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ABSTRACT

Overweight and obesity are among the leading threats to global health

because of their association with increased risk of mortality and morbidity.

mixed method design was

employed in this study to compare the socio-demographic and behavioural

factors associated with overweight or obesity between childbearing and non

childbearing women in Ghana, using data from the 2003 and 2008 Ghana

Demographic and Health Surveys. Further, perceptions, attitudes and

experiences of women concerning overweight and obesity were explored

The results of the multivariate logistic regression models revealed that

age, wealth status, and alcohol consumption significantly (p<0.05) predicted

overweight or obesity among both women groups. Television exposure, urban

residence, professional/managerial occupation, religion, region, vegetable oil,

and contraception significantly (p<0.05) predicted overweight or obesity

disparately between childbearing and non-childbearing women.

In the interviews, participants subjectively explained overweight and

obesity. They knew about some causes and consequences of overweight and

obesity, but mostly relied on unconventional measures to manage their weight.

Some weight stereotyping was evident, with some women denying their

overweight or obese status.

There is the need for the Ministry of Health to collaborate with other

relevant agencies to undertake multi-faceted interventions that target specific

groups and behaviours in order to curtail overweight and obesity among

women in Ghana.

iii

using in-depth interviews with purposefully sampled women.

Based on the pragmatist philosophical stance, a
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CHAPTER ONE

INTRODUCTION

Background to the Study

century, the human race struggled to overcome food

insecurity and associated malnutrition (undemutrition or underweight),

communicable diseases and a hostile environment. With the onset of the

industrial revolution, it was recognized by the great powers that increasing the

important approach to

improve health and industrial productivity (Caballero, 2007). This approach

populations from these countries began to approach their genetic potential for

longitudinal growth, they began to gain proportionally more weight than

height, with the resulting high increase in the average body size of the

population (Caballero, 2007).

Consequently, by the dawn of the 21st century, the human race reached

a sort of historical landmark, when for the first time in human evolution, the

number of adults who were overweight or obese surpassed the number of

those who were underweight (Gardner & Halweil, 2000). Today, overweight

and obesity are labelled as worldwide epidemics, with their rapidity of

increase as striking as their magnitude of increase in prevalence. The World

Health Organization (WHO, 2015) reports that globally, about 39% of adults

18 years and older were overweight in 2014, with about 13% being obese.

1

thereof, had an important impact on the survival, productivity and economic

development of the industrialized countries (Caballero, 2007). However, as

average body size of the population would be an

Until the 2O‘h



associated with high income countries, are currently seen in low and middle

income countries at a very fast pace, particularly among adults in urban

centres, but increasingly affecting younger age groups as well (Prentice, 2006;

obesity are widely recognized as being among the leading threats to global

health: as major risk factors for mortality, as well as noncommunicable

diseases (NCDs) such as diabetes, cardiovascular disease, and hypertension

(Swinbum et al., 2011).

Overweight and obesity, together, constitutes the fifth leading

attributable risk factor of these NCD deaths (WHO, 2010). An estimated 44%

of the diabetes burden, 23% of the ischaemic heart disease burden and

between 7% and 41% of certain cancer burdens are attributable to overweight

and obesity (WHO, 2015). Indeed, excess body weight has long been

associated with high mortality rates (de Gonzalez et al., 2010). Overweight

and obesity account for at least 2.8 million adult deaths each year. Globally,

more deaths are linked to overweight and obesity than to malnutrition

(underweight) and the consequences of overweight and obesity surpass those

from smoking and drinking and are as severe as the health effects of

malnutrition (WHO, 2015)

In addition to the negative health-related repercussions, the economic

burden associated with overweight and obesity is tremendous. It involves

significant direct medical cost to the individual and his family members, the

community and health care systems; as well as indirect costs linked to the loss

of productivity due to the onset of the diseases (Barilla Center for Food &

2

WHO, 2015). This is of particular concern considering that overweight and

As a global phenomenon, prevalence rates similar to those once



Nutrition, 2012; Cecchini et al., 2010; Wang, McPherson, Marsh, Gortmaker,

& Brown, 2011). It is estimated that direct costs linked to obesity are about 2-

8% of total healthcare costs at the global level and that healthcare expenditures

incurred by an overweight or obese person are, on average, 25% higher than

that of a person of normal weight (Withrow & Alter, 2011). Overall,

individual's physical function

and overall quality of life (Rigby, Leach, Lobstein, Huxley, & Kumanyika,

2009).

Considerable efforts have been invested in identifying the determinants

and predictors of body weight, particularly those of overweight and obesity.

Researchers have identified a multiplicity of factors that lead to this global

problem. The majority of health researchers and experts seem to agree that the

current global trends in overweight and obesity is a result of ‘obesogenic’

environments associated with globalisation, industrialization, urbanisation,

technological advances and economic expansion (Prentice, 2006). However,

specifying the exact processes and pathways to the global rise in overweight

and obesity has been problematic for researchers, as obesogenic environments

contain multidimensional influences which are continuously changing at both

the macro and micro levels.

Lake, Townshend and Alvanides (2010) define an obesogenic

conditions of life have on promoting overweight and obesity in individuals or

populations. Obesogenic environments encourage high energy intake and less

energy expenditure which increases the likelihood of obesity. An example is

the global nature of modem commerce, sustained by the technical advances in

3

overweight and obesity significantly reduce an

environment as the sum of influences that the surroundings, opportunities or



food production and transportation, which has permitted the introduction of

low-cost, energy-dense foods across nations (Lake et al., 2010). Again, urban

expansion and the changed built environment have caused individuals to rely

on the motor car rather than traditional methods of walking and cycling

(Prentice, 2006).

also gaining special

interest as determinants of overweight and obesity, largely because they have

the potential to readily identify groups that

Hanson, & Frongillo, 2009; Tzotzas et al., 2010). The most commonly

researched of these factors include age (Zafon, 2007), educational level (Elo,

2009), marital status (Sobal & Hanson, 2011), ethnicity (Sidik & Rampal,

2009), income (McLaren, 2007) and occupation (Abdulai, 2010).

Some variations have also been noted between men and women. For

instance, whereas overweight and obesity largely affect men than women in

States (US), the reverse is the case for less developed countries, particularly in

sub-Saharan Africa (Finucane et al., 2011; Flegal, 2012). Nonetheless, body

composition, reproductive and maternal factors, and menopause have been

argued to be linked with increased risk of overweight and obesity among

women (Gunderson, 2009).

At the individual level, the rising prevalence of overweight and obesity

has largely been linked to behavioural or lifestyle factors. This category of

factors has been identified as important proximal factors that can strongly

influence the energy balance equation, and the subsequent development of

overweight or obesity. Several studies have reported on varied associations

4

are at risk for interventions (Sobal,

more developed countries such as the United Kingdom (UK) and United

Demographic and socio-economic factors are



between excess body weight and behavioural lifestyle factors such as physical

activity, fruit and vegetable intake, alcohol consumption, smoking, amongst

others (Ledoux, Hingle, & Baranowski, 2011; Nelson, Lust, Story, &

Ehlinger, 2009; van Sluijs, McMinn, & Griffin, 2008). These are classified as

the most modifiable factors that can easily be targeted in interventions to

reduce overweight and obesity (Kruk, 2009; Tagoe & Dake, 2011).

Further, overweight and obesity are culturally rooted, dating back to

antiquity (Mavoa, Kumanyika, & Renzaho, 2010; Renzaho, 2004; Renzaho &

Mellor, 2010). Traditions and customs in relation to dress, food habits and

marriage, as well as, perceptions of weight status have been suggested in the

literature to influence body weight. In many parts of sub-Saharan Africa, for

sign of success, wealth, good health and indeed optimism and happiness

(Mokhtar et al., 2001; Rguibi & Belahsen, 2006). Likewise, there is

widespread culturally related tolerance for fatness in some Arab countries such

as Kuwait, Qatar, and Morocco (Musaiger, 2011; Rguibi & Belahsen, 2006).

Similar views have also been reported in Hispanics living in America

(Crawford, Story, Wang, Ritchie, & Sabry, 2001). This predilection for large

body sizes as reported among people in some developing countries, such as in

sub-Saharan Africa, were also reported in white people from developed

countries in the western world at the turn of the 20th century (Renzaho, 2004).

The increased recognition of socio-cultural influences

communities and societies on body weight (Ulijaszek & Lofmk, 2006).

5

on body weight, have

example, overweight and obesity have historically been considered to be a

since inspired calls for insights into the perceptions of individuals,



Despite this, the phenomenon remains largely resistant to public health

efforts as it has not reduced in prevalence, unlike other health problems such

as tobacco use, injuries and infectious diseases which have been more

successfully addressed throughout the globe (Swinburn et al., 2011).

Overweight and obesity may thus constitute the largest global chronic and

multi-factorial health problem facing the world today, because of both its

direct impacts and ripple effects

impacts on the developing world seem dire, considering that it is currently

experiencing some of the fastest increases in the prevalence of overweight and

obesity.

This therefore calls for continued research to inform public health

interventions to curtail overweight and obesity and the consequences thereof.

In view of this, the current study seeks to provide insights into understanding

the multifaceted nature of overweight and obesity, particularly in developing

countries where under-nutrition and communicable diseases are still a major

problem. This study specifically attempts to explore the phenomenon among

women in Ghana given that women are disproportionally affected.

Problem Statement

About three decades ago, the nutrition profile of most developing

countries was dominated by undemutrition, commonly known as malnutrition.

