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Abstract

Background: School health and nutrition programmes improve the health and nutritional status of  learners, yet their 
implementation status in Zambia remains unknown. This study aimed to explore the implementation of  school health and 
nutrition programme in one of  the districts in Zambia.
Methods: This was a descriptive, cross-sectional study conducted in Lusaka district, in 2015. The participating schools, including 
only state schools in Lusaka district were selected using stratified sampling method. Community and privately owned schools 
were not included. Herein, 40 school health and nutrition programme coordinators completed a questionnaire based on the 
guidelines provided by the Ministry of  Education. Quantitative data were analysed via Microsoft Excel and Stata. The data 
obtained from open-ended questions were subjected to content analysis with prominent themes generated.
Results: A School health and nutrition programme was observed in 42.5% (n=17) of  the schools, but with no significant 
differences (P=0.601) between the urban and peri-urban ones. Due to insufficient funds and lack of  supervision, only some of  
the recommended activities were implemented, such as school gardens, deworming, vitamin A and iron supplementation, and 
health education. The schools implementing school health and nutrition activities noted positive changes such as improvement 
in school attendance, pass rate, and a reduction in diarrhoea and bilharzia among their learners.
Conclusion: School health and nutrition programme was implemented by less than half  of  the schools, still only partially. The 
effective implementation of  the school health and nutrition programme is crucial to improve the health and nutritional status of  
learners. This necessitates that the Ministry of  Education consistently follow up on school health and nutrition implementation.
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1. Introduction

School Health and Nutrition (SHN) programmes 
are health and nutrition-related interventions 
implemented in schools to improve the health and 
nutritional status of learners (1, 2). A healthy and 
well-nourished learner attends school regularly, 
performs better in class, and has a high chance of 
staying in school and earn an education (1, 2). SHN 
programmes have been in existence for an extended 
period of time (3, 4) even though in some parts of 
the world, the programme activities tend to decline 
over time in terms of quality and implementation. 
These programmes may be structured according 
to the context of a society, but the principles are 
similar; they may include the following, but are 
not limited to them: school feeding programmes; 
de-worming and micronutrient supplementation; 
health and nutrition education; school gardens; 
vaccinations; counselling; physical education; 
health screening; maintaining a healthy school 

environment (1-3, 5).

Poor health in the form of malnutrition, 
micronutrient deficiency conditions, or helminth 
(worm) infections contribute significantly 
to low educational attainment in many low-
income countries (3). However, through SHN 
interventions, schools offer many opportunities to 
create an environment where learners can acquire 
health and nutrition knowledge, eat healthily, 
and engage in regular intense physical activity. 
This helps support good health and results in 
positive educational outcomes.  Wei and colleagues 
conducted a case-control study in Lusaka, Zambia, 
where they observed a 38% reduction in self-
reported acute illnesses among learners due to 
certain interventions, such as training teachers 
on delivering health lessons, administration 
of vitamin A, and deworming medication 
biannually (6). Studies that evaluated school 
feeding programmes in Jamaica found that serving 
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standard school meals improved arithmetic scores 
and school attendance. Additionally, when severely 
malnourished, stunted, or wasted learners did not 
have breakfast, their performance deteriorated in 
various cognitive tests (7, 8). SHN programmes 
have also proven to be effective in addressing 
childhood obesity (9, 10), which is now a global 
issue (11). 

1.1. Development and Overview of the School Health 
and Nutrition (SHN) Programmes in Zambia

In Zambia, SHN programmes have been in 
existence since 1964, when the Ministry of Health 
(MOH) provided learners with services like 
physical examination, inspection of immunizations 
scars, and micronutrient supplementation (12). 
Unfortunately, some of these services ceased after 
a while. Since then, there have been different donor 
organisations that provide SHN services in various 
schools (13, 14). However, continuity of these 
programmes once donor funding is discontinued 
is not always certain. In 2001, the Ministry of 
Education (MOE) and the Ministry of Health 
(MOH) signed an agreement to revive the SHN 
programmes in Zambia, due to the increasing 
number of learners suffering from malnutrition, 
malaria, micronutrient deficiency, and helminth 
infestation. This agenda was funded by USAID 
through the Community Health and Nutrition 
Gender and Educational Support (CHANGES) 
programme. Various health- and nutrition-related 
activities were formulated and piloted from 2001 to 
2003 (15, 16). Concurrently, several other activities, 
like sensitizing communities and government 
officials, training teachers and health workers on 
SHN, as well as developing training manuals were 
done. In 2003, the SHN programme was made 
mandatory in all the state primary schools (grades 
1 to 7) in Zambia. The selected teachers were trained 
and appointed as SHN coordinators, to ensure that 
the programme is well implemented in the schools. 
In 2004, the MOE with the help of CHANGES 
drafted the National School Health and Nutrition 
policy for the county, which was presented in 2006 
(12). CHANGES programme ended in 2005, but the 
MOE continued with the programme in all the state 
schools. In 2006, USAID introduced CHANGES2, 
a phase two of the CHANGES programme. During 
this period, the activities and development of new 
training manuals were in progress (17). 

