-M. and M.R.; formal analysis, H.A.R.; investigation, H.A.R., A.A., K.H.A.-M., D.A.,
S.C. (Surasak Chaiyasong), S.C. (Supat Chupradit), L.Q.H., K.I., I.N., H.B.A.M., A.I.N.M.N., Y.R.,
M.H.T.O.d.l.C., S.S., D.V., A.W., S.C. (Sukanya Charoenwattana), N.C., J.C. and M.-H.R.H.; resources,
H.A.R., A.A., K.H.A.-M., D.A., S.C (Surasak Chaiyasong), S.C. (Supat Chupradit), L.Q.H., K.I., I.N.,
H.B.A.M., A.I.N.M.N., Y.R., M.H.T.O.d.l.C., S.S., D.V., A.W., S.C (Sukanya Charoenwattana), N.C.,
J.C. and M.-H.R.H.; data curation, H.A.R. and A.A.; writing—original draft preparation, H.A.R. and
A.A.; writing—review and editing, H.A.R., A.A., K.H.A.-M., D.A., S.C. (Surasak Chaiyasong), S.C.
(Supat Chupradit), L.Q.H., K.I., I.N., H.B.A.M., A.I.N.M.N., Y.R., M.H.T.O.d.l.C., S.S., D.V., A.W., S.C.
(Sukanya Charoenwattana), N.C., J.C., K.S., M.C., T.M. and M.-H.R.H.; visualization, H.A.R. and A.A.;
supervision, A.A.; project administration, A.A.; funding acquisition, H.A.R., A.A. and K.H.A.-M. All
authors have read and agreed to the published version of the manuscript.

Funding: This study was financially supported by Thai Health Promotion Foundation through
Children and Youth Physical Activity Studies (Ref: 61-00-1814) and Centre of Advanced Research,
Universiti Brunei Darussalam (UBD/RSCH/1.10/FICBF(b)/2019/005). The sponsors were not
involved with or had any roles regarding the conduct of this study and publication.

Institutional Review Board Statement: This study protocols were undertaken in accordance with
relevant local and international ethical guidelines and regulations, e.g., Declarations of Helsinki. The
primary ethical approval for the whole study protocol was obtained from Mahidol University Central
Institutional Review Board (MU-CIRB 2020/089.0704). Participating universities also obtained ethical
approval from the relevant institutional review boards.

Informed Consent Statement: All student participants in the study were not minors and gave their
informed online consent by clicking “I agree to participate” before completing the survey.

Data Availability Statement: The datasets generated and/or analyzed during the current study are
not publicly available due to restrictions on intellectual property regulations of the funding organiza-
tion. Data are, however, available provided that an application is submitted at info@thaihealth.or.th
or areekulk@gmail.com and approved by the data custodians. No administrative process is required
to access the datasets.

Acknowledgments: The authors thank the administrative staff of all participating universities for
their assistance during sampling recruitment and data collection. We feel gratitude to all students
who participated in the survey. The authors appreciate institutional support and advice from the
AUN-HPN International Advisory Committee, with special thanks to Wiwat Rojanapithayakorn and
Vijj Kasemsab during the development of this project.



Int. J. Environ. Res. Public Health 2022, 19, 8528 14 of 15

Conflicts of Interest: The authors declare no conflict of interest. The funders had no role in the design
of the study; in the collection, analyses, or interpretation of data; in the writing of the manuscript, or
in the decision to publish the results.

References
1. Ding, D.; Lawson, K.D.; Kolbe-Alexander, T.L.; Finkelstein, E.A.; Katzmarzyk, P.T.; van Mechelen, W.; Pratt, M.; Lancet Physical

Activity Series 2 Executive Committee. The economic burden of physical inactivity: A global analysis of major non-communicable
diseases. Lancet 2016, 388, 1311–1324. [CrossRef]

2. World Health Organization. Sixty-Sixth World Health Assembly: Follow-Up to the Political Declaration of the High-Level Meeting of the
General Assembly on the Prevention and Control of Non-communicable Disease; WHO Governing Body Documentation; WHO: Geneva,
Switzerland, 2013.