During this period, the WHO in collaboration with international experts and

governments were more concerned with addressing hunger and starvation in

such populations, particularly among children and women of childbearing

ages. Today, in addition to undernutrition, the nutrition profile of these

6

on chronic NCDs, such as diabetes. The



countries is one increasingly characterized by overweight and obesity. Once

thought to be problems only of the developed world, overweight and obesity

have now become major public health concerns in developing countries

(Finucane et al., 2011)

cun'ently experiencing some of the fastest

increases in the number of persons affected by overweight and obesity,

particularly urban areas. For example, while the number of people affected by

overweight or obesity increased 1.7 times between 1980 and 2008 in

developed countries, that of the developing countries more than tripled over

the same period (Stevens et al., 2012). Consequently, many developing

countries are cun'ently facing what is called a ‘double burden of malnutrition’,

consisting of undemutrition among children and overweight and obesity in

adults (Kolcic, 2012). Studies have reported classical cases of this in some

countries where an underweight child and an overweight mother are found

within the same household (Oddo et al., 2012).

The rising prevalence of overweight and obesity in developing

morbidities and mortalities (WHO, 2010). In both South-East Asia and Africa,

over 40% of deaths caused by high body-mass index (BMI) occur among

persons under age 60 years, compared with 18% in developed countries. In the

African Region in particular, NCDs (which have established associations with

overweight and obesity) are rising rapidly and are projected to exceed

nutritional, communicable, maternal, and perinatal diseases as the most

common causes of death by 2030 (WHO, 2010).

7

Developing countries are

countries is associated with corresponding increases in weight-related



Like in many developing countries including those in sub-Saharan

Africa, Ghana is not impervious to the rising global epidemic of overweight

reported to be very low

(0.9%) among Ghanaians (Berrios et al., 1997). By 2003, the prevalence of

reported to be about 23%

(Amoah, 2003b). A closer look at the evidence reveals that unlike in the UK

and US where the phenomenon is more common in men, it is predominant

among women in Ghana, as in other African countries. Prentice (2006) noted

that obesity among women in Ghana was six times that of men in the late

1980s.

17.5%) and obesity (20.2 vs. 4.6%) among women than men.

Studies based on women samples suggest that the problem of

overweight and obesity is rising exponentially among Ghanaian women.

According to the Ghana Demographic and Health Survey report, the

prevalence of overweight or obesity in women aged 15-49 years increased

from 13% in 1993 to 30% in 2008 (Ghana Statistical Service (GSS), Ghana

Health Service (GHS), & ICF Macro (IM), 2009). Dake (2013) observed that

30kgm“) among Ghanaian womenthe prevalence of obesity alone (BMI

aged 15-49 years increased from 3.4% in 1993 to 9.2% in 2008, representing

close to a three-fold increase over the 15-year period. In the same study, the

rate of increase was calculated to be 39.3% over the study period. The author

further projected that 11.2%, 13.1% and 15.1% of Ghanaian women aged 15-

49 years will be obese by 2013, 2018 and 2023, respectively.

Considering the well established link between overweight and obesity

and NCDs (and related mortality), some scholars have warned that Ghana’s

8

and obesity. In the late 1980s the rate of obesity was

obesity rose to about 14%, while overweight was

(Amoah, 2003b) also found higher rates of overweight (27.1 vs.



2012; Rguibi & Belahscn, 2006). Indeed, it is well documented that some

ethnic groups in West Africa historically preferred overweight women and

embraced cultural practices that encouraged female obesity. For instance,

prospective brides in Nigeria were often taken to the famous pre-marital

‘fattening rooms’, where they were fattened for their prospective husbands

(Peckmann, Gischler, Oschmann, & Rcitner, 2001). However, some research

in Ghana indicates that such perceptions and practices are slowly changing

(Duda etal., 2006, 2007).

Consequently, a number of studies in Ghana so far have attempted to

study various dimensions of overweight and obesity. While some have

examined trends and patterns, others have focused on analyzing predictors or

determinants. However, majority of such studies are small scale in nature and

mostly restricted to the cities of Accra or Kumasi, which may largely

misrepresent what pertains in the rest of the country (for example Amoah,

2003b; Duda et al., 2007). Although a few nationally representative studies

(e.g Mattah, Kumi-Kyereme, Druye & Gifty, Osei; Dake, 2013; Dake,

Tawiah, & Badasu, 2011) have focused on women, they are to a large extent

limited in thoroughly examining the inherent heterogeneity among Ghanaian

women.

For instance, despite the fact that women generally tend to gain the

greatest amount of weight during their reproductive ages (15-49), those who

give birth are often more prone to gaining excess weight associated with

gestation and childbirth (Gunderson, 2009; Siega-Riz, Evenson, & Dole,

2004). As

disproportionately affected by overweight and obesity compared with their

10

a result, childbearing women are more likely to be



non-childbearing counterparts. In this regard, the prevalence of overweight

and obesity as well as associated factors are likely to vary between and within

population groups of women in their reproductive ages. Nonetheless, previous

studies assessing the determinants of overweight and obesity among women in

Ghana have not explored such differences, yet have generalized for all women

irrespective of whether they have initiated childbearing or not.

Although some studies have used parity as a covariate (e.g Mattah et

al., 2013; Dake, 2013; Dake et al., 2011) in order to control for the difference

in terms of childbearing, this does not clearly tell us how the factors associated

with overweight and obesity operate differently or otherwise among different

groups of women. The current study, therefore, is based on the premise that

factors associated with the problem of overweight and obesity among women

in Ghana operate in fundamentally different ways among two groups of

women in their reproductive ages: childbearing women, and non-childbearing

women.

appreciation in terms of breath and depth of individual perceptions about body

weight, as well as the socio-cultural influences that inform such perceptions.

For instance, gaining insight into what people know about overweight and

obesity, or how they construct the problem could be useful in understanding

the choice they make and the implications of such choices on their weight

status. Studies of this nature are rather rare in Ghana. This provides further

impetus for exploring the perceptions and experiences of women in Ghana

about issues concerning overweight and obesity in the current study.

11

Furthermore, understanding overweight and obesity requires an



In order to view the problem holistically, this study conceptualizes the

problem of overweight and obesity among women in Ghana within multiple

perspectives. The study therefore employs both quantitative and qualitative

techniques with the view to providing a generalizable assessment of factors

associated with the problem, as well

adopted given that overweight and obesity are uniquely complex problems that

warrant tailored empirical investigations, for intervention purposes. Therefore,

perceptive influences of overweight and obesity among women in Ghana.

Objectives of the Study

The major goal of the study is to assess overweight and obesity among

women in Ghana. The specific objectives are to:

1. Compare the socio-demographic factors associated with overweight

and obesity between childbearing and non-childbearing women;

2. Examine the behavioural factors associated with overweight and

obesity between childbearing and non-childbearing women;

3. Discuss the perceptions of women about overweight and obesity; and

4. Explore the attitudes and experiences of women regarding overweight

and obesity.

Hypotheses of the Study

The study is guided by the following hypotheses:

1. Hq: There are

demographic background of women, and overweight and obesity.

12

as detailed insights. This approach was

no significant relationships between the socio-

the current study considers the socio-demographic, behavioural, and



how some of the correlates of overweight and obesity identified among the

general population of women from previous studies may vary between and

among childbearing and non-chiidbearing women. Given the multifaceted

nature of the epidemic, this study should be useful in providing insights into

developing interventions tailored to specific population sub-groups in the

country.

Perceptions and beliefs about overweight and obesity have been

observed to influence obesogenic behaviours, attitudes and lifestyle of people

(Bittner, Diamond, Myers, & Gill, 2008; Moore, Hanis, & Wimberly, 2010).

On the other hand, perceptions and beliefs are, to a large extent, influenced by

traditional socio-cultural values. Inaccurate perceptions and beliefs about

overweight and obesity have been shown to negatively affect the prevention,

treatment and management of excess body weight and associated health risks

(Al-Sendi, Shetty, & Musaiger, 2004). Such perceptions and beliefs have been

noted as socio-cultural drivers of the epidemic in Ghana and other African

countries.

Taking due cognizance of this fact, this study attempts to understand

how body weight is constructed within the context of the burgeoning epidemic

and ongoing profound social changes in Ghana. Such information will be vital

perceptions about weight status. Overall, the study attempts to examine the

problem of overweight and obesity among women in Ghana by transcending

the spectrum of complex individual, social and environmental pathways that

interact to influence the epidemic.

14
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CHAPTER TWO

REVIEW OF RELEVANT EMPIRICAL LITERATURE

Introduction

This chapter seeks to provide a global overview of the problem of

overweight and obesity, as well as position the study with the context of the

extant relevant literature on overweight and obesity. To facilitate this review, a

systematic online literature search using the following academic online

and Francis, Embase, Science Direct, and Google Scholar. Searches were

performed for studies published in English up to March 2015, combining the

following key words and subject headings: overweight, obesity, adiposity,

behaviour, global,socio-demographic, lifestyle,index,body mass

epidemiology among others. Key journal searches were conducted using

references from all relevant literature and used to identify additional relevant

studies. Articles discussing subjects other than those directly related to

overweight and obesity were excluded. Articles were then reviewed critically

and used in discussing this review.

