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Abstract: The noncommunicable diseases’ (NCDs) profile is changing rapidly from one country to
another. A well-formulated cohort study in Africa could answer major questions relating to the
changing profile of NCDs risk in Africa. The aim of the present study was to outline the genesis,
procedures, attrition rate and major reasons for study participants to miss measurement sessions
in the Ellisras Longitudinal Study (ELS). Method: The ELS followed multiple longitudinal designs
comprising repeated measurements in more than one cohort with overlapping ages. Age cohort
and time of measurement effects could be identified. A cluster random sampling method was
used to sample 2255 participants (1201 males and 1054 females), aged 2 to 10.9 years at baseline
(November 1996). Information on lifestyle (tobacco and smoking, alcohol intake, physical activity
and socioeconomic status) and biological risk factors for NCD and educational achievements were
collected over time. The participants were followed 17 times over the past 25 years with measurements
(blood pressure and anthropometry) collected twice during the first consecutive 8 years to account
for growth dynamics and other health-related variables. The attrition rate for ELS sample for boys
(14%–27.3%) was significantly (p < 0.05) higher than girls (7.9%–18.6%) from May 1999 to November
2003. There was a significant (p < 0.05) increase (25.3%–70.3%) in attrition rate from November 2009
to December 2015. The ELS participant migration to urban areas provided a unique opportunity to
investigate the effect of urban life on these rural young adults given the previous data collected on
the same subjects at a younger age (3–10 years at baseline in 1996). Conclusion: A well-formulated
ELS study in Africa could answer major questions relating to the changing magnitude of NCDs risk
factor profiles in Africa.
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1. Introduction

Globally, Africa is expected to experience the highest increase in noncommunicable diseases
(NCD) related mortality, with about 46% of all expected mortality attributed to NCDs by 2030 [1]. It is
increasingly recognised that the occurrence of adult NCDs are influenced by factors operating from
childhood, which are sustained throughout the individual’s life course [2]. The increased risk may
start in infancy or even before birth and will continue to be influenced by health-related behaviour
during adulthood [1,3], yet evidence to capture these changes in NCD profile is still very limited in
Africa. The South African National Development Plan (SANDP) vision for 2030 [4] highlights key
recommendations for reducing the prevalence of NCD by 28% in 2030, which are all mirrored in the
World Heart Federation, though they focus on reducing the NCDs prevalence by 25% in 2025 [5].
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The desire of the South African government to improve the health of rural people requires that
adequate baseline data be provided to combat the emerging NCDs as they are becoming a major
health burden in communities today [4]. However, Twisk and Kemper [6] pointed out that growth
and development studies, namely, cross-sectional, longitudinal and time-lag designs are influenced
by several factors. The study design measurements are taken on a subject at a particular point in
time and are influenced by the age of the subject, birth cohort to which the subject belongs, time of
measurements, learning or test effects and the dropout effects [7–10]. These factors introduce the
differences between repeated measurements and play a significant role in the analysis, interpretation
and conclusion of the outcome measures of these studies. The study aimed to outline the genesis,
procedures, attrition rate and major reasons for study participants to miss measurement sessions in the
Ellisras Longitudinal Study (ELS).

2. Materials and Methods

2.1. Geographical Area

Ellisras is a rural area in the northwestern region of the Limpopo province, South Africa. It consists
of 42 settlements with a population of about 50,000 people [11]. The majority of the workforce is in
the mining sector and a few in education and civil services. Unemployment and poverty remain a
challenge in this region [12].

2.2. Study Design and Sampling

Ellisras Longitudinal Study followed a multiple Longitudinal Study design suggesting that
repeated measurements were carried out in more than one cohort with overlapping ages [13].

Using STATA, the sample size required for the study was calculated based on a power of 90%
and a two-tailed significant level of 5%, the prevalence of undernutrition of 25% amongst rural South
African populations [14,15] if the true prevalence or proportion of undernutrition is 22%. An estimated
sample size of 2115 was required.

