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ABSTRACT 

Obesity in children is a complex disorder characterised by the excessive fat accumulation that 

may impair health. Obesity is fast becoming a major public health concern in Zambia 

especially among the urban population. This is attributed to the changes in lifestyle and 

dietary habits. The objective of this study was to determine the prevalence of obesity and 

associated risk factors among primary school children of Lusaka District.  

 

This was a cross-sectional survey was conducted of children 7-12 years old in day primary 

schools in Lusaka District, Zambia over a period of six months (October 2017- March 2018). 

The study was conducted in 14 schools, using a stratified multistage sampling. Two schools, 

one government and one private were selected randomly from each of the seven 

constituencies of Lusaka district. The pupils in each school were selected randomly using a 

probability proportionate to size sampling strategy. A total of 556 eligible pupils were 

recruited. Information collected included anthropometric measurements, school head teacher 

reported, parent/guardian-reported, and child-reported questionnaires on lifestyle, diet and 

physical activity.  

 

The prevalence of obesity was 8.8 percent and overweight 12.6 percent among the 

participants with the burden increasing with age (OR = 1.35, 95%, CI = 1.05 – 1.74, P-value 

= 0.02). Boys had on average 38% reduced odds for overweight/obese weight compared to 

girls [Adjusted Odds Ratio (OR) = 0.62, 95% Confidence Interval (CI) = 0.40 – 0.97, P-value 

= 0.034]. Pupils in private schools had on average twice increased odds for overweight/obese 

weight (OR = 2.26, CI = 1.47 – 3.48, P-value < 0.001) and those that watched television for 

less than one hour had on average 55% reduced odds for overweight/obese weight (OR = 

0.45, CI = 0.25 – 0.81, P-value = 0.007). 

 

The risk factors associated with obesity include female gender, enrolment in a private school 

and proloned watching of television. Primary preventive measures for childhood obesity 

should start early in childhood and address the school environment and socioeconomic 

determinants of parents contributing to childhood obesity. It is imperative that the level of 

physical activity needs to improve in schools through physical education and sporting 

activities. Parents need to limit time their children spend on the electronic gadgets and 

encourage physical activity in order to reduce the mortality and morbidity associated with 

obesity.   
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CHAPTER ONE 

BACKGROUND  

 

1.1 Introduction  

According to the World Health Organisation WHO (2015), obesity is a condition of abnormal 

or excessive fat accumulation that may impair health. [1] Obesity has become an epidemic in 

many parts of the world but our understanding of the problem in children is limited due to 

lack of data from different countries. Varying criteria for defining obesity does not make our 

understanding of the problem in children any easier. [1] 

The modern lifestyle has contributed to increasing levels of obesity. Fast foods are readily 

available for consumption at any moment and more people have a life of less physical 

activity. In addition, there is ease of transportation as opposed to walking and many hours are 

spent on a desk in classroom. Thus, the the high consumption of readily available fast foods 

and a lifestyle of less physical activities have created a new phenomenon of obesity in nearly 

all societies.  

Children have not been spared by the escalating obesity levels in the world. Available 

statistics indicate a growing trend in childhood obesity, particularly in primary schools. [2] In 

Zambia, the overall childhood obesity remains at 1 percent since 1992 and the percentage of 

children under the age of 5 years is 8 percent.[3] No studies have been conducted targeting 

primary school going children in Zambia. Available studies have focused on obesity in the 

adult population. [4, 5] Childhood obesity is of an interest for several reasons: firstly, it has 

been recognised that correcting the problem of obesity in childhood is much more effective 

and thus ultimately escapes the risk factors associated with obesity in later adult life. 

Secondly, corrective measures are equally attainable such as through adherence to correct 

dietary intakes and physical activities in school programmes. [6, 7] 

This study endeavoured to determine the magnitude of the problem of childhood obesity in 

Lusaka, Zambia and the factors that are associated with its development. 

Childhood obesity is a major public health concern. It has been shown to lead to increased 

health care costs, reduced quality of life and significant morbidity and mortality. [8] Childhood 

obesity is not only a daily problem for most paediatricians and parents in majority of 

economically developed countries but is also becoming a burden for developing countries as 
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well.[9] The increased burden of childhood obesity in recent years involves both its prevalence 

and development at an earlier age with increased occurrence of its comorbidities such as 

diabetes mellitus type 2, cardiovascular diseases, liver and renal disease, hyperlipidaemia and 

hypertension. [10] 

The prevalence of overweight and obesity among children and adolescents has increased 

dramatically over the last four decades. Since the 1970s, childhood obesity rates have more 

than tripled in countries such as the United States (US). Increases in overweight status have 

been observed across all ages, ethnic groups, and both genders, with children from minority 

and low socioeconomic backgrounds disproportionately affected. [8] 

International data reporting childhood obesity varies, and accuracy may be less than optimal. 

However, Eneli and Dele Davies 2008 reported that in 77 percent of the countries analysed, 

the prevalence rate for children who were overweight was at least 10%. The highest rates for 

children at risk for obesity were found in Malta (25.4 percent) and the United States (25.1 

percent). Lithuania (5.1 percent) and Latvia (5.9 percent) had the lowest rates. [11] 

Adolescent obesity is predictive of adult obesity with 80 percent of teenagers who are obese 

continue to be obese as adults. Obesity is more likely to occur during specific periods of life, 

such as when children are aged 5-7 years and during adolescence. [12] A recent European 

Youth Heart Study suggests male sex is at higher risk of obesity in adolescence. [12] 

In Zambia, studies conducted by Rudatsikra et al 2012 in Lusaka showed that the overall 

prevalence of obesity was 14.2 percent in the general population, with a higher proportion of 

females (18.6 percent) than males (5.1 percent) being obese. [13] 

Another study was conducted in Kaoma District of the Western Province and Kasama in 

Northern Province indicated that altogether 7.6 percent of them were overweight and 2.5 

percent were obese. Factors that were associated with overweight/obesity were sex, 

education, vegetable consumption, smoking and hypertension. [14] 

It must be noted that there is no literature on childhood obesity in Zambia, as most of the 

studies have been conducted in the adult age group. The ZDHS report of 2013-14 shows that 

the overall prevalence of obesity in children under 5 years is 1 percent and that of Luska 

Province is 8 percent [3]. This study, therefore, sought to establish the prevalence of obesity 

and risk factors associated with it in primary school going children in the Lusaka District. 



 

3 
 

1.2 Statement of the Problem 

Research to document magnitude of childhood obesity in Zambia is yet to be done. Obesity is 

becoming a public health concern in Zambia especially among the urban population, yet data 

on prevalence and associated risk factors remains unknown.   

This study, therefore, addresses the research gap by investigating the prevalence of childhood 

obesity and the associated risk factors among school going children in Lusaka District. 

1.3 Study Justification 

This study will contribute to the baseline data on the prevalence of obesity among school 

going children. The epidemiological data of obesity in school going children that has been 

generated from this study will help inform policy markers, parents and school authorites on 

magnitude of childhood obesity and devise stategeies to combat the increasing trend of 

obesity among children. Furthermore, the research has provided an excellent opportunity to 

launch a countrywide public health campaign to raise awareness among families, teachers, 

school administrators and policy makers. 

1.4 Research Question 

What is the prevalence and associated risk factors for obesity among school going children 

aged 7- 12 years old in Lusaka District? 

1.5 Objectives  

1.5.1 General Objective 

To determine the prevalence of obesity and associated risk factors among primary school 

children of Lusaka District. 

1.5.2 Specific Objectives 

1. Determine the prevalence of childhood obesity among primary school going children 

aged 7-12 years old. 

2. Evaluate the demographic characteristics of the primary school going children aged 7-12 

years old. 

3. Determine personal risk factors and behaviours associated with obesity in primary school 

going children aged 7-12 years. 
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CHAPTER TWO 

LITERATURE REVIEW 

2.1 Definition of Overweight and Obesity 

Height and weight are anthropometric measurements used to calculate the Body Mass Index 

(BMI). The BMI is calculated by didviding a person’s weight in kilograms by the square of 

their height in metres (kg/m2). [15] The BMI is a valid, convenient, inexpensive and 

reproducible method of determing childhood obesity. [16]. 

BMIs for children and adolsecents can be calcualated in the same way, but the results do not 

have the same meaning because the normal amount of body fat varies with age and gender. 

The indicators of nutritional status of children were calculated using growth standards 

published by the World Health Organisation in 2006. These growth standards were generated 

through data collected in the WHO Multicentre Growth Reference Study. [17] The weight-for-

height index measures body mass in relation to body height or length and describes current 

nutritional status of the child. The BMI for age is expressed in standard deviation units from 

the Multicentre Growth Reference Study median. Children with more than one standard 

deviation (+1) are considered at risk oif overweight. Children with than more than two 

standard deviations (+2) above the BMI for age are considered overweight and those above 

three standard deviations (+3) above the BMI for age considered obese. [1] 

Determinants of obesity operate at social, economic, environmental, family and individual 

levels. There is increasing consensus that environmental and lifestyle factors, rather than 

genetic or biological factors, are the primary drivers of the current childhood obesity 

epidemic. [18] Several likely determinants of obesity have been identified including poor diet, 

physical inactivity, sedentary lifestyle, low socioeconomic status and the built-in 

neighbourhood environment. [18] 

2.2 Trends of Childhood Obesity 

2.2.1 Globally 

Globally, overweight and obesity are significant public health problems associated with 

several adverse physical and psychological consequences during childhood and in later life. 

In 2016, an estimated 41 million children under the age of 5 years were overweight or obese. 

Once considered a high-income country problem, overweight and obesity are now on the rise 

in low- and middle-income countries, particularly in urban settings.  



 

5 
 

In Africa, the number of overweight children under 5 has increased by nearly 50 per cent 

since 2000. Nearly half of the children under 5 who were overweight or obese in 2016 lived 

in Asia. Over 340 million children and adolescents aged 5-19 were overweight or obese in 

2016. The prevalence of overweight and obesity among children and adolescents aged 5-19 

has risen dramatically from just 4 percent in 1975 to just over 18 percent in 2016. The rise 

has occurred similarly among both boys and girls: in 2016, 18 percent of girls and 19 percent 

of boys were overweight. While just under 1 percent of children and adolescents aged 5-19 

were obese in 1975, more 124 million children and adolescents (6 percent of girls and 8 

percent of boys) were obese in 2016. [19] 

In the US, the prevalence of obesity has tripled in children aged 2 to 5 years and the 

prevalence rates have quadrupled in children aged 6 to 11 years. [20] Ogden et al, 2012 

reported that the prevalence of overweight and obesity in the National Health and Nutrition 

Survey (NHANES 2011/2012) were 31.8 percent and 16.9 percent respectively. [21] 

Rokholm et al. 2010 conducted a systematic review and assessed the prevalence of childhood 

obesity in 17 countries (including countries in Western Europe, North America and Australia) 

since the year 1999. While there was some conflicting evidence, overall the findings 

suggested that obesity prevalence had stabilised in many developed countries though patterns 

were less consistent amongst lower socio-economic groupings. [22] 

Studies have shown that obesity rates have increased in developing countries. For example, a 

study done by Mercedes et al conducted a meta- analysis of cross-sectional surveys in 79 

countries out of a total of 147 developing countries where data were available for analysis. 

The investigators found that 17.5 million pre- school children were overweight in 1995. They 

also found that overweight children were highest in Latin America, Africa (Eastern, Southern 

and Eastern) and Asia (Eastern and Southern). [23] 

2.2.2 Sub-Saharan Africa 

The prevalence of childhood obesity varies from country to country due to several reasons. It 

also appears to be rising in several countries as noted below. A systematic review study by 

Fruhstorfer et al 2016 to examine the association between socio- economic status and 

overweight or obesity among school-age children in sub-Saharan Africa showed that children 

from higher SES households and those attending private schools tended to be overweight and 

obese. [24] 
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In another cross- sectional study done by Gebremedhin S. 2015 to determine the prevalence 

and differentials of overweight/ obesity in preschool children in sub- Saharan Africa showed 

higher figures in Sierra Lone (16.9 percent), Comoros (15.9 percent) and Malawi (14.5 

percent), whereas lower prevalence was found in Ethiopia (3.0 percent) and Togo (2.6 

percent). The prevalence of overweight/ obesity was slightly higher in boys than girls. They 

also found that the risk of overweight/ obesity was significantly increased with high maternal 

BMI and birth weight and decreased with increasing maternal age, maternal education, 

child’s age and number of siblings.  On the other hand, they found no significant association 

with national gross domestic product per capita, place of residence (urban- rural) and 

household wealth index. [25] 

In Tanzania, Mosha and Fungo 2010 did a cross- sectional comparison study to determine the 

prevalence of overweight and obesity among school children in Dodoma and Kinondoni 

municipalities. They found that the prevalence of obesity among children aged 6 – 9 in 

Dodoma and Kinondoni were 5.6 percent and 6.3 percent respectively. Likewise, 4.2 percent 

of children aged 6-9 in Dodoma were overweight while 8.6 percent of their counterparts in 

Kinondoni municipality were overweight.  