To begin, the chapter discusses

overweight and obesity, and the public health implications for women. Going

further, the various social and demographic predictors or determinants of

overweight and obesity are discussed. The chapter concludes with a section on

the perceptions, attitudes and experiences about overweight and obesity.
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Global Epidemiology of Overweight and Obesity

The global nature of the obesity epidemic was formally recognized by

the WHO consultation in 1997 (WHO, 1997). Since then, the rates of

overweight and obesity have escalated rapidly in many parts of the world to

epidemic proportions, reflecting increased consumption of energy dense diets

high in fats and sugars, compounded by declining levels of physical activity

(Finucane et al., 2011). The evidence in high income countries dates back to

several decades to the point that almost half of their adult population is now

overweight or obese (Popkin, 2010).

Reports indicate that a similar scenario is occurring in some low and

middle income countries, notably those in Central and South America

(Mexico, Peru and Bolivia) , the Gulf and Middle East (Egypt, Saudi Arabia,

Kuwait), as well as Africa (Egypt, South Africa) and Asia (India, China)

(Popkin, 2010). In 2014, the WHO estimated about 1.9 billion adults to be

overweight or obese, out of which about 600 million were obese. These values

have more than doubled since 1980 (WHO, 2015). Projections are that about

60% of the world’s population, i.e., 3.3 billion people, could be overweight

(2.2 billion) or obese (1.1 billion) by 2030 if recent trends continue (Kelly,

Yang, Chen, Reynolds, & He, 2008). Most of the world’s populations live in

countries where obesity and overweight are responsible for a higher number of

deaths than those due to underweight (WHO, 2015).

that the term ‘globesity’ has been coined to describe the escalating global

pandemia affecting both developed and developing countries (Finucane et al.,

2011). Although overweight and obesity are prevalent in both developed and
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developing countries, some significant differences have been found among the

different geographic areas regarding the manner in which they develop and in

the gravity of their distribution (Finucane et al., 201 1).

Overweight and Obesity in the More Developed Countries

The United States presents

overweight and obesity in the more developed regions of the world. The

prevalence of overweight and obesity is very high and continues to increase

rapidly. A systematic review of published studies revealed adult obesity

prevalence increased from 13% to 32% between 1960 and 2004 (Wang,

Beydoun, & Liang, 2008). Recent Centres for Disease Control (CDC) studies

indicate that almost 70% of Americans are overweight and nearly one-third

are obese. Other studies estimate that up to 51% of the US population will be

obese by 2030 (Finkelstein, Trogdon, Cohen, & Dietz, 2009; Wang et al.,

2008).

In 1990, ten (10) states that participated in the CDC’s Behavioral Risk

Factor Surveillance System (BRPSS) had an obesity prevalence of less than

10% and no state had prevalence equal to or greater than 15%. By 2010, no

state had a prevalence of obesity less than 20% and 12 states (up from nine in

2009) had an obesity prevalence equal to or greater than 30%. The highest

prevalence of obesity in the US is in the south (Finkelstein et al., 2009; Wang

et al., 2008).

Apart from the United States, overweight and obesity are also among

the most widespread threats to health and wellbeing in the European region.

The average European BMI is about 26.5 kg/m2, and it is among the highest in
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According to the WHO, the prevalence of obesity has tripled since the 1980s

in many countries of the WHO European Region, with overweight and obesity

affecting 50% of the population in the majority of European countries (WHO,

2015).

the past decade has increased from

about 10% to 40%, with higher rates in Eastern Europe, compared to Western

Europe. According to the Barilla Center for Food and Nutrition (2012), the

European countries that are now most affected are: UK (24.5%), Hungary

(19.5%), Greece (18.1%), Spain (17.5%), Germany (14.7%), and France

(11.2%) . In the UK in particular, a Government commissioned Foresight

report predicted that without any necessary action taken, 60% of men, 50% of

women and 25% of children would be obese by 2050 with direct obesity-

related costs expected to double over that period (Barilla Center for Food &

Nutrition, 2012; Nahal, 2012).

Overweight and Obesity in the Less Developed Countries

The burden of disease in developing countries has traditionally been

characterized by undemutrition and infectious diseases. However, lifestyle in

many developing countries now parallels that in the developed world, with

dramatic increases in the prevalence of overweight and obesity (Caballero,

2007). Although few developing countries have nationally representative

longitudinal data to assess trends, global estimates using both longitudinal and

intermediate development has increased greatly over the past three decades
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the world, but considerable differences are found between countries.

cross-sectional data indicate that obesity prevalence in countries in



(Caballero, 2007). Recent analysis by the Overseas Development Institute

(ODI) suggests that between 1980 and 2008, the numbers of people affected in

the developing world more than tripled, from 250 million to 904 million

(Keats & Wiggins, 2014).

were 60 million obese Chinese, and 200 million were overweight, but in 2009

overweight (Barilla Centre for Food and Nutrition, 2012). In Thailand, the

prevalence of obesity has doubled in the past two decades. The prevalence of

obesity in men increased from 13% in 1991 to 22% in 2004, while that of

women increased from 18% in 1991 to 34% in 2004 (Aekplakom & Mo-

Suwan, 2009)

There is evidence that Mexico and other countries in Central and

Southern Latin America are already dealing with the problem of having a high

share of population that is overweight and obese, with rates similar to those in

Europe, especially in the female population (Barilla Centre for Food and

Nutrition, 2012). Finucane et al. (2011) estimate that in 2008, more than 30%

of women in Central and Southern Latin America were obese, and about 25%

of men in Southern Latin America and 20% of men in Central Latin America

were obese.

overweight or obese, a 12% increase since 2000 (Barquera et al., 2009). Three
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this increased to 100 million obese people and 310 million people who were

Mexico, finds that roughly 30% of Mexican adults are obese and 70% are

In Mexico, a recent report, based on 2006 data collected across

phenomenon is growing in China is particularly worrisome. In 2004. there

Among the developing countries, the speed with which the



out of four Mexican adults have abdominal obesity, and women have higher

rates of obesity and abdominal obesity than men.

Sub-Saharan Africa (SSA) is not immune to the obesity epidemic

despite the continued burden of undemutrition and infectious diseases in many

countries in this region (Bleich, Cutler, Murray, & Adams, 2007; Lopez,

Mathers, Ezzati, Jamison, & Murray, 2006) As in other developing regions,

nationally-representative studies of overweight and obesity in sub-Saharan

Africa are scarce. The studies that are available, though, suggest increasing

rates of overweight and obesity in SSA, especially among women and people

dwelling in urban populations (Abubakari et al., 2008; Kimani-Murage et al.,

2011).

South Africa is reported to have the highest prevalence of obesity in

black men and women in Africa. As of 2006, the obesity prevalence (36%)

among urban black South African women already exceeded that of black

women in the U.S, and almost doubled that of urban women in the Gambia

and Tanzania (Jamison, 2006). Available evidence from the West African sub

region indicates that 10% of adults were obese between 2000 and 2004, with

approximately half of the urban population and 60% of women being

overweight or obese (Abubakari et al., 2008; Duda et al., 2007). Some studies

in urban settings in West Africa have found that obesity rates are rising more

quickly in the poor than in the rich (Ziraba, Fotso, & Ochako, 2009).

Although the rates of overweight and obesity in developing countries

are relatively lower compared with the developed nations, the absolute number

of overweight obese population is striking (Keats & Wiggins, 2014). More

data is needed in developing countries, particularly those in Africa in order to
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aid in a more holistic assessment of overweight and obesity trends across the

African continent.

Overweight and Obesity in Ghana

As far back as the 1980s, the prevalence rate of obesity in Ghana was

reported to be less than 1% (Berrios et al. 1997). Subsequent reports suggest

that Ghana, like many other less developed countries, has been experiencing

increases in the prevalence of overweight and obesity, with remarkable

disparities across gender and residence. While studying two urban and one

females and males, respectively. The age-standardized prevalence of adult

obesity was 13.6%. According to the study, residents from the high-class

residential area had higher BMI compared to subjects from the lower class

suburb. Urban residents had higher BMI compared to rural subjects. Obesity

increased with age, peaking in the 55 to 64-year age group. Prevalence of

obesity was found to be 5.5% and higher among females 7.4% compared to

males 2.8%.

Given that women in Ghana appear to be disproportionately affected

by the problem of overweight and obesity, studies have focused more on

obese women nearly doubled between 1987 and 2007. The Women’s Health

Study of Accra (WHSA) in 2007 showed that the prevalence of overweight

versus obesity among women in Accra was 27.4% vs. 34.8% (Duda et al.,

2007).
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overall crude prevalence of obesity (BMI ^30 kg/m ) of 20.2% and 4.6% for

women. In fact, according to the WHO (2014), the number of overweight and

rural community in the Greater Accra region, Amoah (2003a) showed an



In Ghana, the DHS surveys indicate that the percentage of women aged

15-49 overweight/obese increased from 25 to 30% between 2003 and 2008

GDHS data (1998, 2003 and 2008), Dake (2013) determined that the rate of

that bases projected the

prevalence of obesity among women in Ghana to be 15% by the year 2023.

Similarly, a recent analysis of the 1998, 2003 and 2008 rounds of GHDS by

Doku and Nuepane (2015) in their study of the double burden of malnutrition

among women in Ghana revealed 134.85 % increase in overweight and

obesity (from 13.2 %, in 1993 to 31 in 2008) over the fifteen year period they

also found that overweight was much more common in urban women (36.8 %)

compared to rural women (15.6%).

The rising rates of overweight and obesity in Ghana, especially among

women has led to calls for the urgent measures to curtail the phenomenon.

Key among such measures include the need to promote physical activity and

encourage healthy dietary habits.