Despite the declaration of having a SHN 

programme in all schools in 2003, there have 
been indications of its discontinuation. Currently, 
there is no information on the extent of SHN 
implementation in these schools. In addition, 
Zambia still faces certain challenges associated 
with malnutrition and high helminth infection 
among children (18-21). Therefore, the present 
research aimed to explore the implementation of 
SHN programme in state (government) schools in 
Zambia as this programme is vital in addressing 
some of the health and nutrition challenges faced 
by learners.

2. Methods

This was a descriptive, cross-sectional study, 
with a sample of 40 state schools in Lusaka district. 
Lusaka district was selected purposefully due to 
logistical issues. Stratified sampling was utilized for 
obtaining the sample, within the two strata of urban 
and peri-urban schools. Probability proportional to 
size sampling was used to determine the inclusion 
of 16 urban and 24 peri-urban schools. This 
sampling method ensured external validity within 
state schools in Lusaka district. Each school has one 
SHN coordinator, meaning 40 SHN coordinators 
participated in this study. The schools outside 
Lusaka district or not administered by the state 
(community and privately owned schools) were 
not included. A self-administered questionnaire 
was used for data collection with 29 questions, a 
combination of open- and closed-ended questions. 
The 13 closed-ended ones included questions 
on demographics and if the school had an active 
SHN programme. Meanwhile, the 16 open-ended 
ones asked the participants to list the activities 
implemented under the SHN programme, state 
their understanding of the SHN programme, 
and state the positive outcomes observed and the 
challenges faced by the school in implementing 
the programme. Three SHN programme experts 
from the MOE of Zambia participated in the face 
and content validation of the questionnaire; there 
was universal agreement among the experts on 
the relevancy of all the questions included in the 
questionnaire.

Once permission was granted by the MOE, a 
pilot study was conducted at two schools selected 
from the study sample. Thereafter, the study 
commenced in the schools. The period of data 
collection was from July 20, 2015 to 2 August, 2015. 
Microsoft Excel and Stata statistical programmes 
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were utilized respectively for data capturing and 
data analysis. To present the quantitative data, 
descriptive statistics were employed. The chi-
square t-test was used to determine if there was a 
significant difference in the implementation of the 
SHN programme between schools in urban and 
peri-urban areas. This was necessary because the 
schools in peri-urban areas have more vulnerable 
children than those in urban areas. The answers 
provided by open-ended questions were captured 
verbatim in a word document and subjected to 
manual content analysis. Segments of the text were 
highlighted and coded headings were assigned, 
main themes were then established around the key 
concepts explored in the questionnaire. 

2.1. Human Subjects Approval Statement

This study was approved by the Health Research 
Ethics Committee of Stellenbosch University 
[Reference number S14/10/251]. Moreover, the MOE 
of Zambia and the participating schools approved 
the present work. Participation was voluntary 
and the participants had to give their consent. No 
names appeared on the questionnaire or reports 
to ensure the confidentiality and anonymity of 
participants in this study.

3. Results

3.1. Background Characteristics of the Participants

The study participants included 40 SHN 
coordinators from 40 state schools in Lusaka 
district, Zambia. Out of this population, 16 were 
from the urban areas while 24 were from the peri-
urban areas. The participants were mostly female 
(n=28; 70%) and were over 30 years old (n=39; 
97.5%). The majority either obtained a diploma 

(n=17; 42.5%) or a degree (n=15; 37.5%), with over 
half of them having between 5 and 10 years (n=22; 
55%) of teaching experience (Table 1). Generally, 
SHN coordinators are required to undergo a 5-day 
training in SHN programme implementation upon 
appointment; only 25 (62%) participants however 
indicated to have done this training. The training 
sessions were offered between 2004 and 2009. 