For children aged 10-12, 3.9 percent in Dodoma were obese compared to 5.8 percent of their 

counterparts in Kinondoni. Some 4.9 percent of the children aged 10- 12 in Dodoma were 

overweight compared to 5.8 percent of their counterparts in Kinondoni. [26] 

In South Africa, a study done by Pienaar in 2015 showed that the overall prevalence of 

obesity among 6 - 9year old children primary schools increased from 12.5 percent at baseline 

to 16.7 percent over a 3-year period. [27] 

2.2.3 Zambia 

The ZDHS report 2013-0 14 shows that the overall childhood overweight and obesity is at 1 

percent. The prevalence of overweight and obesity in Lusaka province was at 8 percent. 

Analysis by age group shows that the percentage overweight and obesity is highest among 

children below 6 months of age (3 percent) and it decreases with age. [3]  

2.3 Biological, Genetic and Dietary Behaviours 

Childhood obesity is a complex disorder resulting from genetic, metabolic, environmental, 

socioeconomic and behavioural factors. [28]  
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The mechanism of the development of obesity is not fully understood, but it is confirmed that 

obesity results from an imbalance between energy intake and energy expenditure. [29] 

Genetics are one of the biggest factors examined as a cause of obesity. Infact, some studies 

have found that BMI is 25- 40 percent heritable. [30] Less than 5 percent of obesity cases 

result from endocrine or neurological syndromes such as Prader Willi, Klinefelter’s, 

Lawrence Mood Biedl and Mauriac syndromes. However, the wide range of the results 

reported indicates that, while genetic influences may ultimately be found to be more 

significant than environmental factors, both likely play a significant role. [30] 

Dietary factors have been studied extensively for its possible contributions to the rising rates 

of obesity. The dietary factors that have been examined include fast food consumption, 

sugary beverages, snack foods, and portion sizes. Increased fast food consumption has been 

linked with obesity in recent years. Many families opt for these places as they are often 

favoured by their children and are both convenient and inexpensive. [31] Foods served at fast 

food resturants tend to contain a high number of calories with low nutritional values. [32]  

Poor dietary behaviours related to intake of fats were reported by Petrillo & Meyers 2002: 

more than 84% of children and adolescents consume too much total fat daily and more than 

90 percent eat too much saturated fat. They also found that, on average, young people get 33-

34 percent of their calories from total fat and 12-13 percent of their calories from saturated fat 

as compared to recommended 20- 30 percent of total daily calories as fat and no more than 5- 

6 percent saturated fat of total calories. [33] 

In addition, poor dietary habits encompass consumption of beverages, which has also been a 

concern. A study examining children aged 9–14 from 1996–1998, found that consumption of 

sugary beverages increased the BMI by small amounts over the years. [30] Sugary drinks are 

another factor that has been examined as a potential contributing factor to obesity. Sugary 

drinks are often thought of as being limited to soda, but juice and other sweetened beverages 

fall into this category. Many studies have examined the link between sugary drink 

consumption and weight, and it has been found to be a contributing factor to being 

overweight and obese. [30] 
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2.4 Environmental Factors 

Environment plays a key role in the obesity epidemic in the United States, encompassing 

several contributing factors.  Environmental factors favouring overweight and obesity include 

a high fat and energy intake, a low level of habitual physical activity as well as frequent 

inactive behaviours. [34] 

Opportunities to be physically active and safe environments to be active in have decreased in 

the recent past. Most children in the past walked or rode their bike to school. A study 

conducted in 2002 found that 53 percent of parents drove their children to school. [30] Of 

these parents, 66 percent said they drove their children to school because their homes were 

too far away from school. Other reasons parents gave for driving their children to school 

included no safe walking route fear of child predators and out of convenience for the the 

child. [30] 

Researchers have found that the lack of access to parks and recreational facilities in 

communities is linked with high obesity rates among community members. The design of 

neighbourhoods is an important determinant in the amount of physical activity children 

receive. The presence of sidewalks, bicycle paths, and parks is conducive to physical activity. 

[35] 

Physical activity plays a critical role in preventing overweight and obesity. Nevertheless, 

physical activity measurement is difficult to interpret and evaluate. [36] The United States 

Department of Health and Human Services in 2008 released guidelines for physical activity 

for children and adolescents. They recommended at least one hour of moderate to vigorous 

physical activity daily. [37] 

Based on the results of the Global School Based Student Health Survey conducted in 2010 

showed that among 34 countries, only 24 percent of males and 15 percent of female school 

children met the recommendations of 60 minutes of moderate to vigorous physical activity 

per day. [38] 

Studies indicate that foods consumed outside the home are more likely to lead to obesity and 

obesity-related diseases. Business and industry have also contributed to changes in food 

consumption behaviours. These days, food and drink are available in most venues of 

everyday life.  
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A typical American supermarket carries 45,000 items and consumer portions served by 

restaurants and fast-food establishments are often double the size of current recommended 

United States Department of Agriculture (USDA) serving size. Retail food businesses 

continue to offer energy- dense foods in increasingly larger portions, because it is a highly 

profitable component of their operations. [39] As a result, children have unlimited access to 

fast foods that are extensively promoted. 

Unfortunately, these foods are high in calories, contain elevated levels of saturated fat, 

sodium and sugar are low in fibre and calcium and ultimately low in nutritional value. [33] 

One of the primary strategies used by fast food restaurants is extensive use of advertising that 

is targeted of children and adolescents. The media has a powerful influence and has the 

capacity to persuade children to make poor food choices. Even brief exposure to televised 

food commercials can influence pre-school children’s food preferences. [40] 

As noted by Conklin and Parks 2005, food marketers realize that targeting advertisements to 

children will influence the types of foods families purchase. They also found that the message 

is often intentionally distorted. Food marketers claim that in the food industry: ‘there are no 

good or bad foods’ and that ‘increased physical activity is the most crucial factor in 

addressing obesity. [41] Although it is true that physical activity is important, linking it to the 

false statement that there are no “bad foods” is extremely misleading and is likely to cause 

children to make poor food choices. Advertisers are making increasing use of internet and 

mobile phone advertising, which is of concern because of their appeal to young people. 

Conklin and Parks 2005 estimate that nearly one-half of the world’s teenagers have access to 

the internet, and 20% have mobile phones. [41] 

Given that substantial portions of the world’s population have little or no access to these 

technologies, this would indicate that percentages within the United States are considerably 

higher. 

2.5 Family Influences 

It must be noted that parental diet, lifestyle, and other exposures have been implicated in 

subsequent offspring obesity risk, including parental obesity, [42] smoking, [43] endocrine-

disrupting and other chemicals, [44] and weight gain during gestation and gestational diabetes. 

[45]  
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These and other studies point to lasting effects of fetal programming that via differing 

mechanisms, likely epigenetic, result in substantial repercussions in life course health, with 

implications across the socioeconomic/food availability spectrum.  

Careful management of diet and lifestyle in pre- and perinatal periods could exert a 

considerable impact on the obesity epidemic for generations to come. [45] These findings 

suggest that familial or genetic factors may have some influence on the persistence of obesity 

from an early age. 

However, it has also been observed that, as a child grows, individual factors may become the 

predominant contributors to long-term obesity. As children grow older, the effect of parental 

inherited obesity is likely to decrease, whereas the effects of obesity present in the child 

increases. This includes the child’s levels of physical activity and eating habits. [46]  

Therefore, it appears that familial and individual factors are both important determinants of a 

child’s obesity and long-term weight outcomes. Feeding practices is another documented 

family influence that has an impact on childhood obesity. Evidence indicates that parenting 

styles and feeding practices can have a significant impact on a child’s eating behaviours. [47] 

Wardle and Carnell 2006 identified three feeding styles used as deliberate strategies by 

parents to influence the type or amount of food their child eats: (i) pressuring - usually to eat 

more healthy foods but sometimes just more food overall, particularly at mealtimes; (ii) 

restriction - usually of access to ‘unhealthy’ foods, particularly energy-dense snacks and (iii) 

instrumental feeding - use of ‘food treats’ as rewards. [47] 

Studies show that eating dinner together as a family promotes healthful eating among 

children and adolsecents by increasing their consumption of fruit and vegetables and reducing 

their consumption of fats and soft drinks. [48] These same studies, however, show that families 

eat dinner together less often as children grow older. One study found that nine-year-olds ate 

dinner with their family roughly half the time, while fourteen-year-olds ate dinner with their 

families only a third of the time. [48] It is crucial, therefore, that parents maintain family eating 

practices throughout adolescence.  

As with preschool-aged children, the availability of foods at home is a major influence on 

older children’s diets. Studies have found that making fruits and vegetables available at home 

increases children’s consumption of these foods. [49]  
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Furthermore, parents must not only provide healthful foods at home, but also eat these foods 

themselves. 

In summary, research indicates that there are several familial influences that contributed to a 

child’s risk factors for obesity. These factors must be considered when developing prevention 

and intervention programs to address the childhood obesity epidemic. 

2.6 Media Influences 

Media advertising is another societal factor contributing to the rise in childhood obesity. 

Extensive research of this issue has been conducted, perhaps due in part to the public 

perception that the media has a strong influence on children’s behaviour.  

Harper 2006 has observed that the media is a significant stakeholder in the obesity epidemic, 

with billions of dollars in food advertising spent on television alone. [50]. Ninety-nine percent 

of adolesecents have a television in their home, and 65 percent have a television in their 

bedroom. A study done by Utter et al in 2003, found that a high television/video use among 

boys and girls was associated with more unhealthful dietary behaviours (e.g, increased 

consumption of soft drinks, fried foods, and snacks). In contrast, the time spent reading/doing 

homework was associated with more healthful dietary behaviours (eg, increased consumption 

of fruits and vegetables). [51] The amount of time children spend watching television daily 

coupled with the amount of corporate advertising money spent to reach these children makes 

television a key player in either the promotion of obesity or its prevention and cure. [50] 

Katz et al. 2005 found that internet use and playing video games appear to be significant 

factors contributing to a decrease in physical activity, which in turn is a significant factor in 

the increase in childhood overweight and obesity [52]. Conklin and Parks 2005 have observed 

that, because members of this generation have the ability and tools necessary to readily make 

informed decisions, they are empowered more than any previous generation. However, they 

are also easily influenced by what interests them and advertising companies know how to tap 

into their needs and desires. [41] 
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CHAPTER THREE 

RESEARCH METHODOLOGY 

3.1 Study Design 

This was a cross sectional study involving children aged 7 to 12 years enrolled in day primary 

schools in Lusaka. 

3.2 Study Site 

The study was done in Lusaka District, the capital city of Zambia. It is in the South-Central 

part of the Country. The district has an area of 360 square kilometers and is the most 

populated city in the country, with a total population of 2,128,369. It has a population density 

of 5,328 people per square kilometer (CSO, 2011). 

The District shares its borders with four districts i.e. Chilanga to the South, Chisamba to the 

North, Chongwe to the east and Shibuyunji to the West. Its boundaries extend from Airport 

turn off in the east to Garden House Motel in the West and from Chilanga in the South to 

Zani Muone Motel in the North. The study was conducted in private and government day 

schools within Lusaka District.       

3.3 Study Duration      

The study was carried out from October 2017 to March 2018 covering a period of six months. 

3.4 Target Population 

The target population was comprised of all children from day primary schools in Lusaka 

District aged between 7 and 12 years old.   

3.5 Eligibility Criteria 

Participants in this research were school going children in Lusaka that are day scholars. All 

children in primary schools whose parents provided consent for their participation aged 

between 7 and 12 years, who were present at school at the time the research team was 

conducting the research were eligible.  Both obese and non-obese pupils where included in 

the research. 

Children whose parents where unable or unwilling to provide informed consent and children 

who where 8 years of age or older and unable or not willing to provide assent to study 

participation, where excluded from the research.  
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3.6 Sample Size 

Sample Size Determination- The following prevalence formula was used to calculate the 

sample size using the Open Version EPI Info Version 3:  

N= Z² X P (1-P) 

(E) ² 

Where: - 

N= Sample required 

P= Proportion of the population estimated to have desired characteristics 

E= Degrees of freedom= 0.025 

Z= Z statistic= 1.96 (95% C I) 

P= Expected prevalence (10%) 

Therefore N= (1.96) ² X 0.10(1-0.10) 

   (0.025) ² 

N= 556. 

3.7 Sampling Methods  

The sampling basis consisted of both public and private primary day schools in Lusaka 

District. Using the Ministry of General Education (MoGE) database, a complete list of all 

public and private schools in Lusaka the population research area was compiled.  

