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Abstract: Introduction: Non-communicable diseases (NCDs), mainly cardiovascular diseases, cancers, diabetes,
and chronic respiratory diseases are becoming public health concern with cardio vascular diseases being the leading
causes of deaths. NCDs have long being associated to aging and mostly recorded in developed countries but recent
studies have shown a significant increase in developing countries and adolescent group. Hence, assessing
Knowledge level of non-communicable diseases and its associated behavioral prevention practices is important to
shade light on community, household and individual factors that contribute to NCDs and help to inform and guide
national discussion and promote evidence decision making to shape programmes, policies and plans focusing on
reduction of NCDs among adolescent. Objective: To assess the Knowledge level of NCDs and its associated
behavioral prevention practices among in-school adolescents in Dar es salaam city and Kinondoni districts, Tanzania,
2024. Methods: This study employed a mixed-methods sequential explanatory design, conducted from February
2024 to May 2024, focusing on adolescents in Ordinary level secondary school. Data collection involved a
structured, researcher-administered questionnaire for quantitative information and in-depth interviews for qualitative
insights. The findings were presented as frequencies, proportions, and median values. Spearman's rank correlation
was utilized to evaluate the relationships between prevention practices and knowledge. Findings: The quantitative
phase included approximately 400 participants, representing an anticipated 80% response rate, while 16 respondents
completed the qualitative phase. The study revealed that 11.25% of participants demonstrated high knowledge about
NCDs. In both phases, healthy diet and physical exercise were identified as prevention practices associated with high
knowledge levels, although these correlations were not particularly strong. Conclusion: The knowledge level was
poor. Hence, this highlights a potential need for increased public health education campaigns or resources to
improve knowledge level regarding NCD among adolescents in secondary school.
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1. Introduction

Non-communicable  diseases  (NCDs),  mainly
cardiovascular diseases, cancers, diabetes, and chronic
respiratory diseases are becoming public health concern
with cardio vascular diseases being the leading causes of
deaths. NCDs have long being associated to aging and
mostly recorded in developed countries but recent studies

have shown a significant increase in developing countries
and adolescent group [1]. These major public health
problems are responsible for causing 74% of all deaths
each year globally, where 85% of it being premature
deaths and 77% occurring in low- and middle-income
country [2] below. Notably, this shows a major shift in
NCDs burden from developed countries to developing
countries. The burden of NCDs in Africa accounted for
22% of all deaths whereby Tanzania accounted for about
33% of all deaths [3]. In 2019, NCDs has caused
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approximately 20 per cent of the deaths among those aged
10-19. However, the impact of NCDs differ according to
age and sex where, NCDs was sought to have caused
about one in four deaths globally among girls as compared
to one in five among boys both in 10-14 years NCDs
cause similar proportions of deaths among adolescents
aged 15-19 [4]. Regardless of age, NCDs are primarily
caused by behavioral factors which start during childhood
and adolescence such as; unhealthy diet, physical
inactivity, tobacco use and harmful use of alcohol, which
not only impact adolescent life but also cause negative
health outcomes in adulthood [4,5,6]. Other risk factors
such as overweight and obesity during adolescence has
significantly contributed to disease development and poor
health later in life. Studies have shown a drastic increase
in prevalence of, overweight and obesity during mid-
adolescence and into adulthood. [5] which also contribute
significantly to the risk for premature mortality and
physical morbidity later in life, including cardiovascular
disease, asthma, and certain types of cancers [6]. However,
the effort to address NCDs to date has focused on the
adult population with adolescents largely ignored in global
health and public policy despite the fact that NCDs are
often manifested during childhood and adolescence [7].
According to [8], there are laws and policies for
preventing risk factors across countries, but those
targeting drug harm reduction, contraceptive use, as well
as mental health and nutrition are limited. Also, NCDs
burden among adolescents and adults are associated with
structural, community and household factors. So, health
policies, plans and programmes for adolescent health are
required, but they need to be informed by data on
prevalence rates, disease burden, risk factors and general
knowledge [9,10,11]. However, there are minimal studies
conducted to determine the burden of NCDs among
adolescent in Tanzania, but also among in-school
adolescent. So, this study aims to explore knowledge and
prevention related practices for NCDs modifiable risk
factors among in-school adolescents in Dar es Salaam.
The study is important because it will help to shade light
on community, household and individual factors that
contribute to NCDs among in-school adolescent. The
findings will also help to inform and guide national
discussion and promote evidence decision making to
shape programmes, policies and plans focusing on
reduction of NCDs among adolescent. Prevention of
NCDs during adolescent will help to reduce the risks
among adult but also disease burden within the country for
the next generation [12].