3. World Health Organization. Noncommunicable Diseases. 2021. Available online: https://www.who.int/news-room/fact-sheets/
detail/noncommunicable-diseases (accessed on 25 October 2021).

4. ASEAN. First ASEAN Youth Development Index; ASEAN: Jakarta, Indonesia, 2017; p. 89.
5. Kwan, M.Y.; Cairney, J.; Faulkner, G.; Pullenayegum, E. Physical Activity and Other Health-Risk Behaviors during the Transition

into Early Adulthood: A Longitudinal Cohort Study. Am. J. Prev. Med. 2012, 42, 14–20. [CrossRef] [PubMed]
6. World Health Organization. Noncommunicable Diseases Country Profiles 2018; World Health Organization: Geneva,

Switzerland, 2018.
7. Alkhalidy, H.; Orabi, A.; Alzboun, T.; Alnaser, K.; Al-Shami, I.; Al-Bayyari, N. Health-Risk Behaviors and Dietary Patterns Among

Jordanian College Students: A Pilot Study. Front. Nutr. 2021, 8, 225. [CrossRef] [PubMed]
8. Kwan, M.Y.; Faulkner, G.E.; Arbour-Nicitopoulos, K.P.; Cairney, J. Prevalence of health-risk behaviours among Canadian

post-secondary students: Descriptive results from the National College Health Assessment. BMC Public Health 2013, 13, 548.
[CrossRef]

9. Shaheen, A.M.; Nassar, O.S.; Amre, H.M.; Hamdan-Mansour, A.M. Factors Affecting Health-Promoting Behaviors of University
Students in Jordan. Health 2015, 7, 53021. [CrossRef]

10. Dowd, K.P.; Szeklicki, R.; Minetto, M.A.; Murphy, M.H.; Polito, A.; Ghigo, E.; Van Der Ploeg, H.; Ekelund, U.; Maciaszek, J.;
Stemplewski, R.; et al. A systematic literature review of reviews on techniques for physical activity measurement in adults: A
DEDIPAC study. Int. J. Behav. Nutr. Phys. Act. 2018, 15, 1–33. [CrossRef]

11. Goje, M.; Salmiah, S.; Azuhairi, A.A.; Kamaruzaman, J. Physical Inactivity and Its Associated Factors among University Students.
IOSR J. Dent. Med Sci. 2014, 13, 119–130. [CrossRef]

12. Pengpid, S.; Peltzer, K.; Kassean, H.K.; Tsala, J.P.T.; Sychareun, V.; Müller-Riemenschneider, F. Physical inactivity and associated
factors among university students in 23 low-, middle- and high-income countries. Int. J. Public Health 2015, 60, 539–549. [CrossRef]

13. Whatnall, M.C.; Patterson, A.J.; Siew, Y.Y.; Kay-Lambkin, F.; Hutchesson, M.J. Are psychological distress and resilience associated
with dietary intake among australian university students? Int. J. Environ. 2019, 16, 4099. [CrossRef]

14. Pengpid, S.; Peltzer, K. Prevalence and socio-behavioral factors associated with sugar-sweetened beverages consumption among
15 years and older persons in South Africa. Diabetes Metab. Syndr. Obes. Targets Ther. 2019, 12, 937–945. [CrossRef]

15. ASEAN University Network—Health Promotion Network, AUN-HPN Healthy University Framework. 2018. Available online:
https://aihd.mahidol.ac.th/aun-hpn/pdf/Healthy%20University%20Framework%20Final.pdf (accessed on 15 January 2022).