The study was undertaken at 22 schools (10 preschool and 12 primary schools) randomly selected
from a total of 68 schools within the Ellisras area. Birth records were obtained from the principals of
each school. Only those birth records that had been verified against health clinic records were used
to determine the age of each potential participant. Each of the 22 chosen schools were assigned an
age category (i.e., 3, 4, . . . 9, 10), and only children whose verified age was within the category for a
particular school were assessed. Sample sizes by age ranged from 14 to 199 for boys and 17 to 174 for
girls. Sample sizes per age group fluctuated within and between genders because within each school,
there were different numbers of children of the designated age.

A total of 2225 (1201 boys, mean age 6.81 years, and 1024 girls, mean age 6.81 years, (age 3–10
years) SD 1.57) were followed from baseline throughout the periodic surveys (1996–2015). A total of
1701 subjects (873 boys, mean age 13.9 years, SD 1.92, and 828 girls, mean age 14.0 years, SD 1.87) were
measured in November 2003, while in the last survey of November 2015, only 728 subjects (356 males
and 372 females aged 24 years) who are part of the ELS study were found.

Table 1 presents research question data collected in the Ellisras Longitudinal Study Sample
as from 1996 to Dec 2013. This was collected twice yearly from baseline to November 2003.
Furthermore, information on lifestyle (tobacco and smoking, alcohol intake, physical activity and
socioeconomic status) and biological risk factors for NCD and educational achievements were collected
over time (Table 1). The questionnaire covered important concepts relating to lifestyle risk factors
and socioeconomic status, which were previously validated with other populations and were also
validated in the Ellisras population and subsequently used for data collection (also used in the current
study [16–18]).

Blood samples were collected for the first time at the 17th point of data collection in November
2015. The participants were followed 17 times in the past 25 years with measurements (anthropometry
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and blood pressure) collected twice during the first consecutive 8 years to account for growth dynamics
and other health-related variables (Table 1) in this Ellisras rural population.

Table 1. Research question data collected in the Ellisras Longitudinal Study Sample as from 1996 to
Dec 2013

Survey 1996 1997 1998 1999 2000 2001 2002 2003 2005 Dec 2013

Anthropometrical measurement * ** ** ** ** ** * **
Blood pressure ** ** ** * *

Diet * *
Socioeconomic status *

Glucose tolerance *
Learning environment * *

Educational achievement (Maths
and English) * * *

Aptitudes tests (IQ test) *
Tanner Scale * *

Questionnaire on menarche *
Physical activity *

Fitness * * * *
Smoking * *

Alcohol and drugs *

* one survey, ** two surveys.

2.3. Data Collection

All the schools that nested the ELS sample based on the baseline data were visited in
February/March each year from 1997 to date. In each school/community, a contact person was
established through the help of the school principal. The contact person/ELS coordinator was
responsible for providing information regarding the whereabouts of the ELS participants in that
particular school/village such that when the data collection resumed in May and November each year,
ELS data forms for each ELS subject was located to the school of migration.

2.4. Ethical Clearance

Ethics approval was obtained from the University of Limpopo’s research ethics committee in the
circle of 5 years from when the project started (TREC/356/2017:PG and MREC/P/204/2013IR). Parents
and guardians were provided with and signed informed consent. Children at a younger age were also
requested to sign an assent form after study information was provided. Later, the ELS participants
took the responsibility of signing the consent form after information regarding the study was provided
to them and all the question they had adequately answered by the principal investigator.

2.5. Quality Control

All selected ELS coordinators attended refresher training each year before the completion of the
register at the beginning of the year. A 1-week intensive training was arranged in November 2003 in
preparation of the completion of the questionnaire based on reasons for missing measurements session
by the ELS subjects in November 2003. The questionnaire was completed after the measurement session
of November 2003. The intertester (between fieldworkers) and intratester (principal investigator and
field workers) technical error of measurements ranged from 97% to 100% in agreement with the coding
of the respondent based on the pilot survey in the Ellisras area before the actual survey.
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2.6. Statistical Analysis