2. Materials and Methods

2.1. Study Design and Population

The study was conducted among secondary school
adolescents aged 12-19 years in 8 schools. The study
population consisted of all students of both sexes who
were selected from eight ordinary secondary schools of
these two districts in the Dar es Salaam region. The study
design is a mixed-method explanatory sequential design
whereby two phases were independently implemented

and analyzed, which means quantitative data was collected
and analysed first, then informed the design of the
questions and areas of focus in qualitative data that was
collected based on feedback from the quantitative
responses. [13]. The qualitative data was then help to
provide more insight of the findings collected while using
quantitative approach. All the data was then synthesized
and triangulated to provide meaningful interpretation of
the outcomes of the entire study.

2.2. Sample Size and Sampling Procedure

Multistage Simple random sampling and was used to
select participants for the study where every student aged
12 to 19 had an equal chance of being selected. However,
based on an estimated sample of 400 participants, the
target population was divided according to the population
of the districts or municipality and wards under
study. Initially, we selected Kinondoni municipal and Dar
es Salaam city council as our primary sampling units
(PSUs) from the overall population. Then, a sample frame
consisting of the list of all wards was created. Next,
another random sample of 8 wards was taken in a similar
way. Then, within the selected ward, all public secondary
schools were enumerated, and only one school was
randomly sampled from each ward. Finally, during a
quantitative phase, a total of 400 participants were
recruited from 8 schools by probability proportional to
size (PPS), meaning that the number of participants
depends on their school’s size. Then, 16 students who
were identified and purposively sampled during
quantitative data collection phase, were selected basing on
their ability to answer questions or indication of general
knowledge regarding NCDs and preventive practices.

2.3. Data Collection Tools and Procedure

We applied a mixed-methods sequential explanatory
approach to this study. Thus, we started with quantitative
data collection and analysis, followed by qualitative data
collection and analysis, and then we combined results to
interpret the findings (joint display integration). But,
before starting the actual data collection process, we
developed a questionnaire in English and translated it to
Kiswahili. | requested permission to conduct research in
schools through Dar es Salaam regional commissioner
officer, Dar es Salaam city council and Kinondoni
municipal directors, education officers, and the visited
school heads. The questionnaire was piloted in one among
the sampled schools and revised accordingly. Also, an in-
depth interview (IDI) guide was translated to Kiswabhili
where needed. We created and provided consent form to
respondents aged 18 and 19 years while those aged 12 - 17
years, were given assent document addressed to the
adolescents with signature lines for assent and parental or
guardian’s permission on behalf of their children. The
confidentiality of the study participants was well
maintained and adhered to. Then, we conducted phase one
data collection and its analysis. Finally, we interviewed 16
adolescents to explore the relationship between prevention
practices and knowledge about non-communicable
diseases.
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2.4. Data Management and Analysis

Data was analyzed separately, but the interpretation of
the entire study was made after analysis of both phases:
a). Quantitative data