16. World Health Organization. Global Status Report on Noncommunicable Diseases; WHO: Geneva, Switzerland, 2014; p. 302.
17. Djalante, R.; Nurhidayah, L.; Van Minh, H.; Phuong, N.T.N.; Mahendradhata, Y.; Trias, A.; Lassa, J.; Miller, M.A. COVID-19 and

ASEAN responses: Comparative policy analysis. Prog. Disaster Sci. 2020, 8, 100129. [CrossRef] [PubMed]
18. Aji, R.N.B.; Hermawan, E.S. Correlation of the Use Online Test Methods in Improving Student Problem Solving Skills in Virtual

Learning During the COVID-19 Pandemic in Indonesia. In Proceedings of the 3rd International Conference on Social Sciences
(ICSS 2020), Makassar, Indonesia, 16–17 October 2020; Atlantis Press: Amsterdam, The Netherlands, 2020.

19. Toquero, C.M.D. Emergency remote teaching amid COVID-19: The turning point. Asian J. Distance Educ. 2020, 15, 185–188.
20. World Health Organization. Translation and Linguistic Evaluation Protocol and Supporting Material; Manual for WHO Disability

Assessment Schedule WHODAS 2.0; WHO: Geneva, Switzerland, 2010; pp. 1–8.
21. World Health Organization. The Asia-Pacific Perspective: Redefining Obesity and Its Treatment; WHO: Geneva, Switzerland, 2000.
22. World Health Organization. Global Physical Activity Questionnaire (GPAQ) Analysis Guide; World Health Organization: Geneva,

Switzerland, 2005.
23. Bull, F.C.; Maslin, T.S.; Armstrong, T. Global Physical Activity Questionnaire (GPAQ): Nine Country Reliability and Validity

Study. J. Phys. Act. Health 2009, 6, 790–804. [CrossRef]
24. Ainsworth, B.E.; Haskell, W.L.; Herrmann, S.D.; Meckes, N.; Bassett, D.R., Jr.; Tudor-Locke, C.; Greer, J.L.; Vezina, J.; Whitt-Glover,

M.C.; Leon, A.S. 2011 Compendium of Physical Activities: A Second Update of Codes and MET Values. Med. Sci. Sports Exerc.
2011, 43, 1575–1581. [CrossRef]

25. World Health Organization. WHO STEPS Surveillance Manual: The WHO STEP Wise Approach to Chronic Disease Risk Factor
Surveillance; World Health Organization: Geneva, Switzerland, 2008; pp. 1–453.

26. Cook, W.K.; Mulia, N.; Karriker-Jaffe, K. Ethnic Drinking Cultures and Alcohol Use among Asian American Adults: Findings
from a National Survey. Alcohol Alcohol. 2012, 47, 340–348. [CrossRef] [PubMed]

http://doi.org/10.1016/S0140-6736(16)30383-X
https://www.who.int/news-room/fact-sheets/detail/noncommunicable-diseases
https://www.who.int/news-room/fact-sheets/detail/noncommunicable-diseases
http://doi.org/10.1016/j.amepre.2011.08.026
http://www.ncbi.nlm.nih.gov/pubmed/22176841
http://doi.org/10.3389/fnut.2021.632035
http://www.ncbi.nlm.nih.gov/pubmed/34055850
http://doi.org/10.1186/1471-2458-13-548
http://doi.org/10.4236/health.2015.71001
http://doi.org/10.1186/s12966-017-0636-2
http://doi.org/10.9790/0853-13101119130
http://doi.org/10.1007/s00038-015-0680-0
http://doi.org/10.3390/ijerph16214099
http://doi.org/10.2147/DMSO.S209147
https://aihd.mahidol.ac.th/aun-hpn/pdf/Healthy%20University%20Framework%20Final.pdf
http://doi.org/10.1016/j.pdisas.2020.100129
http://www.ncbi.nlm.nih.gov/pubmed/34173447
http://doi.org/10.1123/jpah.6.6.790
http://doi.org/10.1249/MSS.0b013e31821ece12
http://doi.org/10.1093/alcalc/ags017
http://www.ncbi.nlm.nih.gov/pubmed/22378829


Int. J. Environ. Res. Public Health 2022, 19, 8528 15 of 15

27. Jankhotkaew, J.; Bundhamcharoen, K.; Suphanchaimat, R.; Waleewong, O.; Chaiyasong, S.; Markchang, K.; Wongworachate,
C.; Vathesatogkit, P.; Sritara, P. Associations between alcohol consumption trajectory and deaths due to cancer, cardiovascular
diseases and all-cause mortality: A 30-year follow-up cohort study in Thailand. BMJ Open 2020, 10, e038198. [CrossRef] [PubMed]

28. World Health Organization. Diet, Nutrition and the Prevention of Chronic Diseases: Report of a Joint WHO/FAO Expert Consultation;
WHO Technical Report Series 916; WHO: Geneva, Switzerland, 2003.