Descriptive statistics of the mean age of the total number of ELS subjects in each period of
measurement was recorded over time. Frequency and percentage frequency of ELS subjects missing the
measurement period were recorded each year. Frequency and percentage frequency of the educational
level, reasons for school dropout, employment level and family size of the ELS participants were
reported. Frequency and percentage frequency of the educational level, reasons for school dropout
and employment level of ELS participants was reported in November 2003. Student t test was used
to determine the significant difference between gender, whereas the chi-square test was used to test
the significant association between frequency in each gender. Fisher exact test was used to test the
significant association between genders for frequency cell less than 10. Analysis of variance was used
to test the significant difference between subjects missing measurement session over time. Bonferroni
post hoc test was used to identify the period of measurement session showing a significant increase
or decrease. All analyses were performed using the SPSS Version 14.0 (SPSS Inc., Chicago, IL, USA).
p-value was set at p < 0.05.

3. Results

Table 2 presents the mean age and attrition rate from May 1997 to November 2015 overtime
for ELS participants. The mean age ranges from 6.9 to 23.7 years for boys and 6.8 to 23.9 for girls
throughout the measurement period (November 1996 to November 2015).

Table 2. Ellisras Longitudinal Study sample mean age and attrition rate during the period of
measurements May 1997 to Nov 2015 over time.

Males Females Number of ELS Subjects Over Time

Period of
Measurements

Age in
Years (SD) Min Max Age in

Years SD Min Max Males Females Total

n % n % n %

Nov 1996 6.9 (1.57) 2.6 10.9 6.8 (1.57) 2.0 10.7 1201 1054 2255
May 1997 7.3 (1.61) 2.8 11.3 7.3 (1.57) 2.4 11.2 1106 969 2075
Missing 95 7.9 55 5.2 150 6.7

Nov 1997 8.1 (1.93) 2.9 11.8 8.2 (1.85) 2.9 11.9 1146 1054 1890
Missing 55 4.5 0 0 55 2.4

May 1998 8.6 (1.95) 3.4 12.3 8.7 (1.84) 3.4 12.3 999 891 1890
Missing 202 16.8 133 12.6 335 14.9

Nov 1998 9.1 (1.95) 3.9 12.8 9.1 (1.84) 3.9 12.8 1007 894 1901
Missing 194 16.2 130 12.3 324 14.4

May 1999 9.7 (1.91) 4.4 13.3 9.7 (1.81) 4.4 13.3 1033 941 1974
Missing 168 14.0* 83 7.9* 251 11.1

Nov 1999 10.2 (1.88) 4.9 13.8 10.2 (1.79) 4.9 13.8 998 920 1918
Missing 217 18.1* 117 11.1* 334 14.8

May 2000 10.6 (1.91) 5.4 14.4 10.7 (1.81) 5.4 14.3 1006 918 1924
Missing 195 16.2* 106 10.1* 301 13.3

Nov 2000 11.0 (1.90) 5.9 14.8 11.0 (1.82) 5.9 14.8 936 877 1813
Missing 265 22.1* 147 14.0* 412 18.3

May 2001 11.5 (1.90) 6.4 15.3 11.6 (1.83) 6.4 15.0 962 904 1866
Missing s 239 19.9* 120 11.4* 359 15.9
Nov 2001 12.0 (1.91) 6.9 15.9 12.1 (1.82) 6.9 15.6 914 855 1769
Missing 287 23.9* 169 16.0* 456 20.2

May 2002 12.4 (1.91) 7.3 16.3 12.5 (1.87) 7.4 16.3 890 823 1713
Missing 311 25.9* 201 19.1* 512 22.7

May 2003 13.4 (1.91) 8.3 17.3 13.5 (1.85) 8.4 17.1 942 878 1820
Missing 259 21.6* 146 13.9* 405 18.0

Nov 2003 13.9 (1.92) 8.9 17.8 14.0 (1.86) 8.9 17.8 911 828 1739
Missing 328 27.3* 196 18.6* 524 23.2

Nov 2009 15.3 (2.03) 10.2 18.3 15.3 (1.99) 10.3 19.2 854 800 1654
Missing 347 28.9 224 21.3 571 25.3

Nov/Dec 2013 23.7 (2.05) 18.2 27.6 23.9 (2.06) 18.3 27.6 520 541 1061
Missing 681 56.7 483 45.8 1164 51.6