A stratified multistage sampling was used. Firstly, a random sample of schools was selected 

from the list of schools in the district stratified by constituency and government and private 

schools, i.e. the first strata was of constituencies in the district and the second strata was of 

government or private school type within each constituency. Thus, a random sample of both 

government and private schools was drawn from the list of government and private schools 

list in each constituency. The following primary schools were selected; Chadleigh, Southend, 

Overhill, Sonshine, Ndelefina, Moyo and Dasco. The following government day primary 

schools were selected Mkandawire, Chibolelo, Jarcarandar, Vera Chiluba, Chibolya, 

Chingwere, and Emmasdale.  

Secondly, for each selected school, a list of pupils was prepared, and a random sample of 

pupils chosen. In each participating school, a probability proportionate to size sampling 

strategy was used to select the number of pupils. 
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The pupils where asked to participate through obtaining informed written consent from their 

parents (or legal guardians).   

For all pupils 8 years of age or older whose parents gave consent to the study, the study was 

discussed with them and their written assent to participate was sought. Figure 1 shows the 

schema for recruitment of participants into the study.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 1: Showing a schema of how participants were recruited 

 

3.8 Study Procedure 

Informed consent forms were pre-populated with a unique identity code (UIC). After 

informed consent had been obtained, the pupils (i.e. participant) where considered enrolled, 

and all written study documentation only listed the pupils’s UIC. An electronic logbook that 

contains the “code” that links each student’s name was only accessible by the Principal 

Investigator and the supervisors. 

Questionnaires - Data was obtained by use of standard questionnaires for children adapted 

from the Cork Children’s Lifestyle study protocol. A standard questionnaire for parents and 

guardians was used to obtain socio- demographic parameters. Equally a structured 

questionnaire was used to obtain information about the selected school. 
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Anthropometric measurements - A room was allocated were the height and weight were taken 

in privacy and recorded on the data sheet. The children where required to take off any heavy 

clothing and their shoes before the measurements were done. All measurements were done by 

the researcher. The height was measured in centimetres without the participant wearing foot 

and head gear. Each child’s height was taken using a standardized United Nations Children’s 

Emmergency Fund (UNICEF) metric height board whilst standing on a flat surface. 

Thereafter, the child’s weight was measured in kilograms using the lightweight SECA scale 

with digit screens designed and manufactured under the authority of UNICEF. Prior to 

satnding on the SECA scale, the child removed his/her shoes. The researcher took the 

measurements whilst the research assistant recorded each measurement twice in ordere to 

ensure accuracy.  

Body Mass Index (BMI) - The BMI was calculated and compared to the WHO reference 

charts for BMI- for- age for boys and girls.  

3.9 Variables 

3.9.1 Independent Variables  

a) Age  

b) Sex 

c) School type 

d) Fast food frequency 

e) Physical activity 

f) Screen time (time spent watching TV/working on the computer or using electronic 

games). 

g) Family owning a car 

h) Parental level of education 

3.9.2 Dependent Variable  

a) Body Mass Index 

3.10 Data Management 

A standardised data entry questionnaire for each research participant was used for data 

collection. The data was then entered and analysed using Statistical Package for Social 

Sciences (SPSS) version 21.0.  
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Data analysis ranged from descriptive statistics (means, standard deviations and frequencies) 

describing the general characteristics to identification of statistically significant associations. 

Statistical Analysis 

IBM SPSS version 21.0 was used for statistical analysis and to produce some graphical 

output. All statistical tests were at 5% significance level. Independent samples T-test was 

used to compare mean values between groups and the Pearson’s chi-squared test was used for 

comparison of proportions between groups. The Fisher’s exact test was used when one or 

more of the cells had an expected frequency of five or less. Some variable categories with 

less frequency were collapsed together accordingly. Study variables were checked for 

evidence of co-linearity based on a correlation coefficient >0.8.  

The relationship between study variables and obesity was examined using backward logistic 

regression.  The selection for entry into the logistic regression model was considered at level 

p<0.15 or known clinical significance from literature.  

Univariate Analysis 

Since the outcome of interest is binary cross tabulations were done between the independent 

variables and the dependent variable. The crude odds and adjusted odds ratio were calculated. 

Multivariate Logistic Regression  

A multivariate backward logistic regression model was used to assess the association between 

obesity and the multiple independent variables. 

Statiscal Analysis 

IBM SPSS version 21.0 was used for statistical analyses and to produce graphical output. 

Frequency distribution statistics and plots of the variables collected such as frequency 

distribution tables, histograms, bar- graphs, scatter plots, and box- plots were run to identify 

extreme values and observe variable distribution.  

3.11 Ethical Consideration 

Ethical clearance was obtained from ERES CONVERGE IRB (REF NO: 2017- Mar- 004). 

Permission to conduct the study was requested from the MoGE through the PEO.  
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Written informed consent for participation in the research was obtained from the parents (or 

other legal guardian) of all pupils. Parents where approached using letters distributed to 

pupils during information sessions and asked if they would like to enrol their child in the 

study. A demonstration or role play was used in schools to engage the pupils while explaining 

the purpose of the study and screening procedures. Some schools chose to invite parents to a 

meeting led by study staff to discuss the school screening program.  

Other schools opted to have the study staff conduct the information session with pupils, who 

then took the information sheet and consent form home to their parents.  

The consent forms (Appendix II) wass written in English and Nyanja and supplied to parents 

as per their vernacular. The purposes, risks and potential benefits of participation where 

explained in these letters.  

The parents were then given the consent form to sign or on which to place his or her 

thumbprint.  The consent forms were placed in a dedicated study folder and kept in a locked 

file cabinet at UTH.  

For children 7 years of age, parental consent alone was required. For children 8 years of age 

and older, he/she was informed about the study and signed an assent form to show agreement 

to participate in the study in addition to written parental consent (Appendix III).  

The researcher explained the purpose of the study and assured the respondents that there is no 

ill-motive and confidentiality of their responses was assured. This confidentiality included 

non-disclosure of the identities of the participants. Feedback on the physical measurements 

will be provided to parents/guardians. The participants were not exposed to any harmful 

procedures. 

Parents/guardians of children (pupils) with obesity were referred to the paediatrician for 

further care.

3.12 Study Limitations 

Recruitment from schools was quite difficult, especially in private schools. Some parents 

were not willing to allow their children participte in the study. An attempt was made to 

recruit an equal number of girls and boys, but this was difficult. This may have influenced the 

results. 
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Many parentsThe parental/guardian self administered questionnaire given out to the parents 

whose understanding of certain terms may not be known. Thus, there was a possibility of 

biasness.  In addition, consumption and activity were assessed using parent reports on a self-

administered questionnaire, and the format of some of the questions may have been confusing 

to respondents. 
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CHAPTER FOUR 

RESULTS 

4.1 Social and Demographic characteristics 

There were a total 556 pupils interviewed for this study. The mean age of the pupils was 10.5 

years (SD = 1.47). Figure 2 shows the age distribution of the pupils. A greater proportion of 

the pupils were girls 320/556 (57.6 percent) while 236/556 (42.4 percent) were boys. Figure 3 

shows the sex distribution of the study group. This difference in proportion between the sexes 

was statistically significant (P<0.001). There was no significant difference in mean age 

between boys and girls (P=0.23). There were 14 schools surveyed for the study in total, 7 

private schools and 7 government schools. There were 206/ 556 (37.1%) pupils from private 

schools and 350/556 (62.9%) pupils from government schools selected for this study. There 

were 316/556 pupils (56.8%) who ate breakfast every day before school, 152/556 (27.3%) 

who ate most days, and 88/556 (15.8%) who never ate breakfast before school. There were 

392/556 (70.5%) pupils that had no any physical education (PE) classes and 164/566 (29.5%) 

that had 1 or more PE classes per week at their school. 

Most families 333/556 (59.9%) ate fast food at least once a week, 172/556 (30.9%) ate fast 

foods once to three times a week, and 51/556 (9.2%) ate fast foods daily. Though not 

statistically significant in the bivariate analysis, most pupils that ate fast foods more than 

three times a week were obese (P = 0.44). There 49 pupils with obesity. Of these, 22 were 

boys and 27 were girl. Figure 4 shows the distribution of obesity by sex. 

 

 

 

 

 

 

 

 

Figure 2: Pupil age Distribution 
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Figure 3: Sex distribution of the study group 

 

 

Figure 4: Distribution of obesity by sex 

 

There were 404/556 (72.7%) pupils with normal weight, 33/556 (5.9%) were under weight 

(Z-score <-2), 19/556 (3.4%) were with possible risk of being overweight (Z-score >+1), 

70/556 (12.6%) were overweight (Z-score >+2), and 49/556 (8.8%) were obese (Z-

score >+3).  Figure 5 shows the BMI for age of the pupils enrolled in the study.   
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Figure 5: BMI for age of pupils 

There were 164/556 (29.5%) pupils that did not engage in any kind of sport after school in a 

week, while 94/556 (16.9%) did engage in sport once a week, 164/556 (29.5%) engaged in 

sport 2 or 3 times a week, and 134/556 (24.1%) engaged in sport 4 or more times in a week. 

There were 102/556 (18.3%) pupils with a television (TV) in their bedroom, 14/556 (2.5%) 

with a DVD or video player, 38/556 (6.8%) with a computer, and 52/556 (9.4%) with a 

games console. A greater majority, 350/556 (62.9%), did not have any of these items in their 

bedrooms. There were only 20/556 (3.6%) pupils who did not spend any time watching TV 

each day, while 148/556 (26.6%) watched TV for < 1 hour each day, 206/556 (37.1%) spent 

between 1 and 3 hours, 76/556 (13.7%) spent between 3 and 5 hours, and 106/556 (19.1%) 

spent over 5 hours watching TV each day. There were 264/556 (52.3%) families that owned 

cars and 226/556 (44.8%) who did not, and this proportional difference was not statistically 

significant (P=0.09). A slightly greater proportion of the guardian respondents had below 

tertiary education, 287/556 (56.8%), compared to 218/556 (43.2%) with tertiary education 

and this proportional difference was statistically significant (P=0.002). Table 1 shows 

summary distribution demographics of the study subjects. 
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Table 1: Demographic characteristics of study subjects 

Variables Frequency Percentage 

Sex 

Boys 236 42.4 

Girls 320 57.6 

Type of School 

Private School 7 50.0 

Government school 7 50.0 

Pupil distribution by school type 

Private School 206 37.1 

Govt School 350 62.9 

Eat breakfast before school 

Every day 316 56.8 

Most days 152 27.3 

Never 88 15.8 

PE Classes per week 

No PE Class 392 70.5 

One or more PE Class 164 29.5 

Frequency eating fast-food    

More than 3 times a week 51 9.2 

1-3 times a week  172 30.9 

Less than once a week  333 59.9 

After school sport in a week 

None 164 29.5 

1-time 94 16.9 

2 or 3 times 164 29.5 

4 or more times 134 24.1 

Have in bedroom 

TV 102 18.3 

DVD or video player 14 2.5 

Home computer 38 6.8 

Games console 52 9.4 

None of these 350 62.9 

Time spent watching television   

None 20 3.6 

< 1 hour 148 26.6 

Between 1 – 3 hours 206 37.1 

Between 3 – 5 hours 76 13.7 

Over 5 hours 106 19.1 

Family own car   

Yes 264 52.3 

No 226 44.8 

Missing response 15 3.0 
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Respondent guardian education level   

Tertiary 218 43.2 

Below tertiary 287 56.8 

Weight status   

Normal 404 72.7 

Under weight 33 5.9 

Overweight 70 12.6 

Obese 49 8.8 

Age   

(n, mean, SD) 556, 10.5, 1.47 

 

4.2 Bivariate Analysis 

Table 2 shows bivariate analysis for the study subject variables association with weight 

category. Sex was significantly associated with weight (P = 0.02). Girls had a higher 

proportion for being overweight/obese compared to boys (Table 2). There was a significant 

association (P < 0.001) of obesity and overweight with the type of school. The proportion of 

overweight/obese pupils was greater in private schools compared to government schools.  