29. Gomez, P.; Schneid, N.; Delaere, F. How often should I eat it? Product correlates and accuracy of estimation of appropriate food
consumption frequency. Food Qual. Prefer. 2015, 40, 1–7. [CrossRef]

30. PREDIMED Investigators. Frequent Consumption of Sugar- and Artificially Sweetened Beverages and Natural and Bottled
Fruit Juices Is Associated with an Increased Risk of Metabolic Syndrome in a Mediterranean Population at High Cardiovascular
Disease Risk. J. Nutr. 2016, 146, 1528–1536. [CrossRef]

31. World Health Organization. Guideline: Sodium Intake for Adults and Children; WHO: Geneva, Switzerland, 2012.
32. Fung, S.-F. Psychometric evaluation of the Warwick-Edinburgh Mental Well-being Scale (WEMWBS) with Chinese University

Students. Heal. Qual. Life Outcomes 2019, 17, 46. [CrossRef]
33. Azur, M.J.; Stuart, E.A.; Frangakis, C.; Leaf, P.J. Multiple imputation by chained equations: What is it and how does it work? Int.

J. Methods Psychiatr. Res. 2011, 20, 40–49. [CrossRef]
34. Beaudry, K.M.; Ludwa, I.A.; Thomas, A.M.; Ward, W.; Falk, B.; Josse, A.R. First-year university is associated with greater body

weight, body composition and adverse dietary changes in males than females. PLoS ONE 2019, 14, e0218554. [CrossRef] [PubMed]
35. Tseng, M.; DeGreef, K.; Fishler, M.; Gipson, R.; Koyano, K.; Neill, D.B. Peer reviewed: Assessment of a university campus food

environment, California, 2015. Prev. Chronic Dis. 2016, 13, 1528–1536. [CrossRef] [PubMed]
36. National College Health Assessment. Canadian Reference Group Data Report Spring 2019; American College Health Association:

Silver Spring, MD, USA, 2019; pp. 1–63.
37. Guthold, R.; Stevens, G.A.; Riley, L.M.; Bull, F.C. Worldwide trends in insufficient physical activity from 2001 to 2016: A pooled

analysis of 358 population-based surveys with 1.9 million participants. Lancet Glob. Health 2018, 6, e1077–e1086. [CrossRef]
38. Wattanapisit, A.; Fungthongcharoen, K.; Saengow, U.; Vijitpongjinda, S. Physical activity among medical students in Southern

Thailand: A mixed methods study. BMJ Open 2016, 6, e013479. [CrossRef] [PubMed]
39. Danbert, S.J.; Pivarnik, J.M.; Mudd, L.M. College Student Academic Success: The Effects of Meeting ACSM Physical Activity

Recommendations: 1443 Board# 183 May 29, 8:00 AM–9:30 AM. Med. Sci. Sports Exerc. 2014, 46, 385.
40. Amini, H.; Habibi, S.; Islamoglu, A.H.; Isanejad, E.; Uz, C.; Daniyari, H. COVID-19 pandemic-induced physical inactivity: The

necessity of updating the Global Action Plan on Physical Activity 2018–2030. Environ. Health Prev. Med. 2021, 26, 32. [CrossRef]
41. Katewongsa, P.; Widyastari, D.A.; Saonuam, P.; Haemathulin, N.; Wongsingha, N. The effects of the COVID-19 pandemic on the

physical activity of the Thai population: Evidence from Thailand’s Surveillance on Physical Activity 2020. J. Sport Health Sci. 2021,
10, 341–348. [CrossRef]