Nov/Dec 2015 23.7 (2.01) 19.2 29.1 23.9 (2.01) 18.7 29.9 356 372 728
Missing 845 70.3 652 61.9 1497 66.4

SD = Standard deviation, * = p < 0.05
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Table 3 demonstrates the analysis of variance and Bonferroni post hoc test for the significant
difference between attrition rates in the measurement period of May 1997 to November 2015 overtime
for the ELS participants. The attrition rate for ELS sample for boys (14%–27.3%) was significantly
(p < 0.05) high than girls (7.9%–18.6%) during the period May 1999 to November 2003. There was a
gradual insignificant increase (6.7%–27.3%) in the attrition rate during the period November 1997 to
May 2003. There was a significant (p < 0.05) increase (25.3%–70.3%) in the attrition rate during the
period November 2009 to December 2015.

Table 3. Analysis of variance for the significant difference between attrition rate during the period
May1997 to Nov 2015 over time for the Ellisras Longitudinal study sample.

Boys

Measurement
Session

May97 Nove97 May98 Nove98 May99 Nove99 May00 Nove00
May01 Nove01 May02 May03 Nov03 Nov09 Nov13 Nov15
_____ns______

______________________
_____________________________________ns ___________

______________ns__________

_______ns_____

___________ns_________________

Girls

Measurement
Session

May97 Nove97 May98 Nove98 May99 Nove99 May00 Nove00
May01 Nove01 May02 May03 Nov03 Nov09 Nov13 Nov15

____________________________________ns__________________________________________________

________ns___________
_____ns__

Table 4 presents the frequency and percentage frequency of educational level, employment level
and reasons for missing measurement session as reported on November 2003 amongst ELS participants.
There was a significant (p < 0.05) high percentage (7.8%) of ELS girls who attended tertiary education as
compared to boys (3.2%) in November 2003. The majority of the ELS sample (84.6%) were in secondary
education level by November 2003. Furthermore, a majority of the ELS sample (55%) cited a lack of
finance or school uniform or school fees and poverty as their main reasons for dropping out of school
in November 2003. The level of unemployment (77%) for the ELS participants was high.

Table 5 presents the frequency and percentage frequency of family size of ELS participants as
reported by November 2013. There was no significant (p < 0.05) difference in the family size for boys
and girls across the family size categories. ELS participants reported a larger family sample of more
than six family members (35.9% for girls and 32.7% for boys).
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Table 4. Frequency and percentage frequency of the educational level, reasons for school dropout and
employment level of Ellisras Longitudinal study participants reported as of Dec 2013.

Total
N = 1061

Males
N = 520

Females
N = 541

%(n) %(n) %(n)

Educational level
Primary school 9.6 (102) 10.4 (54) 8.9 (48)

Secondary school 84.6 (898) 86.0 (447) 83.4 (451)
Tertiary education level 5.7 (61) 3.7 * (19) 7.8 * (42)

Reasons for leaving school
No money/uniform/school fees/no food at home 54.8 (581) 60.4 * (314) 49.4 * (267)

No reason given 1.0 (11) 0.6 (3) 1.5 (8)
Employed 2.3 (24) 2.7 (14) 1.8 (10)

Educational system in South Africa changing/no
water in the community 0.7 (7) 0.2 (1) 1.1 (6)

Failed one grade many times/suffering 10.9 (116) 10.2 (53) 11.6 (63)
Did not get along with the teachers/not supported

by my parents 0.7 (7) 1.2 (6) 0.2 (1)

Sick (epilepsy and eye)/pregnant or impregnate a
lady/not having anybody to look after my child 8.4 (89) 5.4 * (28) 11.3 * (61)

Friends/peer pressure/marriage 1.1 (12) 1.2 (6) 1.1 (6)
Completed 7.0 (74) 5.4 (28) 8.5 (46)

Still at school 13.2 (140) 12.9 (67) 13.5 (73)

Employments level
Labour 18.4 (195) 22.3 * (116) 14.6 * (79)

Professional 8.2 (87) 8.7 (45) 7.8 (42)
Unemployed 73.4 (779) 69 (359) 77.6 (420)

* p < 0.05.