A structured questionnaire was prepared and imported
into a survey solution data server for data collection. Data
was collected using tablets and analyzed using STATA
version 15. Descriptive statistics of the study population,
including gender, age, living district, education level, and
school type, were reported using a frequency distribution
table. Ordinal data/Likert scale data were analyzed using
frequencies and percentages for variability, with a p-value
< 0.05 being considered statistically significant. A
confidence scale was used to determine if a respondent
knows or does not know about NCDs. A threshold level
was set to distinguish between those who "know" and
those who "do not know." Respondents were considered
"know" if they responded with a level of 4 (fairly
confident) or 5 (very confident), and "not know" if they
responded with a level of 1(very unconfident), 2 (fairly
unconfident) or 3 (neutral). The study used Mann-Whitney
U test to compare knowledge scores between boys and
girls, and Spearman’s rank correlation test to examine the
strength of association between the independent variable
and main outcome variable. Knowledge about non-
communicable diseases was coded as an independent
variable, while prevention practices behaviors like
smoking, salt intake, diet, exercise, and supplements were
analyzed as a main outcome.
b). Qualitative data

For the qualitative data, all the 16 which were recorded
were transcribed word-for-word. All the transcripts were
reviewed to ensure all the information from the audio have
been well captured. Thematic content analysis was used in
analyzing the data where deductive approach was used.
The deductive approach involves examining data based on
pre-existing themes [14]. Nvivo software for qualitative
data analysis was used to arrange the themes and
respective quotes.
Data Triangulation

Data was then synthesized and triangulated to provide
meaningful interpretation of the outcomes of the entire
study. The triangulation approach was used to provide
further explanation and insight into the quantitative
findings, which then contributed significantly to the
credibility of the findings.

2.5. Ethical Consideration

Ethical approval for the proposed study was obtained
from the Institutional Review Body of Ifakara Health
Institute and approval from National Institute for Medical
Research (NIMR). Application of appropriate ethical
principles such as informed consent or assenting and
anonymity was adhered to during data collection and
handling.

3. Overview

This chapter presents how the collected data was
analyzed and interpreted in order to arrive at the

discussion of findings and conclusion. The data used for
the study was primary data from government secondary
schools in Dar es Salaam City council and Kinondoni
municipal, which are districts found in Dar es Salaam
Region. The results were tabulated and presented below
according to the research objectives that guided this study:

3.1. Quantitative Results

A total of 400 students participated in the study, where
201 (50.2%) were female and 199 (49.8%) were male,
who completed knowledge surveys prior to the in-depth
interview. This part covered demographic characteristics,
participation in NCD-related education programs,
respondents' level of knowledge about non-communicable
diseases, respondents’ distribution according to their
behavioral risk factors, and the association between
respondents' level of knowledge and prevention practices.

3.1.1. Demographic Characteristics

The respondents’ distribution according to demographic
characteristics includes gender/sex, class level, age groups
and districts are shown in Table 1. Out of the total
respondents, 199 were male while female respondents
were 201, which is equivalent to 50.2%. The distribution
by secondary classes (forms) showed that there were 105
respondents from form 1, which is 26.2%; there were 90
respondents from form 2, which is 27.2%; 107
respondents from form 3, which is 26.6%; and 98
respondents were form 4 students, which is 24.4% of all
the respondents. The distribution by age group was, 274 in
age group of 12-15, which is 68.5% of all the respondents,
while 126, which is 31.5% of all respondents fell into the
age group of 16-19. The results show that the majority of
respondents were aged between 12 and 15, inclusive. In
the distribution according to where they live had indicated
201, which is 50.2% of all respondents, live in Kinondoni
districts, while 199, which is 49.8% of all respondents,
reside in Dar es Salaam city.