3.2. Participants’ Understanding of the SHN 
Programme

The participating SHN coordinators provided 
various descriptions of their understanding and 
the intended purpose of the SHN programme. The 
most prominent descriptions were that SHN is a 
programme embarked upon by the MOE, aiming 
to improve school enrolment and attendance. 
Moreover, according to them, this programme 
is applicable to help learners, especially the most 
vulnerable ones, attain good health. This was to be 
achieved through some activities, like the school 
feeding programme (providing learners with foods 
like soya porridge), deworming, and educating 
the learners on their health and well-being. One 
participant stated the following: 

”This is a programme that encourages pupils to 
live in a healthy environment. It ensures that they 
have healthy bodies by eating the right kinds of 
foods. Through this programme, they will be free 
from diseases, such as bilharzia, anaemia, and 
worms, resulting in their full participation in school 
activities. A healthy mind will produce good results.” 

3.3. Existence of School Health and Nutrition 
Programme in the Schools

Less than half (n=17; 42.5%) of the responding 

Table 1: Demographic characteristics of the participants
Demographic Characteristics   Frequency (N=40) Percent (%)
Gender Female 28 70

Male 12 30
Age (in years) 20-30 1 2.5

31-40 22 55
41-50 17 42.5

Education Status Degree 15 37.5
Diploma 17 42.5
Certificate 8 20

Teaching Experience (in years) Below 5 12 30
5-10 22 55
Above 10 6 15



208 Int. J. School. Health. 2022; 9(4)

Napanje MC et al.

schools had an SHN programme in place. A 
large percentage of the schools located in both 
peri-urban (n=13; 54.3%) and urban areas 
(n=10; 62.5%) stated that they did not have an 
active SHN programme. The difference in SHN 

implementation between the urban and peri-
urban schools was not statistically significant 
(P=0.601). Table 2 represents various activities 
implemented as reported by the schools (n=17) 
against the activities specified by the MOE (16).  

Table 2: Activities specified by Ministry of Education in various domains against the activities implemented in the schools as indicated 
by the School Health and Nutrition (SHN) coordinators
Guidelines for School Health and Nutrition Programme activities as 
provided by the Ministry of Education Zambia {16}.

Activities implemented under the School Health 
and Nutrition program in participating schools  as 
reported by the participants  (Number of schools 
implementing the activity)

Domain: Health
To promote the health status of learners, the schools are required to carry out the  
following activities:
Vaccinations: The School and Health facility should during Grade I enrolment, 
check under-five clinic cards for vaccinations received and ensure that all school 
children entering Grade I receive Tetanus vaccine (T.T), measles and other 
vaccination recommended by the MOH. Vaccinate all girls above 15 years with 
T.T. 

Vaccinations: Children are vaccinated against measles, 
some types of cancers, and other vaccinations during 
mass vaccination conducted by the Ministry of 
Health. [n=40]. 

Physical Examination: Class teachers shall be required to carry out a basic (head 
to toe) physical examination of all the learners before they enter the classroom to 
ascertain their hygiene; and their health status. The School shall also arrange for 
a health worker to screen the learners at least once a year.

Physical Examination: Physical check-ups are not 
conducted [n=16].

Treatment and Referrals: The School should have a sick bay and ensure that 
basic medicine to treat minor illnesses are available and teachers are trained in 
their use. De-worm all children at least once a year with appropriate medication 
according to prevailing medical guidelines and ensure that trained teachers 
administer the deworming drugs under the supervision of the trained Health 
personnel

Treatment and Referrals: The schools in conjunction 
with health personnel conduct deworming [n=40]. 
Drug administration for minor ailments are 
conducted by teachers, [n=17]. 

Environmental Health and Sanitation: the school should ensure a Regular 
supply of safe and clean drinking water, Adequate and clean sanitary and 
handwashing facilities that are gender-friendly and well sited. Regular inspection 
of surroundings, structures and facilities and regular maintenance. Collaboration 
with health personnel for guidance on environmental health issues and 
sanitation

Environmental Health and Sanitation: The teacher on 
duty inspects the school surroundings and ensures 
that the toilets and premises are kept clean and 
conducive for learning daily. [n=17]. 