Public Health Concern for Overweight and Obesity in Women

Aside the variety of health implication already mentioned, overweight

and obesity pose special concerns for women’s health, particularly in the area

of sexual and reproductive health. Some of these concerns go beyond the

women to affect the children that are bom to overweight mothers. Overweight

and obesity have been identified as major risk factors for breast, cervical,

endometrial and ovarian cancers, as well as other disorders.of reproduction

(Klauer & Aronne, 2002). The link with these cancers peculiar to women is
22

increase of obesity among women was 39.3%, and on

with the highest values among urban women (GSS et al., 2009). Based on



believed to be due to the increase in oestrogen produced by adipose tissue. For

postmenopausal women, the link may be related to the amount of visceral fat

present.

Significant associations have been found between overweight or

obesity and reproductive disorders including irregular menstrual cycles,

reduced fertility and increased risk for miscamage (Pasquali, Pelusi, Genghini,

Cacciari, & Gambineri, 2003). Distinct changes in circulating sex hormones as

a result of excess weight appear to underline these abnormalities (Pasquali et

al., 2003). Fertility processes involve complex factors and mechanisms of

both ovarian and extra ovarian origin. Overweight and obesity may interfere

with many neuroendocrine and ovarian functions, thereby reducing both

ovulatory and fertility rates in otherwise healthy women (Pasquali et al.,

2003).

Overweight or obesity increases morbidity and mortality risks for both

the pregnant woman and the fetus. Such women have higher incidences of

hypertension, pre-eclampsia, toxemia, gestational diabetes, urinary infections,

increased hospitalization, which may lead to poor maternal and child health

outcomes (Castro & Avina, 2002). Obese women have a 70% increase in

postpartum hemorrhage, with possible compounding complication from

surgical procedures (Castro & Avina, 2002).

The effect of overweight and obesity on the feUis include increased

incidence of neural tube defects, preterm delivery, and fetal mortality. Other

complications include large-for-gestational-age neonates, macrosomia. failure

to progress, and shoulder dystocia (Castro & Avina, 2002). Infants of obese
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mothers are at an increased risk themselves for overweight and obesity and

associated morbidity in childhood or adult life.

Factors Associated with Overweight and Obesity

At the physiological level, overweight and obesity are fundamentally a

food intake exceeds

energy expenditure or physical activity, over a prolonged period (Rigby et al.,

2009). However, this physiological mechanism does not occur in isolation, but

is determined by a number of factors including biological/genetic, behavioural

and environmental factors (Rigby et al., 2009).

As overweight and obesity increasingly attract public health concern,

socio-demographic

factors, are increasingly gaining attention as elements that influence people’s

body weight (Tzotzas et al., 2010). Similarly, attention is also being drawn to

weight gain (Ulijaszek & Lofink, 2006).

Although only few of these characteristics could be modified, they

offer insights for targeted weight management purposes (Sobal et al., 2009;

Tzotzas et al., 2010). Health determinants most often do not act separately but

overlap, and in some cases can have an additive effect on each other.

Therefore, such insights could help inform approaches to dealing with the

multiple determinants of the problem of overweight and obesity at multiple

commonly associated with overweight and obesity in epidemiological studies.
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levels. The section, therefore, provides a review of some of the major factors

understanding how individuals, communities and societies internalize excess

consequence of an energy imbalance where energy or

social characteristics, which are broadly classified as



Socio-Demographic Factors Associated with Overweight and Obesity

Age is among one of the most frequently reported prognostic

determinants of overweight and obesity in both men and women (Hou et al.,

2008). Relative body weight usually increases as people grow throughout the

The effects of age on body weight are attributed to physiological changes in

metabolic systems and functioning associated with energy input and output.

For instance, as people increase in age, there is generally a decrease in energy

requirements at rest, resulting in excess fat accumulated and subsequent

weight gain (Nooyens et al., 2009).

Body fat and weight are regulated and defined throughout the

individual’s lifespan. Following rapid growth during childhood and

adolescence, body weight usually increases at a relatively slow pace during

adulthood and decreases in older age (Morley, 2007; Zafon, 2007). Even in the

absence of body weight changes, age-related alterations in body composition

occur in the individual. Fat-free mass progressively decreases after reaching

its maximum level at the age 20, and fat mass increases reaching its maximum

level at the age of 60-70 years (Zamboni et al., 2005). Thus the age-related

decline of energy requirements at rest associated with weight gain is mainly

attributed to the reduction in the quantity of fat-free mass (Lazzer et al., 2010).

However, this could also be accounted for by various behavioural exposures

that occur to individuals over the life course (Nooyens et al., 2009).

Several community-based cross sectional, as well as longitudinal

studies, have reported a significant association of age with body mass index
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and higher prevalence of overweight and obesity with increasing age

(Chapman, 2007; Sidik & Rampal, 2009). In assessing the prevalence of

obesity among adult women in Selangor, Malaysia, Sidik and Rampal, (2009)

found a significant association between age and obesity. They also found the

prevalence of obesity to be higher among respondents with increasing age.

Although, a cross-sectional design was employed, their findings resonated

with the National Health and Morbidity Survey 2, conducted by the Malaysian

Ministry of Health in 1996 and 1997, in which BMT was found to increase

with age.

In Ghana, a variety of studies (Mattah et al., 2013; Amoah, 2003b;

Biritwum, Gyapong, & Mensah, 2005; Dake et al., 2011; Duda et al., 2007)

have confirmed and emphasised the established link between age and

overweight or obesity. Much as these studies seem to agree that overweight or

obesity increases with age, they vary in terms on the ages more associated

with the condition. For instance, in studying the socio-demographic variations

of obesity among Ghanaian adults, Amoah (2003b) noted that obesity

increased with age up to 64 years, while (Biritwum et al., 2005) established in

their epidemiology of obesity in Ghana that obesity increased with age up to

60 years. Again, Mattah et al. (2013) surmised that women within the 35-44

age group had the highest odds of being overweight or obese. These

differences could be as a result of the use of different samples as well as

different age cut-offs.

26



Educational Level

In the literature, educational attainment is recognized as the single

significanta

association with various measures of health, such as life expectancies,

morbidity, and mortality and with the timing of disease onset (EIo, 2009).

According to Mirowsky and Ross (2004), one pathway to the education-health

the knowledge and beliefs of

individuals regarding healthy lifestyle choices. Another is through its effects

on the degree of mastery and control individuals may have over their own

health.

Regarding overweight and obesity, it is recognized that knowledge,

behavioural skills, and normative socialisation, which are acquired through

education, may be very important elements in maintaining a healthy body

weight and

knowledge about nutrition and healthy weight control practices that might

influence their weight, making them more likely to integrate healthy

behaviours into a coherent lifestyle. Nevertheless, the expected effect of

education in the maintenance of healthy body weight appears to vary by

society and depends largely on the society’s level of socio-economic

development.

In developed countries where thinness is glorified, education is

generally reported to have a strong protective effect against weight gain,

particularly among women (Ball & Crawford, 2005; Baltrus & Everson-Rose,

2007; McLaren, 2007). Using data from National Health Interview Survey
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a socially desired body size (Sobal, 1991; Wardle, Waller, &

Jarvis, 2002). For example, people with higher education may have more

relationship is through its influence on

socio-economic indicator that most consistently exhibits



(NHIS) to evaluate education and health in the United States, Cutler and

likely to be overweight

more likely to exercise, which could explain their lower probability of being

overweight or obese. Cross-sectional estimates from a study of Australian

identical twins conducted by Webbink, Martin, and Visscher (2010), further

confirm that education reduces the probability of being overweight.

Unlike in the developed countries, the available evidence in developing

obesity indicate inconsistent results. Scholars have identified the inconsistent

association between education and overweight or obesity in developing

countries to be dependent on the level of socio-economic development of the

country in question (Aitsi-Selmi, Bell, Shipley, & Marmot, 2014). Because

education is often associated with income or wealth in developing economies,

it is argued that as developing countries make economic progress, rising

incomes among the more educated may be used to purchase greater quantities

of processed food leading to a positive energy balance (Aitsi-Selmi et al.,

2014; Dinsa, Goryakin, Fumagalli, & Suhrcke, 2012). Hence, education may

minimal role as a protective factor, and positively influences

overweight or obesity.

Khan and Kramer (2009), for instance, found higher education to be

associated with increased obesity in a study of factors associated with being

underweight, overweight and obese among ever-married non-pregnant urban

population-based study of the determinants of undcr-and ovemutrition of
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or obese. They also found the better educated to be

Lleras-Muney (2006) found that those with more years of schooling are less

women in Bangladesh. Their findings were consistent with reports from a

countries regarding the relationship between education and overweight or

play a



women in India (Subramanian & Smith, 2006). Studies (Mattah ct al., 2013;

Dake et al., 2011; Amoah, 2003b) conducted in Ghana, have also generally

reported higher probabilities of overweight and obesity among more educated

women. For example, Mattah et al., (2013) noted in their study of predictors of

overweight and obesity among women in Ghana that those with higher

education were about two times more likely to be overweight or obese.

On the contrary, some studies have reported inverse associations

between education and overweight or obesity — similar to developed countries.

While assessing risk factors for overweight and obesity, and changes in body

mass index of Chinese adults in Shanghai, Hou et al., (2008) found higher

obesity. Separate studies conducted earlier in Latin American countries by

Monteiro, Conde and Popkin (2001), and Martorell, Kilian, Hughes and

Grummer-Strawn (1998) similarly found higher education levels to be

associated with decreased odds of overweight or obesity.