Other variables significantly associated with overweight and obesity were frequency of 

physical education (PE) classes per week (P = 0.001); presence of electronics in the bedroom 

(P < 0.01); time spent watching television (P < 0.01); whether or not the family owned a car 

(P = 0.02) and age of the pupil. (P = 0.004). Though not statistically significant in the 

bivariate analysis, most pupils that ate fast foods more than three times a week were obese (P 

= 0.44).  
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Table 2: Bivariate analysis for association with obesity/overweight 

Variables Normal Overweight Obese P-value 

 n % n % n %  

Sex 

Boys 180 81.4% 19 8.6% 22 10.0% 0.02c 

Girls 224 74.2% 51 16.9% 27 8.9%  

Pupil distribution by school type 

Private School 136 68.7% 30 15.2% 32 16.2% <0.001c 

Govt School 268 82.5% 40 12.3% 17 5.2%  

Eat breakfast before school 

Every day 231 77.8% 41 13.8% 25 8.4% 0.83c 

Most days 112 78.3% 17 11.9% 14 9.8%  

Never 61 73.5% 12 14.5% 10 12.0%  

Physical education classes per week 

No PE Class 295 79.7% 52 14.1% 23 6.2% 0.001c 

One or more PE classes 109 71.2% 18 11.8% 26 17.0%  

Frequency of eating fast food  

More than 3 times a week 6 11.8% 16 31.4% 29 56.9% 0.44c 

1-3 times a week  113 65.7% 47 22.7% 12 11.6%  

Less than once a week  318 95.5% 7 2.1% 8 2.4%  

After school sport in a week 

None 120 75.9% 27 17.1% 11 7.0% 0.61c 

1-time 67 77.0% 12 13.8% 8 9.2%  

2 or 3 times 117 77.5% 18 11.9% 16 10.6%  

4 or more times 100 78.7% 13 10.2% 14 11.0%  

Have in bedroom 

TV or DVD 78 72.2% 12 11.1% 18 16.7% <0.01c 

Home computer 28 73.7% 0 0.0% 10 26.3%  

Games console 42 84.0% 4 8.0% 4 8.0%  

None of these 256 78.3% 54 16.5% 17 5.2%  

Time spent watching TV 

< 1 hour 128 81.5% 19 12.1% 10 6.4% <0.01c 

Between 1 - 3 hours 147 76.2% 19 9.8% 27 14.0%  

Between 3 - 5 hours 64 88.9% 6 8.3.% 2 2.8%  

Over 5 hours 65 64.4% 26 25.7% 10 29.9%  

Family own car 

Yes 166 70.6% 42 17.9% 27 11.5% 0.02c 

No 213 81.0% 28 10.6% 22 8.4%  

Respondent guardian education level 

Tertiary 146 74.9% 32 16.4% 17 8.7% 0.28c 

Below tertiary 258 78.7% 38 11.6% 32 9.8%  

Age (mean, SD) 10.5, 1.44 10.0, 1.46 10.7, 1.62 0.004a 

c=Chi-Square Independence Test; a=One-way Analysis of Variance (ANOVA) 
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4.3 Multivariate Logistic Regression Analysis  

There was high risk of overweight/obesity with sex. Boys had on average 38% reduced odds 

for overweight/obese weight compared to girls [Adjusted Odds Ratio (OR) = 0.62, 95% 

Confidence Interval (CI) = 0.40 – 0.97, P-value = 0.034]. 

Compared to pupils in government schools, pupils in private schools had on average twice 

increased odds for overweight/obese weight (OR = 2.26, CI = 1.47 – 3.48, P-value < 0.001). 

Compared to pupils who watched television for more than 5 hours; pupils who watched TV 

for less than an hour had on average 55% reduced odds for overweight/obese weight (OR = 

0.45, CI = 0.25 – 0.81, P-value = 0.007), whereas pupils who watched television between 1 – 

3 hours had on average 46% reduced odds for overweight/obese weight (OR = 0.57, CI = 

0.32 – 0.93, P-value = 0.026), and pupils who watched television between 3 – 5 hours had on 

average 78% reduced odds for overweight/obese (OR = 0.22, CI = 0.09 – 0.50, P-value < 

0.001). Table 3 shows the multiple logistic regression analysis results predicting 

overweight/obesity. 

Table 3: Multivariate logistic regression analysis predicting overweight/obesity 

Variables Unadjusted Odds Ratio 

(95% CI) 

Adjusted Odds Ratio 

(95% CI) 

P-value 

    

Sex 

Girls 1 1  

Boys 0.21 (0.15 - 0.29) 0.62 (0.40 - 0.97) 0.034 

Type of School 

Government 

school 

1 1  

Private school 2.21 (1.47 - 3.34) 2.26 (1.47 - 3.48) <0.001 

Time spent watching TV 

Over 5 hours 1 1  

< 1 hour 0.21 (0.14 -0.31) 0.45 (0.25 -0.81) 0.007 

Between 1 - 3 

hours 

0.29 (0.21 0.40) 0.54 (0.32 -0.93) 0.026 

Between 3 - 5 

hours 

0.12 (0.06 - 0.25) 0.22 (0.09 - 0.50) <0.001 
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CHAPTER FIVE 

DISCUSSION 

5.1 Discussion  

The overall prevalence of obesity, including overweight, among the pupils enrolled in the 

study was 21.4%; 12.6% for overweight and 8.8% for obesity. One of the most striking 

results is the clear difference between the private and Government schools. The proportion of 

obese and overweight children in private schools was significantly greater than in 

Government schools. Several factors were noted to increase risk of obesity. The detailed 

discussion of the key results is given below under different sections. 

5.2 Demographic Characteristics 

A total of 556 pupils were recruited into the study to represent school going children between 

the ages of 7 and 12 years in primary schools in grades 2, 3, 4, 5, 6 and 7.  Of those that 

participated in the study, 236/556 (42.4%) were boys and 320/556 (57.6%) were girls. The 

participants were drawn from seven private schools and seven government schools. The mean 

age of the pupils was 10.5 years (SD= 1.47).  Of the obese children, 65.3% (32/49) were from 

private schools as compared to those from government schools 34.7% (17/49). The findings 

of this study were similar to to a study done by S. aduama 2004, in which more obese pupils 

were in private schools than in public schools. Most children in private schools come from 

families of high socio- economic status [53]. In addition, schools that did not offer health 

education programmes and a variety of healthy food intake had a higher prevalence of obesity 

among the pupils. Thus, pupils were predisposed to buy high caloric foods such as chips, 

crisps, sausages, burgers and carbonated drinks. Consumption of too much calories increases 

the chances of having excess fat.  

Only 9/14 schools had an active after school sports programme. Thus, most of the pupils 

were not involved in sporting activities after class. Several studies have shown that physical 

inactivity is a significant predictor and cause of obesity in children, independent of nutritional 

habits. A study done by Nelson et al 2005 found that less than 30 minutes of physical 

activivty or active play per day was associated with an increased risk of overweight and 

obesity (OR 1.80; 95% CL 1.1.0- 2.94) in children in the United states. [54]   In this study, 

doing sport was not associated with overweight (Table 2).  
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Whilst in school, obese children face a lot of challenges. They are affected emotionally, and 

they become vulnerable to social domains, thereby reducing the quality of life.  Obese 

children are discriminated and face a lot of negative stereotype making it difficult for these 

children to participate in regular activities.  

A higher parental education status is associated with an increase in the prevalence of 

overweight and obesity among their children. The risk of childhood overweight and obesity 

significantly increases if the parents are university graduates.[55] This may be due to the 

parent ‘s education level affecting their job and lifestyle. They have more disposable income 

and less time to monitor their children’s diet. However, in this study, there was no significant 

relationship between the level of education of the parents with obesity in children (Table 2).  

It was observed that children from a family owning a car were at risk of overweight and 

obeity. (P=0.02). Obesity and overweight are more prevalent among children belonging to the 

upper- and middle-income class in society than the lower income group which has minimal 

purchasing power. Most children are driven to school unlike riding their bikes or walking to 

school to encourage physical exercise, the reason is that most parents want to ensure safety of 

their children and feel it is convenient for their children.This is similar to a study conducted 

by Javed H et al 2009 in Paksitan where off all obese children, 70 percent belonged to the 

higher sociaoeconomic status group.[56] It has been noted that there is an imbalance between 

energy intake and expenditure in school going children. Parenting styles also has a role to 

play in the reduction or prevention of childhood obesity. It was found that 51/556 (9.2%) of 

parents take their children more three times a week to eat fast foods. Often parents are 

working and unable to concentrate on cook a balanced nutritional food for their children. 

They find it easier to let their children eat fast foods which are readily available.  

Most children are driven to school unlike riding their bikes or walking to school to encourage 

physical exercise, the reason is that most parents want to ensure safety of their children and 

feel it is convenient for their children. Furthermore, the distance from home to school also 

influences the need to take children to and from school.  

5.3 Prevalence of obesity 

In this study, prevalence of childhood obesity was higher among girls than boys. Boys had on 

average 38% reduced odds for overweight/obese pupils compared to girls [Adjusted Odds 

similar to a study done by AJ Muhihi et al 2017 adjusted odds ratio=2.6, 95% CL=1.4- 4.9) in 
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Dar-es-Salaam Tanzania.[58] Other studies conducted in Africa have reported similar gender 

difference in the prevalence of child obesity. [59] In the South African study by Armstrong et 

al 2006, it was found that the prevalence of obesity within the sample was 3.2 percent for 

boys and 4.9% for girls, whereas overweight prevalence was 14.0 percent for boys and 17.9 

percent for girls. [59] The prevalence of obesity and overweight is much higher as compared to 

neighbouring countries in the region.[60] 

5.4 Analysis of factors associated with obesity 

After adjusting for other independent variables, age, female gender, school type, socio- 

economic status and time spent watching TV were the most significant independent risk 

factors of obesity in this population of primary school children. Analysis showed that the 

prevalence of overweight and obesity increased with age. 

As found in other studies [57], those children who watched TV for a longer period had greater 

odds of being obese. Compared to pupils who watched television for more than 5 hours, 

pupils who watched television for less than an hour had on average 55% reduced odds for 

overwight/ obesity (OR= 0.45 CI=0.35= 0.81, P- value= 0.0007). This is due to the fact that 

watching TV for many hours may be associated with less physical activity and increased food 

intake. This was seen particularly in those with television and game consoles in the bedroom 

than those who did not have any. Eating while watching TV, causes one to be distracted 

resulting in consumption of more food. On average, it was noted that many pupils in the 

study exceeded the 2- hour television limit recommended by the American Academy of 

Paediatrics (AAP). [61] 

Furthermore, food advertising on TV has been associated with an increase in childhood 

obesity. In a systemic review done by Carter 2006 in Australia found that childhood obesity 

rates had tripled since 1985, coupled with an increase in consumption of energy- dense foods 

and advertising of these foods on children’s television programmes.[62] 

Physical inactivity not only has a prime role in the development of overweight and obesity 

but also in the development of chronic diseases such as diabetes and hypertension in later life. 
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CHAPTER SIX 

CONCLUSION 

6.1 Conclusion  

The prevalence of obesity and overweight among school going children was found to be 8.8 

percent and 12.6 percent respectively. Risk factors associated with obesity female gender, 

being in a private school and increased screen time were found as the only significant risk 

factors after backward multivariate regression analysis.  

6.2 Recommendations 

1. It is important that families and children understand the benefit of healthy living. Thus 

school-based programs provide an ideal setting for improving dietary patterns and 

patterns of physical activity among children. This can be of high impact in that this 

where most the pupils can be reached.  

2. Parents and gaurdians should encourage more physical activity in relation to screen 

time and promote good nutrition. Policies are needed to encourage physical education 

classes in every school. 

3. Further studies need to be done to increase our understanding of predictors of 

childhood obesity, including genetic factors because early interventions on the 

modifiable risk factors are likely to decrease the rate of childhood obesity and obesity 

in the general population therby reducing the burden of obesity and its co-morbidties 

on the national health budget. 

 

 

 

 

 

 

 

 

 

 



 

30 
 

REFERENCES 

1. World Health Organisation (WHO). Available from:  

<www.who.int/mediacentre/factsheets/fs311/en/. [Accessed 18 March 2016].  

2. Yuca S.A., Yilmaz C., Cesur Y., Dogan M., Kaya A., Basaranoglu M., Prevalence of 

overweight and obesity in children and adolescents in eastern Turkey. Journal of 

Clinical research in Pediatric Endocrinology. 2010; 2: 159- 63. 

3. Zambia Demographic Health Survey (ZDHS) 2013-14; pg 155- 61.  

4. Rudatsikira E., Muula A.S., Mulenga D., Siziya S., Prevalence and correlates of 

obesity among Lusaka residents, Zambia: a population-based survey. International 

Archives of Medicine.2012 Vol 5:14 doi: 10.1186/1755-7682-5-14. 

5. Zyambo C., Babaniyi O., Songolo P., Muula A.S., Rudastikira E., Mukonka VM, and 

Siziya S. Prevalence and Determinants for Overweight and Obesity among 

Residents of a Mining Township in Kitwe, Zambia, in 2011: A population-based 

Survey. iMedPub Journals 2012, Vol 4, No 1:1, doi:10.3823/102 

6. Harris K.M., Gordon- Larsen P., Chantala K., Udry J.R., Longitudinal trends in race/ 

ethnic disparites in leading health indicators from adolescence to young adulthood. 

Archives of Pediatric Adolescent Medicine. 2006 January; 160(1):74- 81. 

7. Fox K.R., Childhood obesity and the role of physical activity. Journal of the Royal 

Society for the promotion of Health.2003; 124(1): 34- 39. 

8. Benson J.L., The role parental employment in childhood obesity: dissertation 

submitted to the Faculty of the Graduate School of the University of Maryland, 

College Park in partial fulfilment of the requirements of the degree of Doctor of 

Philosophy 2010 

9. Wang Y., Monteiro C., Popkin B.M., Trends of obesity and underweight in older 

children and adolescents in the United States, Brazil, China and Russia. The 

American Journal of Clinical Nutrition 2002.Vol. 75(6): 971-7. 