42. Browning, M.H.E.M.; Larson, L.R.; Sharaievska, I.; Rigolon, A.; McAnirlin, O.; Mullenbach, L.; Cloutier, S.; Vu, T.M.; Thomsen,
J.; Reigner, N.; et al. Psychological impacts from COVID-19 among university students: Risk factors across seven states in the
United States. PLoS ONE 2021, 16, e0245327. [CrossRef]

43. Dodd, R.H.; Dadaczynski, K.; Okan, O.; McCaffery, K.J.; Pickles, K. Psychological Wellbeing and Academic Experience of
University Students in Australia during COVID-19. Int. J. Environ. Res. Public Health 2021, 18, 866. [CrossRef]

44. Tan, G.T.H.; Shahwan, S.; Goh, C.M.J.; Ong, W.J.; Wei, K.C.; Verma, S.K.; Chong, S.A.; Subramaniam, M. Mental illness stigma’s
reasons and determinants (MISReaD) among Singapore’s lay public—A qualitative inquiry. BMC Psychiatry 2020, 20, 422.
[CrossRef]

45. McPherson, E.K.; Kerr, S.; McGee, E.; Morgan, A.; Cheater, F.M.; McLean, J.; Egan, J. The association between social capital and
mental health and behavioural problems in children and adolescents: An integrative systematic review. BMC Psychol. 2014, 2, 7.
[CrossRef] [PubMed]

46. World Health Organization. Global Status Report on Alcohol and Health 2018: Executive Summary; WHO: Geneva, Switzerland, 2018.
47. Bureau of Tobacco Control. Tobacco Products Control Act B.E. 2560 (2017); Department of Disease Control, Ed.; Bureau of Tobacco

Control: Nonthaburi, Thailand, 2017.
48. El Ansari, W.; Salam, A.; Suominen, S. Is Alcohol Consumption Associated with Poor Perceived Academic Performance? Survey

of Undergraduates in Finland. Int. J. Environ. Res. Public Health 2020, 17, 1369. [CrossRef] [PubMed]
49. Yamada, T.; Kendix, M. The impact of alcohol consumption and marijuana use on high school graduation. Health Econ. 1996,

5, 77–92. [CrossRef]

http://doi.org/10.1136/bmjopen-2020-038198
http://www.ncbi.nlm.nih.gov/pubmed/33361071
http://doi.org/10.1016/j.foodqual.2014.07.018
http://doi.org/10.3945/jn.116.230367
http://doi.org/10.1186/s12955-019-1113-1
http://doi.org/10.1002/mpr.329
http://doi.org/10.1371/journal.pone.0218554
http://www.ncbi.nlm.nih.gov/pubmed/31269047
http://doi.org/10.5888/pcd13.150455
http://www.ncbi.nlm.nih.gov/pubmed/26851337
http://doi.org/10.1016/S2214-109X(18)30357-7
http://doi.org/10.1136/bmjopen-2016-013479
http://www.ncbi.nlm.nih.gov/pubmed/27678548
http://doi.org/10.1186/s12199-021-00955-z
http://doi.org/10.1016/j.jshs.2020.10.001
http://doi.org/10.1371/journal.pone.0245327
http://doi.org/10.3390/ijerph18030866
http://doi.org/10.1186/s12888-020-02823-6
http://doi.org/10.1186/2050-7283-2-7
http://www.ncbi.nlm.nih.gov/pubmed/25566380
http://doi.org/10.3390/ijerph17041369
http://www.ncbi.nlm.nih.gov/pubmed/32093287
http://doi.org/10.1002/(SICI)1099-1050(199601)5:1&lt;77::AID-HEC184&gt;3.0.CO;2-W

	Introduction 
	Methods 
	Study Design and Setting 
	Participants and Recruitment 
	Measures/Instruments 
	Online Survey 
	Demographics 
	Health-Risk Behaviors 
	Mental Well-Being 

	Data Analysis 

	Results 
	Discussion 
	Conclusions 
	References