The reason given for such latter results is that as developing countries

progress beyond a certain point, the more educated acquire cognitive skills

that inform their choices regarding food intake, dietary restraint and levels of

energy expenditure (Monteiro et al., 2001). In this new context, education

mitigates the initial income or wealth effect on energy balance (Aitsi-Selmi et

al., 2014). Thus, as developing countries transit in terms of socio-economic

progress, the direction of influence of education on overweight

varies.
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education among women to be less associated with the risk of overweight or

or obesity



Jncome/Wea I th St a (us

Income and wealth both reflect material well-being and are commonly

used in social science and health research

economic status. Income is often estimated by monetary terms, whereas

wealth is usually estimated by material asset such as home ownership and

housing conditions. Since income and health reflect an individual’s ability to

access health-related material resources, several studies have found significant

associated between these dimensions of socio-economic status and health

indicators. For example, studies have consistently concluded that those in the

lower levels of income or wealth status are at higher risk of morbidity and

mortality.

Material resources provide the means for individuals to seek the ideal

body size of a society, thus, reflecting the observed varied effects of income or

wealth on overweight and obesity across the developed and developing region

of the world. In view of this, while studies (Akee, Simeonova, Copeland,

Angold, & Jane Costello, 2013; Albright et al., 2005; Brodersen, Steptoe,

Boniface, & Wardle, 2007; Mauro, Taylor, Wharton, & Sharma, 2008; Proper,

Cerin, Brown, & Owen, 2007) in developed countries have repeatedly shown

among women in developed countries, the association in developing countries

remains less clear (Dinsa et al., 2012; Edomwonyi & Osaigbovo, 2006;

McLaren, 2007; Monteiro, Moura, Conde & Popkin, 2004; Poterico,

Stanojevic, Ruiz-Grosso, Bernabe-Ortiz, & Miranda, 2012).

comparing the association between socioeconomic status and obesity, Sobal
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an inverse association between income or wealth and overweight or obesity

as proxy measures of socio

In a comprehensive systematic review of 144 published studies



and Stunkard (1989) noted that obesity appeared to be predominantly

associated with the more affluent in developing countries. A subsequent, but

highly influential review of studies published between 1989 and 2003 by

Monteiro et al. (2004) found mostly inverse associations between level of

affluence and obesity for women, concluding rather firmly that obesity was no

longer solely a problem of the higher socio-economic groups in developing

burden of obesity was shifting from the rich towards the poor, as one moved

from countries with lower gross national income (GNI) per capita to countries

with higher GNI per capita.

recent studies. In reviews covering publications from 1988 through 2003 and

1989 through 2007 by McLaren (2007) and Dinta et al., (2012), respectively,

the authors conclude that more affluent women tend to be more likely to be

obese in developing countries, but this association tends to turn into an inverse

one, as one moves from countries with lower income to countries with higher

income. In effect, the direction of association between income or wealth and

overweight or obesity in developing countries depends on the income tier of

the country. Various scholars have attempted to provide explanations to this

pattern of mixed association between income or wealth and excess body

weight in developing countries.

Regarding the observed positive associations between income/wealth

and excess body weight, it is posited that in developing countries, higher

higher chance of being overweight and obese (McLaren, 2007; Monteiro et al.,
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The latter suggestion has since been corroborated separately by more

income or wealth increases one’s ability to get adequate food and therefore a

countries. The authors further suggested that in developing countries, the



2004). It is also argued that patterns of high energy expenditure among the

poor and the symbolic meaning of a large body size also contribute to the

positive association between income/wealth and increased body weight

(Monteiro et al., 2004). By contrasts, it is noted that as a developing country

reaches a certain level of economic development, weight loss resources (such

as increased leisure time physical activity, and informed choices regarding

food intake, diet) rather than food supply are more closely related to body

weight, accounting for a negative association between income or wealth and

body weight.

Although the systematic reviews offer mixed results, individual level

empirical studies in specific developing countries largely point to a positive

association between overweight or obesity and income/wealth status. For

example, in urban China, higher household income was associated with higher

overweight or obesity risk (Huo et al., 2008). Higher income has also been

described to be associated with increased obesity rates in Bangladesh and

India (Khan & Kraemer, 2009; Subramanian & Smith, 2006). Studies

conducted in Ghana from national demographic and health surveys also

indicate overweight and obesity increased as wealth status improved (Mattah

et al., 2013, Dake et al., 2011).

Occupation

Similar to education and income/wealth, occupational status, which is

a marker of social status in most societies, is related to health and well-being

(Mirowsky & Ross, 2004; Wardle & Griffith, 2001). In sociological literature

indentified for conceptualising and measuring
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occupational status. The first considers subjective prestige, which is

occupation (Alfonsi, Conway, & Pushkar, 2011; Hansen, Blau, Duncan, &

social relationships (Erikson & Goldthorpe, 1987; Sosnaud, Brady, & Frenk,

2013). Hence, inquiry of occupation effects on health mainly focuses on the

health outcomes of prestige and status rankings of occupations across race, sex

and countries (Burgard, Stewart, & Schwartz, 2003).

In social epidemiology, the relationship between occupational status

and health operates through two major pathways: occupations set individuals

in a social structure that defines access to resources and constraints related to

health and mortality (Fujishiro, Xu, & Gong, 2010). Also, different job

characteristics of demands and rewards can influence health, such as physical

hazards or psychological stress in work place, and job-related lifestyles that

literature suggests occupational status has similar effects on overweight and

obesity. However, given that occupation often correlates with income or

education, the occupation status effects are usually studied together with

education and wealth.

Irrespective of this, overweight or obesity risks associated with

occupation, such as level of work-related physical activity and social prestige,

differ from those associated with education or income. Overall, low-status jobs

protective against overweight or obesity in developing countries (Bell, Adair,

& Popkin, 2004). Abdulai (2010) found that women who were engaged in
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aggregated from perceived, collective belief of worthiness and status of an

Tyree, 1968). The second looks at objective social class positions based on

usually involve more physical activities than high-status jobs do, which are

can influence health (Babones, 2010). Through such causal pathways, the



contrast, in developed countries, low-status occupations are often associated

low work-related physical activities and less free leisure time for recreational

physical activity, thereby, increasing the risk of overweight and obesity

(Estabrooks, Lee, & Gyurcsik, 2003; Hanson & Chen, 2007; National Obesity

Observatory, 2012).

Generally, as societies shift from being based on primary to secondary

to tertiary production with increasing levels of industrialization, the amount of

work-related physical labour decreases markedly. Consequently, work-related

physical activities converge to low or moderate levels in all social classes in

both developing and developed societies (Wells, 2012). However, the effect

of occupation on body weight is more significant in women than in men.

Studies that have investigated the relationship between overweight or obesity

obesity

prevalence among women in unskilled or lower classification occupations than

in professional occupations (National Obesity Observatory, 2012; Wardle et

al., 2002).

As an indicator of social status, occupational status may be a marker of

shared beliefs about body size/shape. Those high in the occupational hierarchy

may internalize the symbolic value of a thin body and a healthy lifestyle and at

the same time face exposure to a workplace environment that promotes these

values (McLaren & Kuh, 2004; McLaren, 2007). For example, evidence

shows that women who are in high status jobs arc more concerned about body

shape and engage in more efforts to lose weight (Wardle & Griffith, 2001).
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and occupation-based social class mostly report higher overweight or

overweight, compared to those who were not engaged in similar work. By

garden work or farming in Ghana were significantly less likely to be



This probably explains the strong inverse relationship between occupational

status and body weight among women in developed countries.

Marital Status

Marital status is an important social characteristic that is known to

influence health through its selection and protective effects. The selection

hypothesis purports that as a function of the process by which marriage

partners are selected, the healthy are selected into marriage because they make

better marriage partners (Averett, Sikora, & Argys, 2008). The protection

hypothesis on the other hand explains that married people are healthier

because their partners are more likely to monitor their health behaviours, care

ill and discourage them from engaging in risky

behaviours (Averett et al., 2008).

Although less attention has been paid to the relationship between

marital status and body weight, the literature suggests that marriage may be

associated with body weight in many ways, both through social selection of

individuals into and out of marital states because of their weight, and through

social causation where particular marital states influence body weight (Jeffery

& Rick, 2002). Body weight is influenced by interactions between dietary

intake, physical activity, smoking, and other factors that are embedded within

marital relationships. For example, Averett and Korenman (1999), and Conley

and Glauber (2006) both report that obese women fare far worse in the

marriage market than their peers in the recommended BMI range.

Studies explicitly investigating marital status and body weight tend to

find that married people arc more likely to be overweight or obese. This
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for them when they are



finding is however not consistent for all investigations, particularly in cross-

sectional investigations. For example, in their cross-sectional study of Greek

adults, Tzotzas et al. (2010) concluded that marital status was significantly

associated with obesity and abdominal obesity in both males and females. The

authors found a higher risk of both obesity and abdominal obesity in married

Janghorbani, Amini, Gouya, Delavari, Alikhani, and Mahdavi (2008) found

and women than their unmarried counterparts. On the other hand, the findings

of Sobal and Hanson (2011) indicate that married men were heavier than

separated/divorced men, while never married women were heavier and more

often more obese than married women.

Longitudinal analyses tend to be more consistent in suggesting that

marital entry predicts weight gain, whereas marital termination (through

divorce or widowhood) predicts weight loss, particularly in women, although

some suggests it may be equally influential, in both men and women (Hanson,

Sobal, & Vermeylen, 2014). Hanson et al. (2014) used longitudinal data to

examine the relationship between weight and marriage transitions and found

that women who were unmarried at baseline and married before the follow-up

survey had greater weight gain than those who were married at both times.