Table 5. Frequency and percentage frequency of family size of Ellisras Longitudinal Study participants
as of Dec 2013.

Total, n = 1061 Male Female
%(n) %(n) %(n)

Less than three 28.5 (302) 31.7 (165) 25.3 (137)
More than three but less than six family members 37.2 (395) 35.6 (185) 38.8 (210)

More than six family members 34.3 (364) 32.7 (170) 35.9 (194)

4. Discussion

The study aimed to outline the genesis, procedures, attrition rate and major reasons for sample
missing during measurement session in the ELS. A total of 2225 children were sampled at baseline in
the ELS using a cluster random sampling technique. This sample size was high at baseline and was
similar from birth to 20 studies [16,19,20]. However, the Amsterdam Growth and Health Longitudinal
Study sample size was low at baseline (1977) compared to our ELS [7,8].

The attrition rate of the ELS participants increased with increasing age, though insignificant,
thus, reaching a significant rate at older samples measured from November 2009 to November 2015.
Similar findings were reported in the Amsterdam Growth and Health Study [2,20]. This was because
subjects completed their school years and were going for tertiary education, while others migrated to
urban areas looking for work. Amongst ladies’ pregnancy played a significant role due to government
funding strategies (child support grant from the government) for all young children under the age
of 16 years [21]. The ELS participants migration to urban areas provided a unique opportunity to
investigate the effect of urban life on these rural young adults given the previous data collected on the
same subjects at a younger age (3–10 years at baseline in 1996). It is worth mentioning that a majority
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of the subjects returned home (Ellisras) in December each year, and they availed themselves for the ELS
measurement session. Furthermore, poverty was cited as a major reason for dropping out of school.

Challenges of cohort studies in Africa were previously documented, of which, ELS is not an
exception [19,22]. These include: long-term financial commitment; long-term commitment of staff

and subjects, changing leadership in an institution where the study is housed may have negative
consequences for continuity and marriage of subjects and migration to urban areas. All these affect the
follow-up measurement of the subjects. Gordis [23] and Kemper [2] reported that in a cohort study,
subjects who missed the measurement sessions should be included in the analysis to check if outcome
of interest affected them in the previous analysis including all other subjects who are currently enrolled
in the study. That will assist in reducing the subject bias which may affect the interpretation of the
results and the conclusion drawn thereof. This was carried out with success in the previous analysis of
ELS [24,25].

ELS has some limitations and strengths. Like all cohort studies, ELS participants are not
self-selective, whereas in the Internet-based cohort epidemiological studies, participants tend to
be self-selective and are feasible [26]. The ELS study, like all other population-based cohort studies,
is expensive with changing methodology over time [27]. However, ELS provides unique data for the
rural South African population for tracking of one biological risk factor to another. Knowledge of the
level of tracking of a characteristic further helps to answer the question of whether or not lifestyle
intervention should be provided for the whole population or to a subsample. If stability is high,
the value of a character is a good predictor for that characteristic later in life [28].

One serious drawback of a Longitudinal Study is the number of subjects lost in time from the
original sample. In the first 8 years (1996–2003), the main reason for withdrawal from the study
was leaving school, pregnancy, illness, impregnating women, looking for work and death. In that
period, the total percentage of dropout in the Longitudinal Study ranged from 2.4% to 23.3% [25].
However, permanent dropout groups due to death for anthropometric measurements, blood pressure
and nutritional variables did not show any significant difference compared to those that are currently
in the study [29]. ELS provides a unique baseline for tracking the changes of NCDs in rural South
African population over time. Given the introduction of biochemical blood sample collection late in
the ELS sample and the fact that most of the ELS samples are now from adults, it will be important
to compare the current samples with the dropout for any outcome of interest to avoid biases in the
interpretation and conclusion of the results [2,23].

5. Conclusions

Ellisras Longitudinal Study followed a multiple Longitudinal Study design rooted in cluster
random sampling techniques. The attrition rate was low during the first 8 years of the study and
increased as the sample grew older. A well-formulated ELS study in Africa could answer major
questions relating to the changing magnitude of the NCDs risk factor profile in Africa.