10. World Health Organisation (WHO): Population-based prevention strategies for 

childhood obesity. Gevena 2010. 



 

31 
 

11. Eneli I., Dele Davis H., Epidemiology of childhood obesity - Obesity in Childhood 

Adolescence. Vol 1. Westport, Conn: Praeger Perspectives; 2008:3-19. 

12. Ogden C.L., Yanovski S.Z., Carroll M.D., Flegal K.M., The epidemiology of obesity. 

Gastroenterology. May 2007; 132:2087-2102. 

13. Rudatsikira E., Muula A.S., Mulenga D., Siziya S., Prevalence and correlates of 

obesity among Lusaka residents, Zambia: a population-based survey. International 

Archives of Medicine. Doi 10.1186/1755- 7682- 5- 14Abdelalim A, Ajaj N, Al-Tmimy 

A et al. (2012) Childhood obesity and academic achievement among male students in 

public primary schools in Kuwait. Med Princ Pract. 

14. Besa C., Mulenga D., Babanyi O., Songolo P., Muula A.S., Rudatsikira E, Siziya S. 

Overweight and Obesity in Kaoma and Kasama Rural Districts of Zambia: 

Prevalence and correlates in 20108-2009 population-based surveys. Journal of 

hypertension 2013. Volume 2:110. doi:10.4172/2167-1095.1000110. 

15. Himes J.H., Challenges of accurately measuring and using BMI and other indicators 

of obesity in children. Pediatrics. 124 (supplement 1). 2009, S3- S22. 

16. World Health Organisation (WHO). Obesity: Preventing and managing the global 

epidemic. WHO Technical Report series 894. Gevena 2000. 

17. Geckil E., Aslan S., Ister E.D., Kucukkelpce, and Sahin T.  Prevalence and risk factors 

of obesity and overweight in elementary school- aged (5- 15 years old) children in 

South- Eastern Turkey. Iranian journal of paediatrics 2017. Doi:10.5812/ijp.7218. 

18. Sahoo, K., Sahoo, B., Choudhury, A. K., Sofi, N. Y., Kumar, R., & Bhadoria, A. S. 

Childhood obesity: causes and consequences. Journal of family medicine and primary 

care, 2015, 4(2), 187-92.  

19. https://www.who.int/news-room/fact-sheets/detail/obesity-and-overweight 

20. Ogden C.L., Flegal K.M., Carrol M.D., Johnson C.L., Prevalence and trends in 

overweight among US children and adolescents, 1999- 2000. JAMA: The Journal of 

the American Medical Association 2002, 288(14): 1728- 2850.  

https://www.who.int/news-room/fact-sheets/detail/obesity-and-overweight


 

32 
 

21. Ogden C.L., Carroll M.D., Kit B.K., Flegal K.M., Prevalence of obesity and thrends in 

body mass index among US children and adolescents, 1999- 2010. JAMA: The 

Journal of the American Medical Association 2012, 307(5):483- 490. 

22. Rokholm B., Baker J., and Sørensen T., The levelling of the obesity epidemic since the 

year 1999–a review of evidence and perspectives. Obesity reviews 2010, 11(12):835- 

846 

23. De Onis M. and Blossner M. Prevalence and trends of overwight among pre-school 

children in developing conutires. American Clinical Nutrition. 2000; 72:1032- 9. 

24. Fruhstorfer B.H., Mousoulis C., Uthman O.A., and Robertson W: Socio- economic 

status and overweight or obesity among school- age children in sub-Saharan Africa, 

A systematic review. Clinical Observation. 2016 February; 6(1): 19-32. Doi: 

10.1111/cob. 12130. 

25. Gebremedhin S. Prevalence and differentials of overweight and obesity in pre-school 

children in Sub-Saharan Africa. British Medical Journal Open 2015; 5e009005. Doi: 

10.1136/bmjopen-2015-009005. 

26. Mosha T.C.E. and Fungo S., Prevalence of overweight and obeseity among children 

aged 6- 12 years in Dodoma and Kinondoni Municipalities, Tanzania. Tanzania 

Journal of Health Research. Volume 12, Number 1, January 2010. 

27. Pienaar A.E., Prevalence of overweight and obesity among primary school children 

in a developing country: NW-CHILD longitudinal data of 6- 9-year-old children in 

South Africa. 2015 BMC Obesity 2:2. doi 10.1186/s40608-014-00 30-4. 

28. Marti A., Moreno- Aliaga M.J., Hebebrand J. and Martinez J.A., Genes, lifestyle and 

obesity. International Journal of Obesity. 2004;28: S29- S36. 

29. Dehghan MAkhtar-Danesh N. and Merchant A.T., Childhood obesity, prevalence and 

prevention. Nutriton Journal. 2005;4: 24- 32.  

30. Anderson P.M. and Butcher K.E., Childhood obesity: Trends and potential causes. 

Future Child. 2006; 16:19–45. 



 

33 
 

31. Niehoff V. Childhood obesity: A call to action. Bariatric Nursing and Surgical Patient. 

Care. 2009; 4:17–23. 

32. Ebbelling C.B., Sinclair K.B., Pereira M.A., Garcia-Lago E., Feldman H.A. and Ludwig 

D.S. Compensation for energy intake from fast food among overweight and lean 

adolescents. Journal of American Medical Associations. 2004; 291:2828–33 

33. Petrillo J.A. and Meyers P.F. Adolescent dietary practices: A consumer health 

perspective. The Clearing House, 2002; 75(6), 293-296. 

34. Danielzik S., Czerwinski-Mast M., Langnase, K., Dilba, B. and Muller M., Parental 

overweight, socioeconomic status and high birth weight are the major determinants 

of overweight and obesity in 5-7 years old children: Baseline data of the Kiel Obesity 

Prevention Study (KOPS). International Journal of Obesity, 2004; 28(11): 1494- 502. 

doi: 10.1038/sj.ijo.0802756 

35. Harper M.G., Childhood Obesity: Strategies for prevention, family and community 

health. 2006; 29(4) 288-298. 

36. Tremblay M.S., Warburton D.E., Janssen I., Paterson D.H., Latimer A.E., Rhodes R.E., 

Kho M.E., Hicks A., Leblanc A.G., Zehr L., Murumer K. and Duggan M. New Canadian 

physical activity guidelines. Applied Physiology Nutrition and Metabolism. 2011: 

36:36- 58. 

37. Physical Activity Guidelines Advisory Committee: Physical activity guidelines advisory 

committee report Washington, DC: US department of health and human services; 2008. 

38. Eaton D.K., Kam L., Kinchen S., Shanklin S., Ross J., Hawkins J., Harris W.A., Lowry 

R., McManus T., Chyen D., Lim C., Whittle L., Brener N.D. and Wechsler H., Centres 

for Disease Control and Prevention (CDC): Youth risk behaviour surveillance- 

United States, 2009. MMWR Surveillance Summit 2010;59 (5):1- 142. 

39. Savage J.S., Fisher J.O., and Birch L.L., Parental influence on eating behavior: 

Conception to adolescence. Journal of Law, Medicine and Ethics. 2007. 35 (1), 22-34. 

 



 

34 
 

40. Briggs M., Safaii S. and Besall D.L., Position of the American Dietetic Association, 

Society for Nutrition Education and American School Food Service Association- 

Nutrition services: An essential component of comprehensive school health 

programs. Journal of American dietetic association. 2003 April, 103(4): 505- 14. 

DOI:10.1053/jada.2003.50100. 

41. Conklin M.T. and Parks S.C., Marketing strategies can maximize food and nutrition 

professionals’ effectiveness with children. Topics in Clinical Nutrition. 2005. 10(1), 54- 

63. 

42. Drake A.J., and Reynolds R.M., Impart of maternal obesity on offspring obesity and 

cardiometabolic disease risk. Reproduction 2010 September; 140(3): 387- 98. 

43. Northstone K., Golding J., Davey S.G., Miller L.L., and Pembrey M., Prepubertal start 

of father’s smoking and increased body fat in his sons: further characterisation of 

paternal trasnsgenerational responses. European Journal of Human Genetics. 2014 

December; 22(12): 1382- 6. 

44. Janesick A.S., Shioda T. and Blumberg B., Transgenerational inheritance of prenatal 

obesogen exposure. Molecular Cellular Endocrinology. 2014 December; 398(1- 2):31- 5.  

45. Ahmed J. et al., Prevalence of and factors associated with obesity among Pakistani 

schoolchildren: a school-based, cross-sectional study. Eastern Mediterranean Health 

Journal 2013. 

46. Lindsay A.C., Sussner K.M., Kim J. and Gortmaker S. The role of parents in 

preventing childhood obesity. Future child. 2006 Spring; 16(1): 169- 86. 

47. Wardle J. and Carnell S., Parental feeding practices and children’s weight. Acta 

Paediatrica. 2007 April; 96(s454):5- 11. 

48. Gillman M.W., Lindsay F., Rifas-Shiman S.L., and Rockett H.R.H., Family Dinner and 

Diet Quality among Older Children and Adolescents. Archives of Family Medicine. 

2000 April. 9(3): 235–40.   

 



 

35 
 

49. Neumark-Sztainer D., Story M., Hannan P.J. and Croll J., Family Meal Patterns: 

Associations with Sociodemographic Characteristics and Improved Dietary Intake 

among Adolescents. Journal of the American Dietetic Association. 2003 March. 103(3): 

317–322. 

50. Harper M.G., Childhood obesity: strategies for prevention. Farmily Community 

Health. 2006. 29(4): 288- 298. 

51.  Utter J., Neumark-Sztainer D, Jeffery R, and Story M. Couch potatoes or French fries; 

are sedentary behaviors associated with body mass index, physical activity, and 

dietary behaviors among adolesccnts? Journal of the American Dietetic Association. 

2003; 103(10): 1298-1305. 

52. Katz D.L., O’Connell M., Yeh M., Nawaz H., Njike V., Anderson L.M.., Cory S., and 

Dietz W., Public health strategies for preventing and controlling overweight and 

obesity in school and worksite settings: a report on recommdations of the Task 

Force on community preventive services. Morbidity and mortality weekly report 2005 

October 7; 54 (RR- 10): 1- 12. 

53. Aduama S., Obesity in primary school children in Accra Metropolis. Master’s thesis 

2004. University of Ghana. 

54. Nelson, Jennifer & Carpenter, Kathleen & Chiasson, Mary. Diet, Activity, and 

Overweight among Preschool-Age Children Enrolled in the Special Supplemental 

Nutrition Program for Women, Infants, and Children (WIC). Preventing chronic 

disease. 2006; 3: A49. 

55. Al Alawi S., Abdulatif F., Al Dhubaib D., Mohammed H. and Al Ansari A., Prevalence 

of overweight and obesity across preschool children from four cities of the Kingdom 

of Bahrain. Int J Med Sci Public Health 2013; 2:529-532.  

56. Warraich H.J., Javed F., Faraz-ul-Haq M., Khawaja B.F., and Saleem S. Prevalence oof 

of Obesity in School-Going Children of Karachi. 2009. PLoS ONE 4(3): e 4816, doi: 

10.1371/journal.pone.0004816.  

 



 

36 
 

57. Monasta L., Batty G.D., Cattaneo A., Lutje V., Ronfani L., van Lenthe F.J. and Brug J. 

Early- life determinants of overweight and obesity: a review of systemic reviews. 

Obesity Reviews, March 2010. Doi: 10.1111/j.1467- 789X.2010.00735.x. Source: 

PubMed. 

58. Alfa J., Muhihi A.J., Mpembeni R.N.M., Njelekela M.A., Anaeli A., Chilo O., Kubhoja 

S., Lujani B., Maghembe M. and Ngarashi D., Prevalence and determinants of obesity 

among primary school children in Dar es salaam, Tanzania.  Archives of public 

health 2013, 71:26. http://www.archpublichealth.com/content/71/1/26. 

59. Armstrong M.E.G., Lambert M.I., Sharwood K.A. and Lambert E.V., Obesity and 

overweight in South African primary school children-the Health of the Nation 

Study. South African Medical Journal 2006; 96: 439- 444. 

60. Martorell R., Khan K.L. and Grummer-Srawn L.M., Overweight and obesity in 

preschool children from developing countries. International Journal of Obesity. 

2000;24: 959- 967. American Academy of Pediatrics. Committee on Public Education. 

Children, adolescents, and television. Pediatrics 2001 Feb;107(2):423-6 

61. American Academy of Pediatrics. Committee on Public Education. Children, adolescents, 

and television. Pediatrics 2001 Feb; 107, (2):423-6. 

62. Carter O.B., The weighty issue of Australian television food advertising and 

childhood obesity. Health promotion journal Australia. 2006; 17: 5- 11. 