Table 1. Respondent's distribution by demographic characteristics

Variable . Respondents

Categories n (%)

Sex Male 199 (49.8)

Female 201 (50.2)

Class Form 105 (26.2)

Form 90 (22.7)

Form 107 (26.6)

Form 98 (24.4)

Age group 12-15 274 (68.5)

16 -19 126 (31.5)

District Kinondoni igé Eigg
Dar es salaam city '

3.1.2. Respondent’s Level of Knowledge about Non-
Communicable Diseases

Respondent’s levels of knowledge about Non-
communicable diseases are summarized in Table 2. It is
observed that a significant majority of respondents
(66.75%) reported having poor knowledge about NCDs,
only a small portion of respondents (11.25%) indicated
having high knowledge about NCDs. Respondents who
reported to have moderate knowledge are 14% and those
with fair knowledge are 8% only. The results indicate that
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there might be a lack of awareness or understanding about
NCDs among the population surveyed. This highlights a
potential need for increased public health education
campaigns or resources to improve NCDs knowledge
among adolescents in secondary school.

Table 2. Respondent's Level of knowledge about Non-communicable
Diseases

Level of knowledge Percent (%)
Poor Knowledge 66.75%
Fair Knowledge 8%

Moderate Knowledge 14%
High Knowledge 11.25%
Total 100%

percent
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Figure 1. Respondent's Level of knowledge about Non-communicable
Diseases by Gender

According to the data on knowledge levels, as shown in
detail in Figure 1, male respondents' knowledge values
were highest at the fair level and lowest at the moderate
level while among the female respondents, the fair
knowledge level had the lowest value. However, the
proportion increases significantly at the moderate level.
The results imply that the general public may not fully
understand or be aware of NCDs.

Similarly, during interviews, some study participants
stated the main causes of non-communicable diseases
(NCDs) and mentioned at least three of the major five
NCDs, indicating their awareness of these diseases.

“Non-communicable diseases are diseases that cannot
be transmitted from one person to another. | used to hear
it at school, at home. I have heard of diseases like
diabetes, high blood pressure, cancer, arthritis and
tuberculosis. A person can get non-communicable
diseases due to lifestyles. For example, eating foods with a
lot of sugar can lead to diabetes, another reason is eating
foods with a lot of fat can lead to high blood pressure and
not exercising regularly.”” (Interview 3, adolescent girl,
16 years)

“Non-infectious diseases are diseases that cannot pass
from one person to another. | used to hear it at school, at
home and on television. | have heard of diseases like
diabetes, pressure, cancer, arthritis, sickle cell. a person
can get non-communicable diseases due to the lifestyle.
for example, eating foods with a lot of sugar can lead to
diabetes, applying cosmetics with chemicals on the skin
can causes skin cancer, drinking a lot of alcohol and

physical
18years)

“Non-communicable diseases are diseases that cannot
be transmitted from one person to another. I've heard of
diseases like high blood pressure, diabetes, cancer and
asthma. A person can get non-communicable diseases due
to lifestyle. For instance, eating fatty foods can cause high
blood pressure, eating foods high in sugar can cause
diabetes, and the use of chemicals in the skin causes skin
cancer.” (Interview 8, adolescent girl, 14 years)

“Non-communicable diseases are non-infectious
diseases that cannot pass from one person to another. |
heard it at school, at home, and on Television. | have
heard of diseases like diabetes, pressure, asthma, obesity,
UTI, kwashiorkor, marasmus A person can get non-
communicable diseases due to various lifestyle habits, for
example, smoking habits and drug use cause lung cancer,
throat, etc. A habit of liking sugary foods or sugary drinks
like soda and processed juices can lead to diabetes. Also,
preferring to eat fatty foods often is dangerous because it
can lead people to heart disease.” (Interview 16,
adolescent boy)

inactivity.” (interview 6, adolescent boy,

3.1.3. Predominant Modifiable Risk Factors among
Adolescents in Ordinary Secondary Schools

A very small percentage of respondents (4.75%)
reported currently smoking. The results show a relatively
low percentage of respondents (10%) reported ever
consuming alcohol in their lifetime while among those
who ever consumed alcohol, a significant majority (75%)
reported consuming it within the past year. The results
indicate a potentially low prevalence of current alcohol
consumption in the population surveyed which are the
teenagers in secondary school. Additionally, it was
observed that a smaller percentage of respondents (21.25%)
reported daily or almost daily intake of fruits compared to
vegetables daily intake (47.37%). The majority (more than
75%) of participants in physical activity categories
practiced at least four days of physical activity per week,
indicating low participation among the youth population.
In that perspective, the predominant risk factors for this
include physical inactivity and daily fruit intake, as shown
in Table 3.