Author Contributions: Conceptualisation, P.M., K.M. and B.S.; methodology, P.M., K.M. and B.S.; software, P.M.,
K.M. and B.S.; validation, P.M., K.M., B.S. and H.S.; formal analysis, K.M., B.S. and. H.S.; investigation, P.M., K.M.,
B.S. and H.S.; resources, K.M., B.S. and H.S.; data curation, B.S. and K.M.; writing—original draft preparation,
P.M., K.M., B.S.; writing—review and editing, P.M., K.M., B.S. and H.S.; visualisation, B.S.; supervision, P.M., K.M.
and H.S.; project administration, P.M. and funding acquisition, H.S. and K.M. All authors have read and agreed to
the published version of the manuscript.

Funding: The financial support received from Vrije University, Amsterdam, the Netherlands (grant: UNIN
Health Project under VUA Foundation funds), the University of Limpopo, South Africa (grant no. 1404) and the
National Research Foundation of South Africa (grant no. URD2002050400168) for the Ellisras Longitudinal Study
is acknowledged with gratitude. Any opinions, findings and conclusions or recommendations expressed in this
material are those of the authors and therefore, the funding sources do not accept any liability in regard thereto.

Acknowledgments: The authors are obligated to the administrators of the ELS, Seleka, T Tselapedi and T.T.
Makata. The ELS participants and ELS coordinators at the community level are thankfully acknowledged for
assisting in the ELS.

Conflicts of Interest: The authors report no conflicts of interest.



Children 2020, 7, 51 8 of 9

References

1. WHO. Non-Communicable Diseases Country Profiles; World Health Organization: Geneva, Switzerland, 2014;
p. 207.

2. Kemper, H.C.G. Amsterdam Growth and Health Longitudinal Study: A 23 Year follow up from Teenagers to Adult
about Lifestyle and Health; Karger Press: New York, NY, USA, 2004; pp. 1–20.

3. Dalal, S.; Beunza, J.J.; Volmink, J.; Adebamowo, C.; Bajunirwe, F.; Njelekela, M.; Mozaffarian, D.; Fawzi, W.;
Willett, W.; Adami, H.O.; et al. Non-communicable diseases in sub-Saharan Africa: What we know now.
Int. J. Epidemiol. 2011, 40, 885–901. [CrossRef] [PubMed]

4. South African National Development plan vision for 2030. In National Planning Commission: National
Development Plan; South African Government: Pretoria, South Africa, 2011.

5. WHO. NCD Global Monitoring Framework. 2019. Available online: https://www.who.int/nmh/global_
monitoring_framework/en/ (accessed on 17 December 2019).

6. Twisk, J.; Kemper, H.C.G. Design of the Amsterdam Growth Study. In The Amsterdam Growth Study:
A Longitudinal Analysis of Health, Fitness and Lifestyle; Kemper, H.C.G., Ed.; Human Kinetics: Leeds, UK, 1995;
pp. 6–23.

7. Twisk, J.W.; Van Mechelen, W.; Kemper, H.C.G.; Post, G.B. The relation between “long-term exposure”
to lifestyle during youth and young adulthood and risk factors for cardiovascular disease at adult age.
J. Adolesc. Health 1997, 20, 309–319. [CrossRef]

8. Kemper, H.C.G. The Amsterdam Growth Study: A Longitudinal Analysis of Health, Fitness and Lifestyle; Human
Kinetics: Leeds, UK, 1995; pp. 22–35.

9. Gasser, T.H.; Ziegler, P.; Largo, R.H.; Molinari, L.; Prader, A. A Longitudinal Study of lean and fat area at the
arm. Ann. Hum. Biol. 1994, 21, 303–314. [CrossRef] [PubMed]

10. Moreno, L.A.; Fleta, J.; Sarria, A.; Rodriguez, G.; Gil, C.; Bueno, M. Secular changes in body fat patterning
in children and adolescent of Zaragoza (Spain) 1980–1995. Int. J. Obes. 2001, 25, 1656–1660. [CrossRef]
[PubMed]

11. Sidiropoulos, E.; Jeffery, A.; Mackay, S.; Gallocher, R.; Forgey, H.; Chips, C. South Africa Survey 1995/1996;
South African Institute of Race and Relations: Johannesburg, South Africa, 1996; pp. 234–360.