 

 

 

 

 

 

 

 

 

 

http://www.archpublichealth.com/content/71/1/26


 

37 
 

APPENDICES 

Appendix Ia: Information sheet 

THE UNIVERSITY OF ZAMBIA 

LUSAKA CHILDREN’S TEACHING HOSPITAL. 

STUDY TITLE: The Prevalence of Obesity and Associated Risk Factors among 

Primary School Going Children in Luska, Zambia. 

Principle Researcher: Dr Uzima Chirwa 

Supervisors: Dr Vinod K. Pandey and Dr John Musuku 

INTRODUCTION 

I, Dr. Uzima Chirwa, currently working in the department of Paediatrics and Child Health at 

the University Teaching Hospital (UTH). I am pursing a master’s degree in Paediatrics and 

Child Health. This study is being conducted as part of the degree programme.  

PURPOSE OF THE STUDY 

The purpose of the study is to find out how many school going children in Lusaka District are 

obesse. Obesity is abnormal accumulation of fat that leads to impaired health. We, however, 

do not know the magnitude of the problem in Lusaka. 

The study is looking at children between the ages of 7 and 12. The information from the 

study will help in future research. In addition, it will also help school authorities and parents 

alike in the prevention of obesity. 

VOLUNTARY PARTICIPATION 

The decision to allow your child to participate in this study is voluntary. Your decision not to 

participate will not negatively affect your child. 

WITHDRAWAL FROM THE STUDY 

You can decide to participate now, but later withdraw your consent without losing the benefit 

of seeking medical care. 

If you decide to withdraw your child’s participation in the study, kindly notify Dr Uzima 

Chirwa on 0966 400 470 or email uzimachirwa@yahoo.co.uk 

mailto:uzimachirwa@yahoo.co.uk
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PROCEDURE 

Once you agree to have your child take part in the study, you will sign this consent form to 

show your willingness to take part. Following this, you will be asked some questions through 

the questionnaire provided about your child’s eating habits, diet and physical activities. 

At school, your child will be asked some questions and thereafter his/her weight and height 

will be measured. 

RISKS 

No risks are anticipated. 

BENEFITS OF PARTICIPATION 

Families whose children will be found to have obesity will be followed up in the department 

of paediatrics and child health. This will allow for early diagnosis and treatment to prevent 

associated complications of obesity. 

SELECTION CRITERIA 

The pupils will be selected randomly from each school. 

PAYMENT FOR PARTICIPATION 

You will not be paid in any form for your participation in this study. 

COST TO THE PARTICIPANT 

You will not be required to pay anything in order to participate in this study. 

CONFIDENTIALITY 

The information you will provide will not be shared with anyone apart from the researcher, 

supervisors and the University of Zambia Examination Board. Neither your name nor your 

child’s name will be indicated on the forms used to collect information. You will instead be 

identified by a code. In addition, you will not be personally identified in the write up of this 

research or in future publications. 

QUESTIONS ABOUT THE RESEARCH 

If you have any queries about the research, please contact the researcher, Dr. Uzima Chirwa 

on 0966 400 470 or email uzimachirwa@yahoo.co.uk.  

You may also contact ERES CONVERGE IRB (see contact details section). 

mailto:uzimachirwa@yahoo.co.uk
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CONTACT DETAILS 

Should you want further information about this study or your rights as a participant please 

use the details provided below. 

Dr Uzima Chirwa, 

Principle Investigator, 

Lusaka Children’s Teaching Hospital, 

P/B RW IX, 

LUSAKA. 

Phone: +260 966 400 470 

Email: uzimachirwa@yahoo.co.uk 

 

The Chairperson, 

ERES CONVERGE IRB, 

33 Joseph Mwilwa Road, 

Rhodes Park, 

LUSAKA. 

Phone: +260 966 765 503 

              +260 955 155 633 

              +260 955 155 634 

Email: eresconverge@yahoo.co.uk 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

mailto:uzimachirwa@yahoo.co.uk
mailto:eresconverge@yahoo.co.uk
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APPENDIX 1b: Pepala Ya Chidiwiso 

UNIVERSITY OF ZAMBIA 

LUSAKA CHILDREN’S TEACHING HOSPITAL 

Ca pamutu cha phunziro kuchuluka kwaana oneepa ndi zoopsya pakati paana opita kusukulu 

ku pulaimali mu Lusaka Zambia. 

Mkulu wofufuza: dotolo (Dr) Uzima Chirwa  

woyanganira: dotolo (Dr) Vinod K. Pandey ndi dotolo (Dr) John Musuku 

ZA PHUNZIRO  

Ine ndi dotolo (Dr) Uzima Chirwa pali pano ndi gwia nchito gawo la chipatala ca ana angono 

ku peadiatrics and child health ku University Teaching Hospital (UTH) ndipitiliza 

maphunziro yakuya ukaswili (master’s degree) maphunziro awa yachitika ngati mbali ya 

maphunziro yakuya (degree programme) colingandi kupeka phunziro iyi mwaine ndekha. 

CHILINGO CHA PHUNZIRO  

Cholinga cha phunziro iyi ndi kupeza ndi ana angati opita kusukulu mzinda ya Lusaka, 

onenepa kopandamalire. Kunenepa kopanda malire ndi chintu cymene chimalesta bvuto 

pobwelesa mafuta pa umoyo ndipo motelo sitidziwa bvuto yayikulu mu Lusaka. 

Phunziro iyi iyangana pa ana pakat pa zaka zisanu –ziwiri (7) ndi zakakhumi-ziwiri (12). 

Ziziwisto zonse zotulukamo muphunziro imeneyi idzathandiza mtsogolo phunziro yina akulu 

amasukulu pamodzi ndi makolo kuchinjiliza zakunenepako. 

KUZIPELEKA KUTENGAKO MBALI 

Cholinga kubvomereza mwana wanu kutengako mbali muphunziro ndi mozipeleka mbali 

muphunziro ndi mozipeleka maganizo yanu yosatengako mbali siizakhuza mwana wanu 

pathandizo. 

KUSATENGAKO MBALI MUPHUNZIRO 

Mungafune kutengako mbali tsopano koma mwalekezela panjira chibvomerezo chanu 

chosakhuza umwai wa kulandila thandizo ya chipatala. 
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Ngati mwaganiza kulekeza mwana wanu kutengako mbali muphunziro chonde fikilani dotolo 

(Dr) Uzima Chirwa pa 0966 400 470 olo email uzimachirwa@yahoo.co.uk 

KACHITIDWE 

Ngati mwana wanu mwabvomereza kutengako mbali mudza saina chibvomerezo kuonesta 

kuti mwabvomera mwakulondala, mudzafunsidwa mafunso kupyolela mupepala ya mafunso 

za kadyedwe kamwana mutundu wa zakudya ndi zichitidwe ndi masewela. 

Kusukulu mwana wanu adzafunsidwa mafunso ndi kelemela kwace pasekelo ndi utali wace 

adzapimidwa. 

ZOOPSYA 

Kulibe zoopsya zoyembekezedwa. 

MALIPILO POTENGAKO MBALI 

Simuzalipilidwa mulimose kapena kalikonse potenganko mbali muphunziro iri. 

KULIPIRA POTENGAKO MBALI  

Simuzalipira kanthu kali konse kapena muli monse potengako mbali muphunziro 

CHINSISI 

Nkhani yonse yochoka muphunziro iyi imene mudzatipatsa si idzachulidwa kumunthu ali 

yense koma akulu aphunziro oyanganira adi akulu ama yeso ku university examination board, 

dzina yanu kapena dzina ya mwana idzalembedwa pa mapepala yofufuzilapo. Motelo 

mudzadziwika ndi chizindikilo (code) moonjeza simudzadziwika pa inu nokha kulemba 

phunziro kapena mtsogoro mmemezo. 

MAFUNSO YA KUFUFUZA  

Ngati muli ndi maphunso ya phunziro chonde fikilani wofufuza Dr Uzima Chirwa pa 0966 

400 470 olo email uzimachirwa@yahoo.co.uk mungathe kufikilanso a ERES CONVERGE 

IRB. 

 

 

 

mailto:uzimachirwa@yahoo.co.uk
mailto:uzimachirwa@yahoo.co.uk
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PHINDU YOTENGAKO MBALI 

Ana opezeka onenepa koposa adzako ndoledwa kugawo la chipatala cha ana angono ku 

peadiatrics and child health ici chizadzachitika kupeza. Bvuto mwamsanga ndikupe thandizo 

yamankwala kuletsa mabvuto yo nenepo kopanda malire. 

 

Dr Uzima Chirwa, 

Principle Investigator, 

Lusaka Children’s Teaching Hospital, 

P/B RW IX, 

LUSAKA. 

Lamya: +260 966 400 470 

Email: uzimachirwa@yahoo.co.uk 

 

The Chairperson, 

ERES CONVERGE IRB, 

33 Joseph Mwilwa Road, 

Rhodes Park, 

LUSAKA. 

Lamya: +260 966 765 503 

              +260 955 155 633 

              +260 955 155 634 

Email: eresconverge@yahoo.co.uk 

 

 

 

 

 

 

 

 

 

 

mailto:uzimachirwa@yahoo.co.uk
mailto:eresconverge@yahoo.co.uk
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Appendix IIa: Consent Form 

STUDY TITLE: The Prevalence of Obesity and Associated Risk Factors among 

Primary School Going Children in Luska, Zambia. 

Principal Researcher: Dr Uzima Chirwa 

Supervisors: Dr. Vinod K. Pandey and Dr. John Musuku 

I, ……………………………………………………………. consent to have my child take 

part in this study being conducted by Dr. Uzima Chirwa. The nature of the study and what is 

involved have been clearly explained to me and I understand them. I am not waiving any of 

my legal rights by signing this form. My signature/ thumb print is indicated below as an 

indication of my consent. 

Signature/ Thumb 

print: ………………………………………………………………………………. 

Date: (DD/MM/YYYY): ………. / ………../ ………………………………. 

PERSON OBTAINING CONSENT: 

I ………………………………………………………. have explained this research study to 

the participant. I am available to answer any questions now or in the future regarding the 

study and subject’s rights. 

Signature of Investigators 

Signature: ……………………………………………………………… 

Date (DD/MM/YYYY): …………/ …………/ ………………………. 

For any questions about the research, please contact the researcher Dr. Uzima Chirwa on 

0966 400 470 or email uzimachirwa@yahoo.co.uk 

 

 

 

 

 

 

 

mailto:uzimachirwa@yahoo.co.uk
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APPENDIX IIb: Pepala Ya Chibvomerezo 

CHAPAMUTU PHUNZIRO: KUCHULUKA KWA ONENEPA KOPAND MALIRE 

NDI ZOOPYA PAKATI PA ANA OPITA KUSUKULU KU PULAMATO (PRIMARY) 

MUZINDA WA LUSAKA, ZAMBIA. 

Mkulu wofufuza: Dr Uzima Chirwa  

Woyanganira: Dr Vinod K. Pandey ndi Dr John Musuku 

Ine ……………………………………………………………kubvomereza mwana wanga 

kutengako mbali muphunziro iyi yochitika ndi Dr Uzima Chirwa, mtundu wa phunziro ya 

fotokozedwa mobwino kwa ine ndikumuetsa bwino.sindidza onetsa lamulo yanaa baksaina 

pepala iyi sainala yanga, chidindo cha chala zio netsela pansipamwakubvomereza. 

Sainala/Chidindo cha chala………………………………………………………………… 

tsiku mwezi chaka munthu wopatsa chibuomerezo ………………/……………/………… 

Ine…………………………………………………………. ndafotokozera phunziro yofufuza 

kwa otengako mbali, ndiri wokonzeka kuyankha mafunso tsopano kapena mtsogoro 

kulingana ndi phunziro ndi lamulo. 

Sainala ya ofufuza 

Sainala ………………………………… 

Tsiku, mwezi, chaka……………. /…………………../…………………………… 

Pa mafunso ali onse olinga kufufuza kwa phunziro chonde fikirani Dr Uzima Chirwa pa 0966 

400 470  

Olo email uzimachirwa@yahoo.co.uk. 

Mungathe kufikilanso  

 

 

 

 

mailto:uzimachirwa@yahoo.co.uk
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Appendix III: Assent Form 

ASSENT FORM  

(For children above 8 years old and above) 

Participant 

I, ....................................................................... (Participant’s name) have been informed 

about the study. I volunteer to participate in the study. I have been informed that I can 

withdraw from the study at any point if I feel uncomfortable. A copy of this form signed by 

me and one by the study investigators is being given to me.  

Signature/ Thumb print: …………………………………………………………. 

Date: (DD/MM/YYYY): ………. / ………../ ………….. 

Interviewer 

I have explained this research study to the subject.  I am available to answer any questions 

now or in the future regarding the study and the participant's rights.  