Several other longitudinal studies support conclusions that marriage may be

associated with weight gain, whereas separation or divorce may be related to

weight loss (Ball & Crawford, 2005; Sobal et al., 2009)

The reasons for the positive relationship between marital status and

weight arc not clear. However, among the many hypotheses include changes
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increased odd of both overweight and abdominal obesity among married men

men and women than in the respective unmarried ones. Similarly,



in social obligations and roles associated with marriage that may lead to

increased food consumption and decreased time for physical activity. Others

demanding, once marriage is established, there is less focus on body image

(Janghorbani et al., 2008; Tzotzas et al., 2010).

That notwithstanding, the marriage-weight relationship has been

reported to exhibit ethnic differentials. Some consistent differences have been

noted to occur between ethnic groups in marital patterns and processes and

body weight and the prevalence of obesity. For example, Sobal et al., (2009)

observed some ethnic variations in the marriage-weight relationship in their

cross-sectional study based on data from the 1999-2002 National Health and

Nutrition Examination Survey (NHANES). They noted that compared with

married women in the same ethnic category, white women’s weights did not

significantly differ by marital status and Hispanic never-married women had

separated had higher odds of being overweight than those who were married.

They interpret their findings as indicative of larger societal patterns of

involvement in marriage, commitment to family, and body-weight norms and

expectations (Sobal et al., 2009).

Explicit studies on the association between marital status and weight

gain in Ghana are missing; however, some cross-sectional studies have

explored marriage and overweight or obesity. Several studies in Ghana have

established higher probability of overweight and obesity among the married

than the unmarried (Amoah, 2003b; Biritwum et al., 2005; Dake et al.. 2011).
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lower odds of being overweight. On the other hand, black women who were

related to the lack of concerns to attract a potential marital partner

purport that for women especially, because maintaining a low weight is very



childbearing and the socio-cultural perceptions about fatness being associated

with beauty (Dake, 2013).

Ethnicity

Ethnicity is a multi-dimensional concept which may imply shared

origins, social background, culture, or traditions which are distinctive and

maintained between generations. Tn view of this, body weight has been found

to differ substantially between ethnic groups. The ethnic differences in body

weight are rooted in cultural-specific factors that influence obesogenic

lifestyles and behaviour (Allan, 2008; Ebbeling, Pawlak, & Ludwig, 2002).

Ethnicity-specific socio-cultural norms about ideal body image may lead to

ethnic differences in body weight and body perception that may inform the

weight management choices of individuals.

Studies in the US have consistently shown that white Americans tend

to be thinner than black Americans, and average body weights of Hispanic

Americans tend to be situated between those two ethnic groups. For instance,

Ogden, Carroll, Curtin, McDowell, Tabak and Flegal (2006) in their study of

the prevalence of overweight and obesity in the United States observed that

approximately 30% of non-FIispanic white adults were obese, so were 45.0%

of non-Hispanic black adults and 36.8% of Mexican Americans. Nonetheless,

ethnic disparities in overweight or obesity are most obvious when examined

across the different sexes. This mostly reflects gender differences in body

image ideals. Such is the case among in the United States where, compared to
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Overweight or obesity among Ghanaian women is often attributed to



men in the same ethnic category, black American women were found to have

increased odds of being overweight or obese (Sobal et al., 2009).

Even within the same gender, overweight or obesity prevalence may

vary as higher rates were reported among black women compared to white

women (Sidik & Rampal, 2009; Sobal et al., 2009). Again, using data from the

Health Survey for England (HSE) to

England, Higgins and Dale (2013) found Black-Caribbean and Black African

addition, they further observed that Chinese women had lower odds of being

significant difference in

obesity between South Asian women and White women.

Studies in Ghana have also noted some ethnic variations in overweight

and obesity, with contrasting findings. For example, while Amoah (2003b)

found overweight and obesity was highest among the Akans than other ethnic

groups in Ghana, Biritwum et al. (2005) later reported overweight and obesity

to be highest among the Ewe and the Ga Adangbe. Further, Mattah et al.

(2013) found higher odds of overweight or obesity among the Ewes than other

significant

association between ethnicity and obesity while studying obesity among

women of Accra.

Religion

Until about a decade ago, the idea of the link between religion and

health was viewed with much scepticism. However, with the ever growing

number of rigorous social and epidemiologic investigations, most sceptical
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women to have higher odds of obesity by comparison with White women. In

ethnic groups in Ghana. Duda et al. (2007), however found no

obese than their White counterparts, but found no

examine ethnicity and obesity in



scientists are beginning to appreciate more seriously the association between

religion and health (Cline & Ferraro, 2006; Kim, Sobal, & Wethington, 2003;

Kortt & Dollery, 2012). Studies have found substantial positive effects of

religious involvement on various health outcomes. For instance, people who

regularly attend church, pray, or read the Bible tend to have lower blood

pressure than less religious people. They are also more likely to have healthier

lifestyles, a stronger sense of well-being and life satisfaction, stronger immune

systems, and longevity (Hill, Angel, Ellison, & Angel, 2005; Hill, Burdette,

Angel, & Angel, 2006; Nam, 2013).

The relationship between religion and body weight has not been

extensively examined. However, given the established positive effect of

protective factor

against overweight and obesity (Ayers et al., 2010; Cline & Ferraro, 2006).

The literature suggests that religion may contribute to decreased body weight

anxiety. Stress or anxiety is related to higher body weight through induced

eating which can trigger increase preferences for high fat and/or high sugar

foods and the subsequent onset of overweight or obesity (Ayanian, Block, He,

Zaslavsky, & Ding, 2009). However, as a stress coping mechanism, religion

may help decrease body weight through helping adherents cope with stressors.

Religion also provides social support, which is frequently cited in weight loss

literature as a critical component for controlling body weight (Kim et al.,

2003)

According to another school of thought, certain components of

religious theology may also discourage weight gain. For instance, depriving
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religion on health, it is expected that religion will serve as a

through several protective pathways. One way is through reduced stress or



the body of food was analogous to purity in historical Catholicism, while in

Judaism, the human body is considered to be made in the image of God

(Merrill & Thygerson, 2001). Also, Conservative Protestants consider the

body to be the ‘temple of the Holy Spirit’. For people who hold these

theological view points of the body, emphasising good health, and thus ideal

body weight, may be of greater importance (Kim et al., 2003). Such people are

greater leisure

time, physical activity, and healthier food choices as measured by breakfast,

green vegetable, and fruit intake (Kim et al., 2003). Furthermore, certain

religious groups promote vegetarian diet, which is associated with lower body

weight.

Much as these explanations seek to offer some credence to the possible

protective effects of religion against body weight and overweight or obesity,

the relatively few studies that have attempted to systematically examine the

association between religion and body weight indicate otherwise. Indeed, a

number of studies have shown a positive relationship between religion and

cross-sectional Dutch community sample, Lapane, Lasater, Allan and Carleton

church members and were likely to be 20% more obese.

similar

association between religion and body weight using both state-level ecological

data and individual level data. From the state-level ecological data, Ferraro

(1998) found that there are more obese individuals in states with a higher

proportion of persons claiming religious affiliation, and in states with a higher
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thus more likely to engage in healthy weight practices such as

(1997) reported that church members had significantly higher BMIs than non

overweight or obesity. In the Pawtucket Heart Health Program involving a

Right about the same period, Ferraro (1998) found a



proportion of Baptists. Likewise, the individual-level data indicated that those

of socioeconomic status. However, Ferraro’s measure of religious practice

predominately included sedentary activities (i.e watching religious television).

which could thus be more of a measure of inactivity rather than religiosity.

(2003) found that men in conservative Protestant denominations were more

likely to have a higher body weight than men in other religious affiliations, but

found no such relationship among women. More recently, while examining

various dimensions of religiosity and religious affiliation, Cline and Ferraro

(2006) showed that the more women participate in religious media practice,

the more likely they were to be obese. However, the more men used religion

as consolation, the less likely they were to become obese. The authors inferred

form of comfort, and through this avoid obesity.

Some studies in Ghana have found significant associations between

religious affiliation and overweight

significant association between religious affiliation and overweight or obesity

in their bivariate, with higher rates among Christians than other religious

groups. No significant association was found in their multivariate analysis.

However, in an earlier study, Dake et al. (2011) found that Roman Catholic

worshippers have higher significant probabilities of being obese.

relationship between religion and higher body weight, but there may be many
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from their findings that men may be turning to religion, instead of food, as a

or obesity. Mattah et al. (2013) found a

with more extensive religious practice tended to be more obese, independent

These findings to a large extent have been corroborated in some

There is some consistency across these studies regarding the

studies investigating the difference between men and women. Kim et al.,



different explanations for this relationship. This could be attributable to the

inconsistencies in the measurement of religion across studies. Moreover, such

inconsistencies do affect the comparability of results.

Place of Residence

type of residence is integral to designing interventions that target high-risk

significantly between rural and urban regions of the same country, largely

reflecting differences in lifestyle factors associated with socioeconomic status

and/or environmental conditions (Faeh & Faeh, 2007; Jokela, Elovainio, &

Kivimaki, 2008).