Moreover, during the interviews the same factors were
also identified to be the main risk behaviors, including
unhealthy diet, smoking, excessive salt consumption,
excessive alcohol consumption, and inactivity, and
explained how they related to the mentioned diseases as
indicated in the quotes below:

“People get non-communicable diseases because they
are not educated on how to protect themselves, not getting
vaccinated, level of hygiene, lifestyle such as using high-
sugar substances that cause diabetes and high blood
pressure, cigarette and alcohol use, and inactivity.”
(Interview 2, adolescent boy, 19 years)

“People get non-communicable diseases because of
lifestyle patterns, how they eat, it's easy to get high
pressure if you consume high-fat foods and it's easier to
get diabetes if you consume sugary foods Also, stress can
lead to high blood pressure. Environment for example
asthma can be caused by a cold environment. The major
behavioral risks are lifestyle factors, for example a
person that use fatty foods can get high pressure, a
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person that use sugary foods can get diabetes, and the
use of chemical cosmetics can cause skin cancer.
(Interview 3, adolescent girl, 16 years)

“People can get non-communicable diseases because
of the lifestyle patterns they live, such as the types of foods
they prefer to eat. For example, someone who likes to eat
high-fat foods is at risk of heart disease, and if you
consume high-sugar foods regularly, it is easy to get
diabetes. Also, excessive salt consumption can lead to
stroke. Physical inactivity is another factor contributing to
the onset of non-communicable diseases. (Interview 8,
adolescent girl, 14 years)

people get non-communicable diseases because of
lifestyle. For example, eating junk foods, foods with a lot
of sugar, foods with a lot of salt and a lot of fat cause
diseases like diabetes and pressure. Smoking can also
cause lung cancer. Behavioral risk factors are poor
nutrition, smoking and excessive alcohol consumption
(Interview 16, adolescent boy, 17 years)

Furthermore, the same study respondents, also revealed
their insights on the complication of NCDs including high
treatment cost, disability (limbs amputation or blindness),
long term treatment and decrease in the social workforce,
indicating a comprehensive understanding of the
complications associated with these conditions. The
participants described how a certain risk factor contribute
to a given condition. Below quotes explains further
different complications:

“The difficulties/problems experienced by people with
these diseases, like diabetes or high blood pressure, are
making them dependent, and recovery is difficult; it
becomes a long process that spends a lot of money to treat
the patient.”” (Interview 2, adolescent girl)

“Also, some treatments are offered at a high cost e.g.
radiotherapy for cancer patients and special meals for
patients These diseases lead to loss of a limb or organs,
such as patients with diabetes, which are forced to have
some limbs amputated to prevent the wound progressing
and eventually death, which leads to a decrease in the
social workforce.” (Interview 3, adolescent girl, 16 years)

The problems that patients experience are physical
weakness and failure to perform productive tasks, leading
to a difficult life situation. They are treated with high cost
and high cost for special meals for patients. Also, loss of
organs, such as patients with diabetes, are forced to have
some limbs amputated to prevent the wound from
progressing and eventually death, which leads to a
decrease in the national labor force. (Interview 8,
adolescent girl)

“The patient is affected by being sick for a long time,
being unable to engage in production activities, finding
money for his family, and the development of society in
general; for example, a cancer patient may lose a limb to
prevent the spread of the disease. Deaths lead to an
increase in the labor force of the community.” (Interview
11, adolescent boy, 16 years)

“Non-communicable diseases are the main causes of
disability, as some patients go through the stage of
amputation of a lower limb or suffer blindness during
the period of examination. Also, the high cost of
treatment may affect the economic development of the
patient's family and society in general.” (Interview 16,
adolescent boy, 17 years)