Signature of Investigators & Printed Names  

Signature: …………………………………………………… 

Date (DD/MM/YYYY): …………/ …………/ …………… 
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Appendix IV: Questionnaire 

Research Instrument 1 

CHILDREN INTERVIEW SCHEDULE 

Prevalence & Risk Factors of Obesity in Children (7-12) 

 

 

Official Use:  

 

School code: …………….. Class: ………….. Respondent Number: ……………………… 

 

I am Dr Uzima Chirwa from The University of Zambia, pursuing a Master’s Degree in 

Paediatrics and Child Health. I’m interested in learning more about nutrition among children. 

I will ask you several questions about yourself. Thus, am requesting you to answer these 

questions to the best of your ability. Whatever information you provide will be kept strictly 

confidential. 

 

Please Tick   or   write in the appropriate spaces  

 

1. BACKGROUND INFORMATION 

 

1. Boy         or a girl  

2. How old are you/Date of birth? ……………………. 

3. How would you describe your health? 

1. Good  

2. Fair  

3. Poor 

 

2. YOUR NEIGHBOURHOOD 

1. Is there a playground or park near where you live?  

1. Yes     

2. No 

 

2. Are there places for children to play safely near your home?  

1. Yes         

2. No 

√ 
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3. How often do your friends play at your home? [Include relatives of your own age 

if you count them as friends] 

1. A few times a week  

2. About once a week  

3. About once a month  

4. A few times a year 

5. Never  

4. How often do you play at your friend’s home? [Include relatives of your own age if 

you count them as friends] 

1. A few times a week  

2.About once a week  

3.About once a month  

4.A few times a year  

5.Never  

6. FOOD AND DIET 

1. How many days per week do you eat breakfast before school? 

1.Everyday  

2.Most days  

3.Never  

[If you answered every day skip to Question 3] 

2. If most days or never, what is the reason why you skip breakfast? [Please tick) 

1. I don’t like breakfast  

2. No one in my family eats breakfast  

3. I don’t have time in the morning to eat breakfast  

4. There are no breakfast foods in my house  

5. Other (specify): ………………………………………………………..... 

3. How often do you add salt to food while at the table? 

1. Everyday 

2. Most days 

3. Never 

4. What is your favourite snack? …………………………………………………… 
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5. How often do you eat your favourite snack? 

1. Everyday  

2. 1- 3 times a week  

3. 4- 6 times a week  

4.  Less than once a week  

6. What is your favourite drink? ____________________________________ 

7. How often do you drink favourite drink? 

1. Everyday  

2. 1- 3 times a week  

3. 4- 6 times a week  

4.  Less than once a week  

7. SPORTS AND PHYSICAL ACTIVITY 

1. In the last 7 days, how many physical education [PE] classes did you have? 

1. 0     

2. 1       

3. 2     

4. 3 or more   

2. In the last 7 days, during your physical education [PE] classes, how often were 

you very active [playing hard, running, jumping, throwing]? [Please tick one 

box] 

1. I don’t do PE  

2. Active 

3. Inactive  

3. In the last 7 days, on how many days right after school, did you do sport, dance, or 

play games in which you were very active? [Please tick one box]. 

1. None 

2. Once last week 

3. 2 or 3 times last week 

4. 4 times last week 

5. 5 times last week 
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4. Were you sick last week, or did anything prevent you from doing your normal 

physical activities? [Please tick one box]. 

1. Yes  

2.  No  

3. If yes what prevented you …………………………………………………. 

8. HOBBIES AND ACTIVITIES 

1. Which of the following things do you have at home? (Please place a tick in the 

box for each thing you have at home. Leave the box empty for things you don’t 

have). 

1. More than one car  

2. A home computer  

3. A games console [such as Xbox, PlayStation]  

2. Do you have any of these listed below in your bedroom? [Please tick in the box 

for each thing you have in your bedroom. Leave the box empty for things you 

don’t have]. 

1. A television  

2. A DVD or video player  

3. A home computer  

4. A games console [such as an Xbox or PlayStation]  

5. None of these  

3. How often do you play computers and games console (such as Xbox, 

PlayStation)? [Please select one answer]. 

1. Never  

2. 1-2 days per week  

3. 3-4 days per week  

4. Nearly everyday  

4. How much time do you spend watching television each day? 

1. None to less than 1 hour 

2. Between 1 and 3 hours  

3. Over 3 hours  
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5. How often do you get homework? 

1. Never  

2. 1-2 days per week  

3. 3-4 days per week  

4.  Almost everyday  

6. How much time do you spend doing homework each day? 

1. None  

2. Less than one hour  

3. Between 1 and 3 hours  

4. Over 3 hours  

 

 

 

 

Thanks for your help! 
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Appendix V: Head teacher Questionnaire 

Research Instrument 2 

ADMINISTRATOR QUESTIONNAIRE 

Prevalence & Risk Factors of Obesity in Children (7-12) 

 

This survey is designed to measure the school health environment of primary schools. Your 

answers will help us to identify best practices, make policy recommendations and specify 

future areas of research. Information provided relating to your specific school will be kept 

confidential. If you do not know the answer, please mark ‘don’t know’ rather than guess. 

 

DEMOGRAPHIC INFORMATION 

1. Please tick to indicate your sex.    

1. Male  

2. Female  

2. Please tick to indicate what type of school you work at. (Tick any one) 

1. Government school 

2. Private school 

3. How many school children are attending your school this year? 

1. Boys  

2. Girls  

4. How many members of staff do you have this year? 

1. Male teachers  

2. Female teachers  

3. Administrative staff  

4. Other non- teaching staff  

HEALTH CURRICULUM 

5. Within the ‘social and health education area of the national curriculum, does your 

school include a course on food and nutrition? 

1. Yes  

2. No  

3. Don’t know  
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SCHOOL ENIVIRONMENT  

6. Are you aware of health promoting schools programme? 

1. Yes  

2. No  

3. Don’t know  

7. Is your school involved in the health promoting schools programme? 

1. Yes  

2. No  

3. Don’t know  

8. Does your school have a healthy school policy (also known as a wellness policy)? 

1. Yes  

2. No  

3. Don’t know  

[If yes, please continue to question 10; if no or don’t know, please go to question 14] 

9. Please include a copy of your healthy school policy. 

10. Does it include a written healthy food policy with an available document? 

1. Yes  

2. No  

3. Don’t know 

 

11. Please indicate who was involved in the creation of your healthy school policy (tick 

all that apply): 

1. Teaching staff  

2. Pupils 

3. Non- teaching staff 

4. Parents 

5. Other community members (e.g. church, business, health practitioners) 

6. Don’t know 

12. Over the past school year, has your school led or participated in any health promotion 

activities? 

1. Yes  

2. No  

3. Don’t know  
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13. Please indicate if your school has been involved in any health promotion activities 

listed below (tick all that apply): 

1. Awareness- raising activities or campaigns around particular health issues  

2. Special lectures or assemblies with health promotion theme  

3. Visitors brought in to take about health- related issues  

4. Projects involving the Health Promotion unit  

5. Sports days  

6. Nutrition campaigns  

7. Don’t know  

8. Not applicable  

14. Are there any members of staff who have spontaneously organised or proposed an 

initiative on pupil diet or exercise in the past year? 

1. Yes 

2. No  

3. Don’t know  

15. Have any attempts been made to integrate issues of diet and exercise into the school 

environment? 

1. Yes  

2. No  

3. Don’t know  

SCHOOL FOOD 

16. Can pupils buy food on the school premises? 

1. Yes  

2. No  

3. Don’t know  

17. Is food prepared on- site? 

1. Yes  

2. No  

3. Don’t know  

18. Does your school have kitchen facilities? 

1. Yes  

2. No  

3. Don’t know  
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19. Does your school provide options for healthy choices in school food? 

1. Yes  

2. No  

3. Don’t know  

20. Does your school have any of the following on the school premises? 

 Yes No Don’t know 

Canteen or cafeteria    

Tuck shop or snack bar    

Vending machines    

Outside food vendor such as ice- cream vans 

or other snack facilities 

   

 

21. How many times in the current school year has your school been involved in 

competitive food sales: e.g. selling food as part of a fundraising effort ……………… 

22. Please which of the following statements is true (tick only one): 

1. Some of my staff use food and/or beverages as incentives or rewards for pupils 

2. None of my staff use food and/or beverages as incentives or rewards for pupils 

PHYSICAL ACTIVITY 

23. Does your school have any after school sports teams? 

1. Yes  

2. No  

3. Don’t know  

24. Please indicate if your school has any of the following school sports teams (tick all 

that apply): 

1. Rugby  

2. Football  

3. Basketball  

4. Netball  

5. Tennis  

6. Cricket  

7. Not applicable 

8. Other (specify) …………………………………………………………………...... 
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25. Does your school provide students with outdoor break time? 

1. Yes  

2. No  

3. Don’t know  

26. How many hours per day? …………. Hours  …………….  Minutes 

27. Please indicate if your school has the following facilities available to pupils (tick all 

that apply): 

1. Gymnasium  

2. Playground  

3. Bicycle racks  

4. Sports fields  

5. Swimming pool  

6. Basketball court  

7. Tennis court  

8. Other 

PARENTAL AND COMMUNITY SUPPORT 

28. Does your school have a Parents’ Teachers Association (PTA)? 

1. Yes  

2. No  

3. Don’t know  

29. How active is the Parents’ Teachers Association (PTA)? 

1. Not active at all  

2. Somewhat active  

3. Active  

4. Very active  

30. How many parents and/or members of the community are involved in these classes?  

31. Have any parents in the past year brought up issues relating to pupils’ diets?  

1. Yes  

2. No  

3. Don’t know  
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32. Have any parents requested in the past year that more fruits and vegetables be served 

at school? 

1. Yes  

2. No  

3. Don’t know  

33. Have any parents requested in the past year that pupils participate in more physical 

activity at school (such as more physical education classes?) 

1. Yes  

2. No  

3. Don’t know  

 

Thank you! 
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Appendix VIa: Parent/ Guardian Questionnaire 

Research Instrument 3 

PARENTS/GUARDIANS QUESTIONNAIRE 

Prevalence & Risk Factors of Obesity in Children (7-12) 

Official Use:  

 

School code: …………….. Respondent Number: ……………………… 

 

This questionnaire is part of the Study of the prevalence of obesity in primary schools in 

Lusaka that you have consented for your child to take part in. It has been designed to examine 

the lifestyle and health of both you and your child. Questions included examine birth factors, 

physical activity levels and hobbies of your child. Questions specific to the parent/ guardian 

include those on current health, the general family setting, physical activity and dietary 

factors. 

Your answers will be treated as strictly confidential and will be used only for the purposes of 

this study. This questionnaire can be returned in the envelope provided in the folder your 

child has been provided with and we will collect it from your child’s school.  

Thank you for taking the time to provide this information. Your input will provide valuable 

information to the study. 

RELATIONSHIP TO STUDY CHILD 

1. Are you the child’s: 

1. Mother  

2. Father  

3. Other (Please specify) …………………………………………………………… 

CHILD’S CURRENT HEALTH 

1. In general, how would you describe your child’s health in the past year? 

1. Very healthy, no problems  

2. Healthy, but with a few minor problems  

3. Sometimes quite ill  

4. Almost always unwell  
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2. Does your child have any on-going chronic physical or mental health problems, 

illness or disability such as asthma, diabetes, etc? 

1. Yes  

2. No  

3. Don’t know  

[If no, please skip to question 6] 

3. What is the nature of this problem, illness or disability? (Please record diagnosis, not 

symptoms of the problem) …………………………………………………………..... 

…………………………………………………………………………………………. 

4. How old was your child when he/she was diagnosed with this problem, illness or 

disability? 

……………  Months old OR …………. Years old  

5. Is your child hampered in his/her daily activities by this problem, illness or disability? 

1. Yes, severely  

2. Yes, to some extent  

3. No  

6. Do you think your child is: 

1. Normal weight 

2. Overweight  

3. Obese  

4. Don’t know 

 

CHILD’S EXERCISE AND PHYSICAL ACTIVITY 

1. How many times in the past 7 days has your child done at least 20 minutes of hard 

exercise, hard enough to make him/her breathe heavily and make his/her heart beat 

faster? (Hard exercise includes, for example, playing football, jogging, or fast 

cycling) include time in physical education class.  

1. None  

2. 1- 2 times  

3. 3- 5 times  

4. 6- 7 times  
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2. How does your child usually (a) go to school and (b) come home from school? 

(Tick one box in column A and B) 

 A B 

 Going Coming Home 

He/she walks   

By public transport   

By public transport and walking   

By School bus   

By car   

Rides a bicycle   

Other (Please describe) ………………………......   

 

YOUR CHILD’S HOBBIES AND ACTIVITIES 

1. On a normal weekday during term time, how many hours does your child spend 

watching television, videos or DVDs? Please remember to include time before school 

as well as time after school. 

1. None to less 1 hour 

2. Less than an hour  

3. 3 hours or more  

2. On a normal weekday during term time, about how many hours does your child 

spend using the computer and non- active game consoles (PlayStation, Xbox, 

etc.)? Please include time before school as well as time after school. DO NOT include 

time spent using computers in school. 