Sexual and Reproductive Health:  Learners are taught about growth and 
development in terms of sexuality and reproduction; Learners are made to 
understand the risks of initiating sex at an early age and their consequences i.e. 
teenage pregnancies, STIs/HIV/AIDS. Sexual harassment and abuse (physical 
and verbal) are explained and discouraged

Sexual and Reproductive Health: Learners are 
subjected to health education focusing on teenage 
pregnancies, Sexually Transmitted Infections and 
HIV/AIDS. [n=17]. 

Substance abuse, the school should ensure that: Information on the dangers of 
substance abuse is provided to discourage the practice, Learners consuming 
substances of dependence are referred to rehabilitation services

Substance abuse: Learners are subjected to health 
education on substance abuse. [n=17]. 

Health Promotion:  the school shall ensure that high standards of personal 
and environmental hygiene are observed at all times, Health checks are carried 
out regularly, and encourage activities that contribute to health promotion, for 
example, drama and festivals

Health Promotion: Learners are subjected to regular 
health talks on good health habits, personal hygiene, 
oral health, hand washing and keeping the school 
surroundings clean. Leaners also educate one another 
on health issues through drama, poetry, songs and 
dance regularly. Schools do this once a week at 
parades or assemblies. [n=17].

Domain: Nutrition
To promote the nutrition status of learners, the schools are required to carry out 
the following activities:
Growth monitoring and promotion: In collaboration with Health centers, the 
schools should conduct regular weighing and height measuring of all learners at 
least twice a year. In order to monitor and promote the growth and development 
of learners in relation to given standards

Growth monitoring and promotion: Growth 
monitoring is not done. [n=17].

Micronutrient Supplementation: Supplementation of learners with Vitamin A 
capsules once a year and supplementation of learners with iron tablets as per 
schedule.

Micronutrient Supplementation: The schools in 
conjunction with health personnel conduct vitamin A 
supplementation occasionally [n=40]. 
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It was evident from the information reported by 
the schools that there was no consistency in the 
implementation of the SHN activities and not all 
the activities specified in the MOE guidelines were 

implemented. Among the activities implemented, 
there was micronutrient supplementation mainly 
for vitamin A and deworming, but not consistently. 
These activities are done in collaboration with 

Food Production Units (Home Grown School Feeding Programme) In 
collaboration with communities and other stakeholders, schools shall teach 
children improved food production methods and agricultural entrepreneurship 
skills, encourage the growing of seasonal crops and the preservation of foods 
such as drying mangoes, vegetables, and sweet potatoes, ensure that all learners 
benefit from the agricultural Production Unit products and demonstrate 
sustainable agricultural methods and crop diversity

Food Production Units (Home Grown School Feeding 
Programme): Schools have put up gardens where they 
grow different types of crops and orchards for fruits. 
The produce is either sold and the money used to buy 
food to feed the learners (done occasionally) or they 
produce mostly the fruits and maize (corn) to benefit 
the learners. However, gardening is seasonal due to 
reliance on rain as a source of water. The produce is 
also limited especially from the gardens due to limited 
manpower, hence these gardens cannot sustain the 
feeding program [n=17].

Improving feeding and eating practices: Schools should have a tuck-shop, which 
should be selling healthy foods, encourage the family to prepare and pack 
healthy foods for learners, support the introduction of community-based feeding 
schemes, ensure that food handlers within school premises are medically fit and 
practice personal hygiene and ensure that all vendors are oriented on hygiene 
and sanitation so that foods sold in school are appropriately prepared, packaged 
and stored.
Schools should ensure that learners are advised and counselled on good feeding 
practices and encourage consumption of traditional and local foods

Improving feeding and eating practices: Schools 
have tuck shops and vendors, however, there are no 
policies to guide the vendors on what foods should 
be sold on the school premises. Hence schools are not 
stocked with healthy foods but with high salt and high 
energy foods (crisps and fritters) [n=17].
Children are taught the basics of nutrition and 
encouraged to consume traditional and local foods. 
They are also taught how to prepare these foods in 
home economics subject. [n=17].

Domain: Health and Nutrition Education
In order to promote the health and nutrition knowledge of learners, the schools 
should carry out the following activities:
Revitalize the Child to Child methodology to disseminate health and nutrition 
information.
Apply the integrated method of teaching SHN issues as identified in the 
curriculum framework document.
Teach basic health and nutrition principles healthy eating habits to avoid 
becoming under or overnourished and importance of personal hygiene and good 
grooming.
Initiate nutrition clubs in schools and communities.