Table 3. Respondent’s distribution according to their behavioral risk
factors

Variable Categories N (%)
) Yes 19 (4.75)
Smoking currently No 381 (95.25)
Alcohol consumption Yes 40 (10)
Ever consumed No 360 (90)
Alcohol Consumption in the past Yes 30 (75.00)
12 months No 10 (25.00)
<1 107 (26.75)
Fruit consumption per week i : 3 18950 ((2417.'2550))
Don’t know 18 (4.50)
<1 55 (13.78)
Vegetable consumption per week i j 73 123 gsg%
Don’t know 2 (0.50)
Days of intense work activity per 1-4 394 (98.75)
week 5-7 5 (1.25)
Days of moderate work activity 1-4 332 (83.21)
per week 5-7 67 (16.79)
) 1-4 177 (44.36)
Days for walking days per week 5_7 222 (55.64)
Days for Intense recreational 1-4 382 (95.74)
physical activities per week 5-7 17 (4.26)
Days for Moderate recreational 1-4 334 (83.71)
physical activity per week 5-7 65 (16.29)

3.1.4. Respondent’s Knowledge Level Differences
Between Boys and Girls

A Mann-Whitney U test (also called a Wilcoxon rank-
sum test) was used to compare knowledge scores between
males and females. The expected values (around 39501
and 39900) represent the average rank sums we would
expect under the null hypothesis (HO) which states that
there's no difference in knowledge scores between males
and females (knowledge for males is equal to knowledge
for females). In this case, with a p-value of 0.6935 (much
greater than 0.05), we fail to reject the null hypothesis.
There is not enough evidence to conclude a statistically
significant difference in knowledge scores between males
and females based on this test as shown Table 4.

Table 4. Two-sample Wilcoxon rank sum (Mann-Whitney) test

Sex n Rank sum  Expected P - value
Male 198 39049.5 39501
Female 200 403515 39900 Prob > [z| = 06935
Total 398 79401 79401

3.1.5. Association Between Respondent’s Level of
Knowledge and Prevention Practices

The results show the Spearman's rank correlation
coefficients between knowledge and five other variables
related to preventive health behaviors (smoking, salt
intake, diet, and physical exercise). Therefore, analysis of
specific correlations indicated that knowledge with
smoking pointed out the coefficient of 0.2531. This
suggests a weak positive association. People with higher
knowledge scores tend to report not smoking more often,
but the relationship is not very strong. Knowledge with
salt intake revealed the coefficient of 0.1072. This is a
very weak positive value, indicating an almost negligible
association between knowledge and salt intake. There's no
clear trend. Knowledge with diet showed a coefficient of
0.1787. This is another weak positive association. People
with higher knowledge might score slightly better on a
healthy diet measure, but the evidence is weak.
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Knowledge with physical exercise points to the
coefficient of 0.1234. This is a weak positive association
similar to non-smoking and diet. There's a suggestion that
people with higher knowledge might exercise more, but
it's not a strong trend as shown Table 5.

Additionally, the majority of interviewees also said that
these illnesses are preventable and that adopting certain
lifestyle changes, such as cutting back on alcohol and
stopping tobacco use, exercising, and eating a healthy diet
while avoiding sugary and salty foods, will greatly reduce
their risk of developing them. Below are different quotes
supporting the findings:

“Diseases can be prevented, for example diabetes can
be prevented by using a type of food that does not have a
large amount of sugar, exercising a lot, regarding cancer,
the best way to prevent it is to have a good lifestyle such
as reducing such, smoking, etc., this disease can also be
prevented by vaccination like cervical cancer.” (Interview
2, adolescent boy,19 years)