12. Statistics South Africa Cause of Death in South Africa 1997–2001: Advance Release of Records of Death; Statistics
South Africa: Pretoria, South Africa, 2002; pp. 18–42.

13. Kemper, H.C.G.; Van’t Hof, M.A. Design of a multiple Longitudinal Study of growth and health in teenagers.
Eur. J. Pediatr. 1978, 129, 147–155. [CrossRef] [PubMed]

14. Steyn, N.P.; Badenhost, C.J.; Nel, H.J.; Jooste, P.L. The nutritional status of Pedi pre-school children in two
rural areas of Lebowa. SAJF S. Afr. J. Food Sci. Nutr. 1992, 4, 24–28.

15. Steyn, K.; Fourie, J.; Bradshaw, D. The impact of chronic diseases of lifestyle and their major risk factor on
mortality in South Africa. S. Afr. Med. J. 1992, 82, 227–230. [PubMed]

16. Steyn, K.; de Wet, T.; Saloojee, Y.; Nel, H.; Yach, D. The influence of maternal cigarette smoking, snuff use
and passive smoking on pregnancy outcome: The Birth to Ten Study. Paediatr. Perinat Epidemiol. 2006, 20,
90–99. [CrossRef] [PubMed]

17. Bernaards, C.M.; Twisk, J.W.; Snel, J.; van Mechelen, W.; Kemper, H.C. In a prospective study in young
people, associations between changes in smoking behaviour and risk factors for cardiovascular disease were
complex. J. Clin. Epidemiol. 2005, 58, 1165–1171. [CrossRef] [PubMed]

18. Reddy, S.P.; Panday, S.; Swart, D.; Jinabali, C.C.; Amosun, S.L.; James, S.; Monyeki, K.D.; Stevens, G.;
Morejele, N.; Kambaran, N.S.; et al. The South African Youth Risk Behaviour Survey 2002; South African Medical
Research Council: Cape Town, South Africa, 2003.

19. Richter, L.M.; Norris, S.A.; De Wet, T. Transition from birth to ten to birth to Twenty: The South African
cohort reaches 13 years of age. Pediatr. Perinat. Epidemiol. 2004, 18, 290–301. [CrossRef] [PubMed]

20. Cameron, N.; Griffiths, P.L.; Wright, M.M.; Blencowe, C.; Davis, N.C.; Pettifor, J.M.; Norris, S.A. Regression
equation to estimate percentage body fat in African prepubertal children aged 9 years. Am. J. Clin. Nutr.
2004, 80, 70–75. [CrossRef] [PubMed]

21. Department of Social Development. The South African Child Support Grant Impact Assessment; South African
Government: Pretoria, South Africa, 2001.

http://dx.doi.org/10.1093/ije/dyr050
http://www.ncbi.nlm.nih.gov/pubmed/21527446
https://www.who.int/nmh/global_monitoring_framework/en/
https://www.who.int/nmh/global_monitoring_framework/en/
http://dx.doi.org/10.1016/S1054-139X(96)00183-8
http://dx.doi.org/10.1080/03014469400003312
http://www.ncbi.nlm.nih.gov/pubmed/8080232
http://dx.doi.org/10.1038/sj.ijo.0801803
http://www.ncbi.nlm.nih.gov/pubmed/11753587
http://dx.doi.org/10.1007/BF00442158
http://www.ncbi.nlm.nih.gov/pubmed/699920
http://www.ncbi.nlm.nih.gov/pubmed/1411817
http://dx.doi.org/10.1111/j.1365-3016.2006.00707.x
http://www.ncbi.nlm.nih.gov/pubmed/16466427
http://dx.doi.org/10.1016/j.jclinepi.2005.02.019
http://www.ncbi.nlm.nih.gov/pubmed/16223660
http://dx.doi.org/10.1111/j.1365-3016.2004.00572.x
http://www.ncbi.nlm.nih.gov/pubmed/15255883
http://dx.doi.org/10.1093/ajcn/80.1.70
http://www.ncbi.nlm.nih.gov/pubmed/15213030