The curriculum now has a subject where learners are 
taught basic principles of nutrition, how to prepare 
nutritious meals (from local foods) and other health 
and nutrition-related topics. [n=40].
Learners educate one another on health issues 
through drama, poetry, songs and dance regularly. 
[n=17].

Domain: Recordkeeping
Record keeping is cardinal in monitoring the health and nutrition status of 
learners. Schools are required to keep health and nutrition records of all learners.
It is important that: The information is in standard form (SHN Card) the 
information is written. the SHN card is kept for all school grades (one to twelve) 
and   all the required vital statistics on the school health record for all the 
learners are filled in and updated as necessary

The schools ONLY keep records on when mass 
activities like vitamin A and deworming are 
conducted by MOH popularly referred to as drug 
administration day and not for individual learners. 
[n=17].  

Domain: Life skills
Life skills are abilities for adaptive and positive behaviour that enable 
individuals to deal effectively with the demands and challenges of everyday 
life. It helps children to acquire and practice good health behaviours along 
with the underlying knowledge and positive attitudes. The school shall 
ensure that learners are equipped with psychosocial, practical, vocational and 
entrepreneurship life skills

learners are taught meal preparation and acquire 
gardening skills from helping out in the school 
garden. The learners are also equipped with other 
crafts skills. [n=17].

Domain: Guidance and counselling services
The school should ensure that provision of Guidance and Counselling services 
are done by trained staff, therefore Schools should have trained teachers in 
Guidance and Counselling. Provision of Guidance and Counselling Services 
in a school should take into account issues of reproductive. health, dangers of 
Sexually Transmitted Infections, HIV/AIDS, substance abuse and other issues 
that may have a bearing on the health and nutrition status of learners.

Each school has appointed a guidance and counselling 
teacher. [n= 17].

17 out of the 40 participating schools indicated that they had an active SHN programme, however, it is important to note that activities 
such as the home economics subject and the activities provided by MOH (deworming, and Vitamin A supplementation) are universal to 
all schools including those with no active SHN programme
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the health care professionals from the health 
centres nearby. The health and nutrition education 
programme was reportedly well implemented. As 
reported by the participants, in 2014, modifications 
were done to the school curriculum by including 
Home Economics for primary school students as a 
subject.  This subject includes lessons in food and 
nutrition, health education, and life skills, which 
are taught from the first to seventh grades. Physical 
education is also included in the school curriculum, 
during which children engage in outdoor exercises 
once a week. 

Despite efforts by schools, there are still other 
important activities not implemented, like the 
feeding programme. Food is often given to 
students under special circumstances and in case of 
incidences, such as when a child collapses in class 
due to hunger. Schools also have school gardens; 
however, most of the gardening is seasonal because 
of reliance on rain as the source of water as well 
as the lack of human capacity (“manpower”) since 
the gardening is mostly done by learners after 
their class. Physical examination of learners for 
early detection of health warning signs or ailments 
(hearing, vision, malnutrition), if any was not done 
by teachers because the learners are too many 
in one class. On average, a class has 80 children 
and one teacher could not manage to physically 
examine each child and keep up with teaching 
responsibilities at the same time.  Record keeping 
and documentation of SHN activities was also poor 
in all the schools. A participant reported that when 
SHN programme was introduced, every child had a 
SHN card. This card was used for recording physical 
examination results, medication, supplements, and 
vaccines the child had received since they enrolled 
in grade one until their seventh grade. This card 
was very helpful for presenting part of the medical 
history of the child and keeping track of when 
the child received micronutrient supplements and 
deworming. Unfortunately, this is no longer done. 

3.4. Challenges in Implementation of School Health 
and Nutrition Programme    

All the participants (n=40) indicated that 
insufficient funds and resources along with 
shortage of human capacity were the main reasons 
behind the non-existence or poor implementation 
of SHN programme in the schools. The schools 
normally receive a lump sum of money from the 
MOE, allocated to various activities for running 

the schools, including school administration 
and SHN programme. Several schools gave an 
example of where they were only able to allocate 
6 USD (100ZMK), quarterly to the programme (in 
2015). Furthermore, the MOE is not training as 
many SHN coordinators since 2009, this has led 
to a shortage of SHN coordinators in the schools 
and has contributed significantly to the poor 
implementation of the programme. Some activities 
not requiring money would be implemented if the 
schools had SHN coordinators. One participant 
explained the challenges as follows: 

“The programme requires a lot of time, especially 
during deworming, and it is difficult as I have a class 
to teach. The programme is voluntary as there is no 
incentive attached to it, which makes it somehow 
discouraging. The enrolment is rather too high; it is 
tiring since the school has about 2,450 pupils.”