Many developed countries show a greater regional distribution of

overweight or obesity in rural areas, owing to structural and behavioural

discrepancies between rural and urban areas. Higher rates of overweight or

obesity have been observed in rural than in urban areas in Finland (Fogelholm,

Murros, Rissanen, & Avikainen, 2005), Sweden (Rasmussen, Johansson, &

Hansen, 1999), Germany (Hannan-Boehm et al., 2007) and the United States

(Borders, Rohrer, & Cardarelli, 2006; Jackson, Doescher, Jerant, & Hart,

2005). Poorer health behaviours (energy-dense dietary intake and a sedentary

lifestyle), fewer opportunities for physical activity, and also the rapid

transition from heavy labour activities to more sedentary professions and

lifestyles are factors more often described to account for the higher rates of

overweight and obesity in rural than urban regions in developed countries

(Cummins & Macintyre, 2006).
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Understanding the distribution of overweight and obesity by place or

areas. Epidemiologic studies suggest overweight and obesity may differ



In contrast to more developed countries, in less developed countries

more likely to be overweight or obese than residents in rural areas (Mendez,

Monteiro, & Popkin, 2009; Pawloski, Curtin, Gewa & Attaway, 2012). For

example, in examining geographic relationships of nutritional status (BMI) in

Kenya, Pawloski et al. (2012) found clusters of both overweight mothers and

children in the urban Nairobi region, whereas both underweight mothers and

children clustered in rural areas. Studies in Ghana (Mattah et al., 2013; Dake

et al., 2011) and Gambia (van der Sande, 2003) have also reported higher rates

of overweight or obesity in rural than urban settings. Some explanations have

obesity observed in developing countries.

The lower rates of overweight or obesity in the rural setting is

suggested to be a reflection of the high energy demanding agricultural

activities and the consumption of traditional staple foods which are low in fats

calories (Bleich et al., 2007). In contrast, urban settings are noted for lower

physical activity levels associated with the use of motor transport and

sedentary jobs, as well as greater access to high calorie diets imported from

the western world, which can only result in a high prevalence rate of

overweight and obesity (Bleich et al., 2007; Caballero, 2005; Dake et al.,

2011).

However, scholars have indicated that with increasing GDP in

developing countries, the variation in the prevalence of overweight or obesity

between rural and urban settings decreases and converges in most countries,

while in others, a pattern similar to the developed countries is observed (Faeh
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with the lowest gross domestic product (GDP), residents of urban regions are

been suggested regarding the rural-urban discrepancies in overweight or



& Faeh, 2007; Jokcla et al., 2008). This trend may be due to economic growth

that starts first in urban areas (or cities) and progressively extends to rural

regions (Jokela et al., 2008; Mendez et al., 2009). Indeed, no or only small

differences in prevalence of obesity between rural and urban environments

were found in developing countries such as Mexico, Brazil and South Africa,

which have relatively high GDP (Mendez et al., 2009; Monteiro et al., 2004).

Behavioural Factors Associated with Overweight and Obesity

Physical Activity

Regular physical activity has been shown to have many health

promoting properties. It plays an independent and vital role in preventing and

reducing the effect of several NCDs including obesity, hypertension, diabetes

and heart diseases (WHO, 2010). Physical inactivity on the other hand is one

of the most important factors that have been known to fuel overweight and

obesity, as well as other non-communicable diseases. According to the

International Food Information Council Foundation (2010), the burning of

calories through physical activity is a key contributor to energy balance,

helping to prevent excess weight gain and obesity.

obesity, physical activity is declining in parallel to the increasing

mechanisation of life across the globe. This is brought about as a result of the

increased drive to reduce difficult, dangerous and strenuous activities at work

through the use of modern technology (Popkin, 2006). The decline in physical

activity can be seen in the increasing level of sedentary lifestyle associated

with modernisation, in which the use of motorized transport, mechanized
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In spite of the protective effects of physical activity on overweight or



equipment and labour saving devices in the home and at work have freed

people from physically arduous tasks.

There is sufficient empirical evidence linking physical activity with

overweight or obesity. Studies generally indicate that low levels of physical

associated with weight gain. This inverse association between

physical activity and weight gain is more consistently reported from numerous

cross-sectional studies (Blokstra, Bums, & Seidell, 1999; Kinger, Ham, &

Prohaska, 2009; Stam-Moraga, Kolanowski, Dramaix, De Backer, &

Komitzer, 1999). For example, in one US study, Kruger et al. (2009) noted

that men and women who were regularly active during leisure time were less

likely to be obese, compared with inactive men and women. However, some

previous studies found no association (Tremblay, Doucet, & Imbeault, 1999)

or an inverse association (Fentem & Mockett, 1998) between physical activity

and overweight or obesity.

Observational studies of the longitudinal association between physical

activity and weight changes have produced more inconsistent estimates of the

effect of physical activity on overweight or obesity. In a systematic review of

literature describing data from observational cohort studies on physical

activity and weight gain in adults, Fogelholm and Kukkonen-Harjula (2000)

concluded that there is inconsistent evidence of the predictive effect of

baseline physical activity on subsequent weight gain. However, they observed

that the association between weight gain and change in activity or activity at

follow-up is stronger, although still modest.

In a more recent systematic review, van Sluijs et al. (2008) suggest that

most studies report on longitudinal associations between physical activity and
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activity are



BMI or body weight. They note that such studies mostly report a negative

association between physical activity and weight gain, indicating that lower

physical activity predicts higher subsequent weight. They however, cited one

study (Petersen, 2004) in which it was suggested that higher baseline levels of

BMI predict future low levels of physical activity. A few other studies

(Mishra, Ball, Dobson, Byles, & Warner-Smith, 2002; Rainwater et al., 2000)

were cited to have found no associations between physical activity and weight

gain.

The lack of consistent conclusions from studies on physical activity

and weight could stem from issues of measurement error, residual and

unmeasured confounding, and reverse causality. In support of this view van

Sluijs et al., (2008) suggest that the results linking physical activity with

weight gain may be interpreted in three different ways: (a) physical activity is

detectable because of measurement error; (b) less weight gain leads to better

exercise adherence; a reverse causality argument; (c) the self-reported physical

activity may be a proxy for a general healthy lifestyle; a confounding

While efforts should continue to improve study design with greater

emphasis on objective measures with known degree of measurement error, in

the meantime, to stick to the consensus public health advice of moderate

intensity activity daily to prevent obesity.

47

an important factor in preventing weight gain, but the true association is not

argument.



Fruit and Vegetable Consumption

Many epidemiological studies have associated fruit and vegetable

consumption with a decreased risk of many chronic diseases, including heart

disease, stroke, high blood pressure, diabetes, and some cancers (Ledoux et al..

2011; Vioque, Weinbrenner, Castello, Asensio, & Garcia dela Hara, 2008).

Likewise, research has found that the consumption of fruits and vegetables can

be an important strategy for preventing overweight or obesity. Fruit and

vegetables may be protective from overweight or obesity due to their rich

water and fibre content, as well as their low energy density (Vioque et al.,

2008). Fruit and vegetables may also prevent overweight or obesity through

their satiating effect resulting in fewer calories consumed, and may help in the

modulation of dietary glycemic load, affecting postprandial hormonal shifts

(Livesey, Taylor, Hulshof, & Howlett, 2008).

In a review of 30 cross-sectional studies which investigated the food

intake patterns and their associations with BMI or obesity, the evidence

suggested that the intake of diets high in fruits and vegetables was associated

with a lower BMI (Togo, Osler, Sorensen, & Heitmann, 2001). However, in a

later review, Tohill, Seymour, Serdula, Kettel-Khan and Rolls (2004)

identified too many inconsistencies in the literature to draw definitive

conclusions about the nature of association between fruit and vegetable intake

and body weight. To avoid the inherent weak design of cross-sectional studies

in studying the relationship between body weight and fruit and vegetable

intake.
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for drawing causal inferences, some prospective studies have been employed



Vioque et al. (2008) conducted a 10-year follow-up study in an adult

Mediterranean population and found a significant reduced risk of weight gain

among participants with

after controlling for potential confounding factors

such as anthropometric, lifestyle and other nutritional variables commonly

controlled for in other studies. Their findings are in accordance with earlier

studies (He et al., 2004; Howard et al., 2006). Quite recently, Ledoux et al.,

(2011) conclude from the systematic review of longitudinal and experimental

studies that fruit and vegetable consumption potentially leads to weight loss or

lower weight gain as part of a larger dietary change pattern.

Results from studies in Ghana have typically been inconclusive.

Britwum et al., (2005) noted in their study of obesity in Ghana that those who

eaten by other groups. Duda et al. (2007) their Women’s Health Study of

consumption and overweight or obesity.

Alcohol Consumption

associations with body weight. This is because alcohol serves as a significant

amongst adults who drink. It also has an energy value of 7kcal/g, second only

Physiologically, alcohol may be a contributor to excess body weight by

providing an extra energy source and by acting as a catalyst to increased food
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were obese reported taking fewer servings of fruits compared to the amounts

association persisted even

source of dietary energy, accounting for nearly 10% of the calorie intake

a high intake of fruits and vegetables. This

is the most energy dense macronutrient at 9kcal/g.

Accra, however, found no association between fruit and vegetable

to fat which

Alcohol consumption is another element that might exhibit



intake by stimulating appetite (Brcslow & Smothers, 2005: Yeomans. Caton.

& Hetherington, 2003; Yeomans, 2010).

However, due to the fact that alcohol intake forms part of broader

lifestyle and social factors, its association with overweight or obesity is quite

complex. This therefore, makes it difficult to draw conclusions on a direct

cause-effect association (Almiron-Roig, Chen, & Drewnowski, 2003). Ethanol

which is a constituent of alcohol is the least satiating dietary macronutrient,

and may therefore induce overeating among people who drink (Almiron-Roig

et al., 2003; Yeomans, 2010). Indeed, heavy drinking has also been reported to

lead to overeating.