Children 2020, 7, 51 9 of 9

22. Monyeki, K.D.; Kemper, H.C.G. Longitudinal development and tracking of anthropometric risk indicators
for undernutrition of Ellisras rural children in South Africa. In International Council of Science Regional
Office for Africa. Science Technology and Innovation for Socio-Economic Development: Success Stories from Africa;
Muhongo, S.M., Gudyanga, F.P., Enow, A.A., Nyanganyura, D., Eds.; ICSU Regional Office for Africa:
Pretoria, South Africa, 2009; pp. 41–56.

23. Gordis, L. Epidemiology, 2nd ed.; WB Saunders Company: Philadelphia, PA, USA, 2000; pp. 158–180.
24. Monyeki, K.D.; Kemper, H.C.G.; Makgae, P.J. Development and tracking of central patterns of subcutaneous

fat of rural South African children aged 5 to 15 years: Ellisras Longitudinal Study. BMC Paediatr. 2009, 9, 74.
[CrossRef] [PubMed]

25. Monyeki, K.D.; Monyeki, M.A.; Brits, S.J.; Kemper, H.C.G.; Makgae, P.J. Development and tracking of body
mass index from pre-school age into adolescence in rural South African children: Ellisras Longitudinal
Growth and Health Study. J. Health Popul. Nutr. 2008, 26, 405. [PubMed]

26. Firestone, R.; Cheng, S.; Pearce, N.; Douwes, J.; Merletti, F.; Pizzi, C.; Pivetta, E.; Rusconi, F.; Richiardi, L.
Internet-Based Birth-Cohort Studies: Is This the Future for Epidemiology? JMIR Res. Protoc. 2015, 4, e71.
[CrossRef] [PubMed]

27. Twisk, J.W.; Kemper, H.C.G.; Van Mechelen, W.; Post, G.B.; Van Lenthe, F.J. Body fatness: Longitudinal
relationship of body mass index and the sum of skinfolds with other risk factors for coronary heart disease.
Int. J. Obes. Relat. Metab. Disord. 1998, 22, 915–922. [CrossRef] [PubMed]

28. Twisk, J.W.; Kemper, H.C.G.; Mellenbergh, G.J. Mathematical and analytical aspects of tracking. Epidemiol.
Rev. 1994, 16, 165–183. [CrossRef] [PubMed]

29. Monyeki, K.D.; Siweya, H.J.; Kemper, G.H.; Ramoshaba, E. Health Status and permanent loss to follow up of
Ellisras Longitudinal Study subjects: Rural South African Context. In Gyula Mozsik Nutrition in Health and
Disease; IntechOpen: London, UK, 2019.

© 2020 by the authors. Licensee MDPI, Basel, Switzerland. This article is an open access
article distributed under the terms and conditions of the Creative Commons Attribution
(CC BY) license (http://creativecommons.org/licenses/by/4.0/).

http://dx.doi.org/10.1186/1471-2431-9-74
http://www.ncbi.nlm.nih.gov/pubmed/20003226
http://www.ncbi.nlm.nih.gov/pubmed/19069619
http://dx.doi.org/10.2196/resprot.3873
http://www.ncbi.nlm.nih.gov/pubmed/26071071
http://dx.doi.org/10.1038/sj.ijo.0800695
http://www.ncbi.nlm.nih.gov/pubmed/9756252
http://dx.doi.org/10.1093/oxfordjournals.epirev.a036149
http://www.ncbi.nlm.nih.gov/pubmed/7713175
http://creativecommons.org/
http://creativecommons.org/licenses/by/4.0/.

	Introduction 
	Materials and Methods 
	Geographical Area 
	Study Design and Sampling 
	Data Collection 
	Ethical Clearance 
	Quality Control 
	Statistical Analysis 

	Results 
	Discussion 
	Conclusions 
	References