Some schools (n=9; 22,5%) also reported about 
challenges of water and poor sanitation. These 
schools did not have a constant supply of water 
and had few handwashing points and toilets in 
comparison to the number of their learners. 

3.5. Positive Changes Attributed to the School Health 
and Nutrition Programme

Almost all the schools (87.5%; n=15) with an 
active SHN programme observed positive changes 
among learners by implementing the programme. 
They observed an increase in the number of learners 
attending school regularly. Learners’ concentration 
in class improved as well as the pass rates. They also 
reported that the attitude of some learners towards 
health matters changed as they developed a positive 
attitude towards their health. Additionally, they 
acquired some life skills, like gardening. Moreover, 
they became aware of the negative effects of drug 
and alcohol abuse and the importance of having 
or living in a clean environment. Improvement in 
the learners’ health was evident from the reduction 
in cases of diarrheal disease. Some parents also 
reported the same observation to the schools and 
they thanked the schools for conducting SHN 
activities. One participant stated: 

“SHN programme helps to provide health 
education on life skills, hence improving the 
lifestyles of many Zambians through their school-
going children. Schoolchildren are no longer 
having worms, bilharzia, or diarrhoea. Vitamin A 
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supplementation is also provided which is a very 
vital programme. A healthy child learns better than 
a sick child who is often absent due to poor health.”

These positive outcomes were however 
subjective opinions of the participants because 
they did not have the baseline data before and 
after implementation of SHN programme to 
quantify these positive outcomes.  According to 
the SHN guidelines, schools are required to submit 
feedback on the progress of the SHN programme 
to the MOE. Unfortunately, this is not being done 
regularly, making reference material scarce.

4. Discussion

The current study revealed that the 
implementation of SHN activities in state schools 
in Lusaka district has declined in terms of quality 
and number, especially when compared to the 
period when the SHN programme was revived in 
2001 and shortly after the end of the CHANGES2 
programme. This trend is not foreign to many 
low-income countries, and in most cases, this 
is attributed to the poor transition from donor 
funding to self-ownership of the programme, 
lack of facilities, and insufficient funding from 
governments (22, 23). The MOE has well-
formulated guidelines and activities (16), which 
if all implemented would significantly alleviate 
malnutrition among learners. The MOE is also 
supported by the MOH, the National Food and 
Nutrition Commission of Zambia (NFNC), 
and donor partners (UNICEF, USAID, WFP). 
Nonetheless, there is still a large number of 
schools not implementing the programme and 
those implementing the programme are not 
implementing all its activities.  

Malnutrition among children remains a 
challenge in Zambia; therefore, SHN programmes 
aim to alleviate malnutrition among learners. 
According to the most recent Zambia Demographic 
and Health Survey (ZDHS) in 2018, the prevalence 
of anaemia ranges from 50% to 70% (18), 22% 
to 56 % for vitamin A deficiency (19) and 12% 
to 29% for helminth infection among children 
(20, 21). Unfortunately, there is limited data on 
the prevalence of malnutrition among learners 
in Zambia as most health and nutrition surveys 
focus on children aged under 5. Nonetheless, the 
deficiencies children suffer in their earlier years 
are likely to continue even in their later years if not 

addressed. Moreover, surveys done within the region 
have observed a high prevalence of undernutrition, 
helminth infection, and micronutrient deficiency 
among learners (24, 25). Poor health and nutrition 
status among leaners leads to absenteeism and 
poor classroom performance. Helminth infection, 
if not treated, can lead to internal blood loss, 
contributing to anaemia and undernutrition due 
to increased malabsorption of nutrients. Therefore, 
worm infected children can become physically 
and cognitively impaired, which can eventually 
affect their educational performance and school 
attendance (26). Iron deficiency causes poor 
brain myelination; such changes produce deficits 
in memory, learning capacity, and motor skills 
among learners (27, 28). Vitamin A deficiency 
diminishes the ability of the body to fight 
infections and increases the risk of respiratory and 
diarrheal infections among learners (1, 29). It is 
commendable that the MOE, in collaboration with 
the MOH, conducts deworming and vitamin A 
supplementation in all the state schools. However, 
due to the high prevalence of helminth infection, 
anaemia, and micronutrient deficiency in Zambia, 
it is important that the MOE increases the 
frequency of these services to be done consistently 
at least twice a year. These practices have shown to 
yield better outcomes (6, 30) and will ensure that 
more learners are healthy enough to attend school 
regularly and earn an education.  