“People get non-communicable diseases because of
lifestyles, for example eating foods with a lot of sugar can
lead to diabetes, another reason is eating foods with a lot
of fat can lead to high blood pressure. unhealthy
behavioral reasons are smoking causes non-
communicable diseases such as lung cancer.” (Interview
3, adolescent girl, 16 years)

yes, these diseases can be prevented, for example
diabetes can be prevented by avoiding the consumption of
foods with a lot of sugar, getting education about the right
diet, reducing alcohol consumption. Pressure is also
thought to be preventable by not consuming foods with a
lot of fat, reducing stress. Cancers such as skin cancer
can be prevented by avoiding the use of chemical-rich
cosmetics and chemical-based medicines.” (Interview 6,
adolescent boy, 18 years)

“these diseases can be prevented, for example diabetes
can be prevented by avoiding the consumption of foods
with a lot of sugar, reducing the consumption of alcohol,
providing education about the healthy nutrition. cancer,
for example, skin cancer can be prevented by avoiding
applying cosmetics with many chemicals and drugs with
chemicals.” (Interview 16, adolescent boy)

Adolescents are adopting healthier lifestyles, including
healthy eating and exercise, and regularly seeking
healthcare, such as regular check-ups and vaccines.
Knowledge and preventive health behaviors are positively
associated, with individual perceptions, external factors
such as the environment as well as people adherering to
healthy behavior playing a significant role on adaptation
of healthy behavior among adolescent. Below quotes
explains further different behaviour:

”(Interview 2, interview boy, 19 years)

“Yes, | have been vaccinated because | know that the
cervical cancer vaccine is given to young girls aged 9 to
14 and that it is aimed at preventing women from getting
cervical cancer” and “I often eat healthy food when I'm at
home because we raise chickens and grow vegetables at
home.”” (Interview 3, interview girl, 16 years)

"l have received cervical cancer vaccination here at
school” and ““I do walk, |1 do squats every day in the
evening, and sometimes | dance” and ““I often eat healthy
food at home.” (Interview 8, adolescent girl, 14 years)

“l participate in football practice every Friday and

Saturday with my friends who encourage me to go to the
field” and “Often when I’m at home we eat rice, beans,
potatoes, dairy products, fish, vegetables, fruits and fresh
juice” and “I have had a health examination/check-up
twice because my hobby is football.” (Interview 16,
adolescent boy, 17 years)

Table 5. The Spearman's rank correlation between knowledge and
five other variables.

Knowledge

Strength of

Variable Coefficients (rho) relationship
Not smoking 0.2531 weak

Salt use 0.1072 Very weak
Healthy diet 0.1787 weak
Physical activity 0.1234 weak

4. Discussion

The Majority of research on non-communicable
diseases (NCDs) in Tanzania has focused on adult
populations’ knowledge and practices regarding NCDs
prevention [15,16,17] leaving out a young population like
in school adolescents who a part of the global efforts to
prevent and treat NCDs in order to reduce premature
deaths from NCDs by one-third by 2030 [18]. This study
demonstrates adolescents’ prevention-related behavior and
knowledge of modifiable risk factors for NCDs in Dar es
Salaam, Tanzania. These findings could be helpful in
promoting evidence-based decision-making when creating
programs, policies, and plans aimed at reducing NCDs, as
well as inform and direct national discussions.
Adolescents” NCD prevention will lower the risks in
adulthood and lower the nation's disease burden for the
following generation. [12].