1.   None to less than 1 hour 

2. 1 hour to 3 hours 

3. 3 hours or more 

YOUR CHILD’S DIET AND DIETARY HABITS 

1. What type of milk does your child typically consume whilst at home? (Please tick 

One). 

1. None  

2. Whole/Full fat  

3. Low fat  

4. Skimmed  

5. Other  
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2. What type of spread does your child usually use on bread? (Please Tick one). 

1. Butter or hard margarine  

2. A low fat or polyunsaturated spread  

3. None  

4. Other  

3. Does your child usually have something to eat before going to school? 

1. Yes  

2. No 

 

4. Does your child consume fruit?  

1. Yes  

2. No  

5. How often? …………………………………… 

6. Does your child consume vegetables?  

1. Yes  

2. No  

7. If yes, how often? ……………………. 

8. Is your child on any type of special diet e.g. vegetarian, etc?  

1. Yes  

2. No  

3. If yes, please specify: ………………………………………………………… 

………………………………………………………………………………… 

 

PARENT/ GUARDING DIET 

1. How often do you eat fried food? 

1. Daily  

2. 1-3 times  

3. 4-6 times  

4. Less than once a week 

2. How often do you add salt to food while at the table? 

1. Always  

2. Usually  

3. Rarely  
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3. Did you eat snacks between your meals yesterday? 

1. Yes  

2. No  

4. If yes, how many snacks did you eat yesterday? ……………………………………… 

 

GENERAL FAMILY EATING QUESTIONS 

1. What type of fat/oil would you usually use for cooking? [Please Tick One] 

1. Vegetable oil  

2. Sunflower  

3. Olive oil  

4. Other (specify) …………………………………………………………………. 

2. How often does your family order take away in a typical week? 

1. Daily  

2. 1-3 times a week  

3. 4-6 times a week  

4. Less than once a week  

3. How often does your family eat out in typical week? 

1. Daily  

2. 1-3 times a week  

3. 4-6 times a week  

4. Less than once a week 

 

FAMILY BACKGROUND 

1. What is your current marital status? (Please select one answer) 

1. Single  

2. Married  

3. Cohabiting  

4. Separated  

5. Divorced  

6. Widowed  
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2. Does your family have a car? (including vans, minibuses, etc) 

1. Yes  

2. No  

3. If so, how many vehicles _____________ 

 

4. What is the highest level of education you have completed to date? (please select one) 

1. Never been  

2. Primary  

3. Secondary  

4. Tertiary  

5. Refusal  

 

 

Thank you once again for your participation! 
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Appendix VIb: Parent/ Guardian questionnaire 

PEPALA YAMA LONGOSOLEDWE YA MAKOLO/WOYANG’ANILA 

Pepala iyi iri gawo ya phunziro ya mwana wanu onenepa opanda malire musukulu ya 

chipepele mu primary muzinda wa boma ya Lusaka, kutengako mbali. 

Chaonetsa kuti khalidwe ya umoyo ndi umoyo wathanzi, inu ndi mwana wanu. Mafunso 

mwapa modzi pa kupima kaonetsedwe kachibadwidwe, zichitidwe za thupi ndi 

zokondamwana wanu. Mafunso maka-makakwa makolo kapena osunga anawa ndi ku 

onjezela aja onse ali ndi umoyo wathanzi tsopano ndi mabanja mokhalila zichitidwemuthupi 

ndi zolinga kadyedwe. 

Mayankho yanu yonse azasungidwa mwa chinsisi ndipo adza thandizila muphunziro iri 

chabe. pepala iyi yamayankho ndi mafunso idzabwezedwa mu enivolopu muthumba 

yopasidwaku mwana wanu ndipo tidzatengela ku sukulu ya mwana wanu. 

Zikomo kwambiri panthawi imene mwatipatsa nkhani iyi kutengako mbali kwanu kudzakhala 

thandizo lobveka mu phunzilo iri. 

UBALE WAMWANA KU PHUNZIRO  

1. Kodi mwana uyu ndinu  

1. Mai 

2. Bambo 

3. Kapena (fotokozelani) …………………………………………………………….. 

UMOYO KWATSOPANO WA MWANA 

1. Mwanthawi zonse munga fotokozere bwanji umoyo wanthani pa chaka chathachi? 

1. Umoyo wathanzi wabwino, popanda bvuto  

2. Wathanzi wabwino,koma wama bvuto pang’ono 

3. Nthawi zina  wodwala kwambiri  

4. Nthawi zonse odwala-dwala 

2. Kodi mwana wanu amakhala chikhalidwe wodwala, mudziwalo kapena kusokonezeka 

kwa maganizo wamutu bvuto kudwala kapena kulemala monga chifukwa cha befu 

bvuto ya mtima tyulanizina zace? 

1. Inde  

2. Iyayi  

3. Sindidziwa 
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Ngati iyayi, chonde lumphani ku funso ya zisanu ndi cimodzi 

3. Kodi ndi bvuto yamtundu bwanji matenda kapena chilema (chonde lembani 

matenda,osati maonekedwe ya bvuto)  

............................................................................................................................ 

4. Anali mkulu bwani mwana wanu pamene anapezeka ndima tenda mubvuto iri, 

matenda kapena uchi ulema? …………… minyezi ingapo kapena ……….. zaka 

zingapo. 

 

5. Kodi mwana wanu, amamangidwa kapena kuchitidwa muzochitazace masiku onse 

muzichitidwe mwa bvuto iri matenda kapena ulema? 

1. Inde kwambiri  

2. Inde mopitirilapo 

3. Iyayi  

6. Kodi muganiza kumwana wanu? 

1. Wochepekela pa sekela kwambiri 

2. Pakati –kati yasekela  

3. Mwaunthunthu yasekela 

4. Mopitililapo pa sekela  

5. Monenepa kwambiri pa sekela  

6. Sindidziwa  

ZOSEWELETSA MWANA NDI KUSEWEFETSA THUPI KUTI IKHALE YA 

THANZI  

1. Pamasiku asanu ndi awiri apitapo mwanu wanu asewela mwa minisi makhumi awiri 

ya mphavu, mwa mphamvu ndithu ndikumchititsa kupema mwamphavu ndi kuchititsa 

mtima kuthamanga? (masewela amphanvu amakhalamo monga kuse mphila wa 

mendo, kuthamanga pang’ono pang’ono kapena kuchova njinga mothamanga) 

kuonjela nthawi mu thupi ya maphunziro musukulu. 

1. Kulibe  

2. Tsiku limodzi awiri  

3. Masiku atatu –asani  

4. Masiku asanu ndi chimodzi –asanu ndi awiri 
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2. Mwa nthawi zonse mwana wanu (a) amapita ku sukulu motani? (b) amabwela 

kunyumba kuchoka kusukulu? (chongani mukabokosi mu mzele A ndi B) 

 A B 

kupita Kubwela ku nyumba 

kuyenda   

Galimoto yaonse   

Galimoto ya onse ndi kuyenda   

Basi ya ana sukulu   

Galimoto ing’ono   

Kukwela njinga   

Zina zace (chinde fotokozelani) …………………………..   

 

ZOKONDETSETSA MWANA WANU NDI ZO CHITA 

1. Munthawi yokhala masiku mwana wanu amakonda kutamba kanema, kapena nyimbo 

za pa mbale? chonde kumbukilani kuikamo nthawi akalibe kupita kusukulu ndi 

nthawi atabwela kusukula. 

1. Kulibe 

2. Kuchepekela ola imodzi 

3. Ola imodzi mochepekela maola atatu 

4. Maola atatu mochepekela asanu maola  

5. Maola asanu mochepekela maola asanu ndi awiri 

6. Maola asanu ndi awiri kapena opambanapo  

2. Munthawi yokhala masiku mwana wanu amakhala owelenga mokonda 

mwakamphindu bwanji kapena maola (osati nthawi ya sikulu) onjezelani nthawi 

imene amawelenga kwa iwo okha kapena kuwelenga kwa munthu wina. Ndipo 

musaonjeleze nthawi imene amamvelela kumabuku, zilimba, zosungidwa, nyimbo za 

pa kambale, kanema. 

1. Kulibe 

2. Kuchepekela ola imodzi 

3. Ola imodzi mochepekela maola atatu 

4. Maola atatu mochepekela asanu maola  

5. maola asanu mochepekela maola asanu ndi awiri 

6. maola asanu ndi awiri kapena opambanapo  
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3. Mwaka nthawi zonse masiku mwana wanu amatenga maola angati kuse wezetsa 

kanema (computer) ndi maswelo ya pang’ono (maloyamasewela) xbokosi, 

zinazace? Chonde onjezani nthawi akalibe kupita kusukulu ndi nthawi yobwelela ku 

nyumba. Musaonjeze nthawi yosewezesa kanema mu sukulu. 

1. Kulibe 

2. Kuchepekela ola imodzi 

3. Ola imodzi mochepekela maola atatu 

4. Maola atatu mochepekela asanu maola  

5. Maola asanu mochepekela maola asanu ndi awiri 

6. Maola asanu ndi awiri kapena opambanapo  

4. Pa masiku pamene mwana wanu apatsidwa zolemba ku nyumba amataya maola 

angati kuchita nchito yaku nyumba? 

1. Pa ziro kufikila maminisi khmi ndi asanu  

2. Maminisi khumi ndi asanu ndi modzi kufikila makhumi atatu 

3. Maminisi khumi ndi chimodzi mochepekela ola imodzi  

4. Ola imodzi mochepekela ola imodzi ndi asanu  

5. Maola imodzi ndasanu mochepekela maola awiri  

6. Maola awiri mochepekela maola atatu 

7. Maola atatu mochepekela maola anai  

8. Maola anai kapena kupambanapo 

ZAKUDYA MWANA WANU NDI ZIMENE AKONDA 

1. Kodi ndi mkaka wotani mwana umene akonda kumwa pa nyumba (chongani umodzi) 

1. Palibe 

2. Wamphanvu/odzala ndimafuta 

3. Wochepekela mafuta 

4. Wopangidwa ndi wobvomelekeza  

5. Wina wache 

 

2. Kodi mwana wanu amakonda kuika chiani pa mkathe? (chonde chongani) 

1. Bata kapena majarini youma 

2. Wochepekela mafuta kapena polisatuletedi  

3. Kulibe  

4. Zina zace 
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3. Kodi mwana amadya kanthu aka libe kupita kusukulu? 

1. Inde  

2. Iyayi  

4. Kodi mwana wanu amadya chaku mmadzulo mu sabata? 

1. Inde  

2. Iyayi  

5. Mwana wanu amadya chipatso? 

1. Inde  

2. Iyayi  

6. Mwana wanu amadya ndiwo za masamba?  

1. Inde  

2. Iyayi 

MAKOLO/ WOYANG’ANIRA 

1. Umadya kangati zakudya zokazinga. 

1. Masiku onse 

2. Kanai-kasanu ndi chi modzi 

3. Mochepekela sabata  

2. Umayika mcere ku chakudya ka ngati muli pa tebulu  

1. Nthawi zonse 

2. Mwina mwace 

3. Sindiyika (kulibe) 

3. Munadyapo kanthu pakati oa cakudya dzulo  

1. Inde 

2. Iyayi  

4. Ngati inde munadya twa kudya mtundu bwanji dzulo chonde chongani ……………… 

MAFUNSO ABANJA AKUDYEDWE 

1. Kodi ndi mitundu wa mafuta otani amene muma phikila? Chonde chongani cimodzi 

1. Mafuta ya masamba  

2. Sanifulawa 

3. Lard 

4. Mafuta ya olive 

 

 



 

68 
 

2. Kodi ndi kangati banja lanu imagula zakudya kubwalo musabata? 

1. Masiku onse 

2. Kamodzi –katatumu sabata  

3. Kanai-kasanu ndi kamodzi mu sabata 

4. Kochepekela kamodzi pa sabata 

 

3. Kodi ndikangati banja lanu madya kubwalo musabata? 

1. Masiku onse 

2. Kamodzi –katatumu sabata  

3. Kanai-kasanu ndi kamodzi mu sabata 

4. Kochepekela kamodzi pa sabata 

MBIRI YA BANJA  

1. Nanga inu muli mbali iti ya banja? chonde sankhani yankho imodzi? 

1. Mbeta  

2. Wabanja 

3. Kunfunsilidwa 

4. Wotaikana 

5. Wolekana 

6. Wofedwa 

2. Banja lanu ili ndi galimoto (Kuonjezela lole, kabasi kang’ono ndi zina) 

1. Inde 

2. Iyayi 

3. Ndi maphunziro apamwamba bwanji kufikila tsopnao?  

1. Ndikalibe pitako 

2. Pulaimale 

3. Secondale 

4. Sukulu ya kosi 

5. Kukana 

Zikomo kwambirinso kamba kotengako mbal 
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Appendix VII: Letter of clearance from GPPF4 
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Appendix VIII: Permission letter from Provincial Education Office (PEO) 

 