The school feeding programme is also one of 
the important activities under SHN programme; 
however, like most of the low-income countries 
(31), the school feeding programme in Zambia 
is only targeted towards the most food-insecure 
regions instead of being universally available. 

Some schools in rural Zambia have some form 
of feeding programmes while those in urban 
areas do not have access to this service. Since 
2006 (12, 32), the school feeding programme 
has been included in the national budget; still, 
this does not ensure that all the children in both 
rural and urban areas are provided with at least 
one meal per day. According to the 2021 budget, 
the government plans to roll out homegrown 
school feeding (32). When implemented, this will 
improve school feeding programmes because 
home-grown school feeding has proven to be 
more sustainable, resulting in a significantly 
higher meal provision and more variety along 
with higher quality of school meals compared to 
cash transfers (33, 34).
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Zambia is now facing a double burden of 
malnutrition as well; hence, SHN activities 
must be balanced to cover both undernutrition 
and overnutrition among learners (18, 19, 35). 
Furthermore, to ensure continued health and 
weight management among learners, policies 
should be taken concerning the type of food 
sold in the tuck shops. It was observed in this 
study that the tuck shops were mostly stocked 
with junk foods, high in calories, sugar, and salt. 
Unfortunately, this undermines the efforts of 
fighting children overweight and obesity which is 
rapidly growing in Zambia. Studies have found an 
association between the type of food sold in school 
tuck shops and higher intakes of total calories 
and saturated fat, as well as lower intakes of key 
nutrients (36, 37).

4.1. Implications for SHN Programme 

Financial constraints and lack of human 
capacity were reported as the main reasons for 
the sub-optimal implementation of some of 
the SHN activities. Primary schools have a free 
education policy; therefore, funding has to be 
sourced externally. Additionally, inconsistency 
in the monitoring and evaluation of SHN 
programme by the MOE has contributed to its 
poor implementation in schools. Government, 
as the custodian, should take note of the positive 
impact of SHN programmes not only on the 
health of learners but also on the nation at large. 
SHN programmes ensure that learners are healthy 
and earn an education. Basic education is one 
of the most effective investments in improving 
economies and creating literate, self-reliant, and 
healthy societies (5, 38). Unfortunately, government 
has been reducing the budget allocation to the 
Education sector since 2015. This also means a 
reduction in budget allocation to SHN programme 
as it resorts under the MOE budget. Partners like 
WFP, UNICEF, and USAID should be commended 
for their support in SHN activities, particularly 
the feeding programme and training of teachers; 
nevertheless, the support is limited to a certain 
period and location. SHN programmes are more 
effective if there is consistency and continuation. 
Emphasis should also be put on routine monitoring 
for effective coverage and evaluation of the impact 
of the interventions as this is an integral part of 
SHN programme. More sustainable methods 
should also be explored to ensure SHN programme 
continuity in schools.

4.2. Limitations

This survey was self-funded and due to time 
limitations, it was only possible to conduct the 
study in one district. The findings can therefore not 
be generalized countrywide.

5. Conclusion

At the time of this study, over half of the 
responding schools in Lusaka district did not 
have a SHN programme in place. However, 
SHN programme coordinators were found to be 
knowledgeable about it and could well articulate 
its importance. The schools implementing the 
programme were not implementing all the 
recommended activities outlined in the SHN 
guideline handbook provided by the MOE. 
The schools not implementing this programme 
reported that it was mainly due to lack of funds, 
resources, human capacity, on top of inconsistency 
by the MOE in following up with the schools to 
ensure that they are implementing the programme. 
Despite the challenges, the participants indicated 
that SHN programme had reportedly produced 
positive results reflected in the reduction of 
illnesses among the children and improvement in 
school attendance and pass rate.
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