The study results revealed the most predominant
modifiable NCDs risk factors were diet (insufficient fruits
consumption) and physical inactivity, where by Fruits
consumption was 56.5% between 1-2 days per week and
less than half of the participants consumed fruits almost
every day. This means the majority of participants could
not afford to consume fruits on a daily basis, reflecting the
affordability for the mentioned reasons. So far, taste
preference and fruit availability are also concerned. This is
in line with studies done in Japan to assess psychosocial
determinants of fruit and vegetable intake among school
adolescents, as it was observed that the barriers were
preference, availability, social support, and cost [19].
Similarly, in Dhaka it was revealed an insufficient
consumption of fruits and vegetables among school-going
adolescents that was associated with social support,
maternal education attainment, social environmental,
behavioural factors, and income status [20]. The majority
of respondents, more than (75%), are seen to participate in
each of the assessed categories of physical activities for at
most four days, meaning that there is a low tendency of
this youth population to participate in various physical
activities. In that aspect, the most predominant risk factor
is physical inactivity. This finding is in agreement with
the study done by [21] in urban Cameroon among state
secondary in-school adolescents, where only 20% met
recommended physical activity levels and nearly half
lived sedentary lifestyles were reported. Similarly, a high
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prevalence of physical inactivity among university
students of nursing courses was reported [22]. In Thailand,
a study done by [23] reported a high prevalence of
multiple behavioural risk factors of non-communicable
diseases in which physical inactivity is predominantly
identified. Additionally, several studies among adults
supported the current research suggesting that physical
inactivity was the most prevalent risk factor [24,25,26].

In this sample, it is found that a significant majority of
respondents reported having poor knowledge about NCDs,
while a small portion of respondents indicated having high
knowledge about them. According to the results of a
Mann-Whitney U test, also called a Wilcoxon rank-sum
test, there is no apparent difference in the knowledge
scores of male and female participants, which provides
insight into the knowledge gap that exists between them.
This means that knowledge about NCDs is still a
challenge among adolescents, and this gives the
impression that health knowledge is not given much
priority. This is in contrast to studies that reported low
levels of knowledge about NCDs risk factors [27,28].
Research from Cameroon revealed that half of the
respondents lacked sufficient knowledge about NCDs and
their associated risk factors [21]. Similarly, this is central
to a study conducted in Dhaka by [29] that revealed a
difference in knowledge with respect to gender, where
males were more knowledgeable than females.

The relationships between participants' awareness of
non-communicable diseases and preventative strategies
were also examined in this study. Although there is a lack
of awareness regarding NCDs, the results show a minor
tendency for those who are well-informed to report
primarily healthier behaviors, such as abstaining from
smoking, consuming less salt, maintaining a healthy diet,
getting frequent exercise, and getting regular checkups.
Although the associations are not very strong, the results
suggest a strongly that there is a positive correlation
between knowledge and all preventative health behaviors.
This concurs with studies done in Spain, Ukraine and
Poland that revealed that the level of knowledge was
related to the practice of healthy behaviors as such, people
with more knowledge seemed to attempt health practices
[30,31,32] and Western Ethiopian research has shown that
the level of health knowledge had an influence in
stimulating people to undertake healthy behaviors towards
NCDs [33]. Generally, participants' ignorance about
NCDs, risk factors, and their preventative measures
accelerates a lot of people to undergo many unhealthy
lifestyle choices [34,35].

Limitation of the Study

Even though the main study objective was achieved,
our study has some limitations, including limited
generalizability and replicability to other settings. Second,
the researcher can bring their own biases and assumptions
into the study whether in interview or in questionnaire.
Third, Fear of information disclosure, because in school
settings, alcohol consumption and smoking are
misconduct, which was not easy for some participants to
expose the reality as the question needs because of ethical
reasons. So, it is possible that among students who

expressed their behaviors as non-smokers and non-alcohol
consumers, there are a number of respondents who engage
in these risky behaviors, which prompts further research.

5. Chapter Five: Conclusion and
Recommendation

5.1. Conclusion

The research suggests limited awareness about non-
communicable diseases among the participants. It also
analysed the factors that influence preventive behaviours
among adolescents, using a model that considers various
environmental and personal factors. This information can
help create interventions that address multiple influences
on healthy behaviours such as vaccinations, diet, physical
activity, and regular health check-ups.

5.2. Recommendation

It is therefore recommended that emphasis be given to
the influential factors raised to support the implementation
of various interventions aimed at reducing risks and
likelihood of getting diseases in the future. This highlights
a potential need for increased public health education
campaigns or resources to improve NCD knowledge
among adolescents in secondary school.
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