The literature suggests that in the short term, small amounts of alcohol

consumed prior to meals causes a clear and consistent increase in food intake.

In a study of freshman students in the US, Lloyd-Richardson and Lucero

(2008) reported that those who typically drank an average of 4-5 drinks per

compared to those who consumed 2-3 drinks per episode. According to the

authors, about half of the students in the study reported overeating and making

unhealthy food choices following an episode of drinking. Heavier drinkers in

the study demonstrated significant increases in BMI during their first

semester, relative to non-drinkers and those who drank at lower levels.

result of its association with

behaviours including poor diet, unhealthy weight control, body dissatisfaction

and sedentary behaviour (Nelson et al., 2009). Following an analysis of data

from the National Health and Nutrition Examination Survey (NHANES) of
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Similarly, binge drinking increases the odds of being overweight or

episode were more likely to report increases in appetite following drinking

an array of adverseobese, perhaps as a



adults in the US, researchers found that the odds of overweight and obesity

(consuming four or more drinks per day) than among those who consumed the

same amount of alcohol over multiple sessions (Arif & Rohrer, 2005).

Some studies suggest that sex differences appear to influence the

relationship between obesity and alcohol consumption. For example, beer

consumption was associated with waist circumference gain in men but not in

women in the European Prospective Investigation into Cancer and Nutrition

(EPIC) study (Schiitze et al., 2009). However, according to Yeomans (2010),

such difference between sexes may be an indirect consequence of habitual

drink choice. Beer may be more favoured by men and the additional energy

derived from the carbohydrate in beer may enhance the risk of weight gain. In

contrast, wine-drinkers would consume less energy overall per unit of alcohol.

Studies on alcohol consumption prevalence and its association with

and overweight and obesity are rare in sub-Saharan Africa. However, Mattah

et al. (2013), found higher prevalence and increased odds of overweight or

obesity among women who consume alcohol in Ghana.

Smoking

The link between smoking and body weight has been known for many

years. It is generally known that smoking lowers body weight, as smoking

tends to reduce appetite, while at the same time increases energy expenditure,

both in resting and in light physical activity conditions (Aubin, Farley, Lycett,

average, smokers weigh less than non-smokers, and former smokers weigh
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Lahmek, & Aveyard, 2012). Large cross sectional studies show that on

were significantly higher among binge drinkers and/or heavy drinkers



more than both smokers and non-smokers (Pisinger & Jorgensen. 2007). The

relationship between smoking and BMI

Paccaud and Cornuz (2008) showed that smoking a cigarette induces a 3%

increase in energy expenditure within a few minutes.

Considered as

become common among overweight and obese individuals (Pepino &

Mennella, 2014), a phenomenon that makes it more difficult to understand the

relationship between smoking and obesity. However, having a lower BMI than

ex-smokers and non-smokers does not mean that smokers are not prone to

increased visceral fat (Tweed, Hsia, Lutfy, & Friedman, 2012). Heavy

smokers tend to have a greater BMI, probably as a consequence of several

risky behaviours, such as poor diet, low physical activity, and alcohol use

(Chiolero et al., 2008).

Compounding the issue further, several studies also indicate that

people who stop smoking gain weight (Eisenberg & Quinn, 2006; Fidler,

West, Van Jaarsveld, Jarvis, & Wardle, 2007). Smoking cessation weight gain

through increased appetite, due to the absence of nicotine (after quitting),

which serves as an appetite suppressant (Hughes, Stead, & Lancaster, 2003).

Furthermore, evidence suggests that nicotine increases the basal metabolic

rate, and removal of this effect results in a decline in energy expenditure at a

time when appetite is increased (Fidler et al., 2007). The increases in weight

gain associated with smoking cessation has led to smokers, even pregnant

women, expressing concern that smoking cessation might lead to increased

food intake, decreased energy expenditure, and thus eventually overweight

and obesity (Alves, Alves, & Lunet, 2009).
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an approach for weight control, smoking has also

as reviewed by Chiolero, Faeh,



Perspective on Overweight and Obesity

People across the world differ in their worldviews. A clear testimony

of this assertion is reflected in the political and religious differences of people.

Even in the same environment, people may not see their physical environment

comparing how people view body weight

Bester, 2009). For example, how overweight or obese people see themselves

may differ from how other people view the overweight or obese person’s

body, and vice versa.

Body weight beliefs, perceptions, attitudes and meaning given to

experiences are influenced by a number of factors including culture, socio

economic status, and perceptions of health in relation to body weight amongst

others. The socio-cultural environment influences body weight preferences, as

well as eating and activity patterns, through dominant ethos and culturally-

shaped values, beliefs, attitudes and expectations (Mavoa et al., 2010). While

these socio-cultural influences are universal, their expressions differ among

populations, classes and ethnic groups (Kumanyika, 2008). For example, the

necessarily concur with the views of all population groups.

African Americans and sub-Saharan Africans prefer larger body sizes

than their white counterparts in the Western world (Mavoa et al., 2010;

Kumanyika, 2008). Overweight and obese body types are more desirable

overweight or obese have a more positive view of their weight and their level

of attractiveness compared to their white counterparts (Kumanyika, 2008).

53

among African-Americans, especially among women. Black females who are

or size (Venter, Walsh, Slabber, &

WHO’s definition of an optimal body mass index (18.5-25 kg/m2) does not

in a similar light. In the same vein, discrepancies can be found when



preferred

and sought by normal weight, overweight and obese individuals alike while

and women are held in a less positive

sexually attractive, their white counterparts attach such values to thinner body

types (Matus, 2000).

In most parts of sub- Saharan Africa, constructions of ‘excessive’ body

weight in women have historically been linked with beauty or sexual

attractiveness, power, social status, wealth, good health and indeed optimism

(Renzaho, 2004; Renzaho & Mellor, 2010). For example, whilst in the western

world thinness in women is desirable and associated with beauty, in Sub-

Saharan Africa pejorative words for such physical states are prolific. Terms

such as “umuguta” in central Africa and “mkonda” in Kenya mean a

malnourished or thin lady or “caato quruntay” in Somali (a skinny lady) are

used with negative connotations (Renzaho, 2004).

In the horn of Africa, thin women are understood to be “smelly” or

suffering from tuberculosis or HIV and AIDS, whilst in central Africa thinness

is undesirable and is seen as a sign of poverty, despair and deprivation.

Women, who may otherwise be called “fat” in the western world are often

desirably described as “nzele ya vundese” in central Africa; meaning a lady

with a good bottom or “mnono” in Kenya or “hilib fiican” in Somali to

advantage. Hence, fat equals wealth equals power. For example, a rich,

prosperous and envied man is described as “taajir calool weyn” in Somali to
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regard. While Black Americans view larger body types as more desirable and

mean a lady with presence or simply literally a lady with good meat or good

normal weight body types among men

Within the African-American social context, larger body types arc

flesh (Renzaho, 2004). Among men, body weight is attributed to economic



mean a man with a pot belly strolling with a “bokoor” or a walking stick or

cane with gold or silver on top (Renzaho, 2004).

These social constructions associated with larger body sizes prevalent

among sub-Saharan Africans and African Americans were also reported in

White people in Western countries at the turn of the 20th century. For

example, Grivetti (2001) described how obesity was admired in North

America at the turn of the 20th century, with wealthy consumers exhibiting

their wealth around their waist. The author further describes how fat cheeks

and ample stomachs were visual cues that individuals were healthy, not

infected with the dreaded slim tuberculosis.

This preference for larger body sizes observed, however, disappeared

only to be replaced with the preference for the lean body size after the Second

World War. This shift in body preference has been enthusiastically promoted

by the media, especially in television advertising. Some scholars have

suggested that such shifts in body preference are beginning to take place in

sub-Saharan Africa and other non-westem countries (Duda et al., 2006).

Beyond body image perceptions and preferences, studies have reported

body weight and in effect overweight and obesity. In their study, Faber and

Kruger (2005) observed that the majority of the participants believed that

lesser degree by

poor eating habits (39%); and least by eating too much food (9%). Most of the

food they consumed.
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overweight was caused by a biological disorder (96%); to a

women simply failed to see a connection between a person’s health and the

on various other perceptions, beliefs, attitudes and experiences relating to



Similarly. Puoane, Fourie, and Shapiro (2005) observed that most of

the adult black women (community health workers) in a study in Cape Town

under a misconception of their own weight status. The women generally

expressed a positive picture about overweight or obesity. They preferred being

overweight because of the negative connotation of HIV/AIDS and thinness in

their culture/society. Being thin was also associated with being unhappy or

worrying too much. Thus, they preferred being overweight because they

associated being overweight with not merely having more strength but also

with being happy, dignified, respected, healthy, affluent and to receiving good

treatment from one’s spouse.

While exploring the perceptions of Malaysian adults about overweight

or obesity in focus groups discussions, Chang, Chang, and Cheah (2009)

indicated that some participants perceived themselves as ugly, felt ashamed of

their body size and were frustrated because they did not desire to be

Participants also had negative attitudes toward themselvesoverweight.

because of their excess weight. Most participants in the study also expressed

that they had reduced work performances because of their excess body weight.

By contrast, adolescent schoolgirls (10-18 years) in a township in Cape Town

reported that that being obese is in actual fact better because it enables them to

participate in certain activities requiring physical strength (Puoane, Tsolekile

& Steyn, 2010).

According to Chang et al. (2009), difficulty to resist eating, lack of

knowhow and previous failed attempts to lose weight were some of the

reported by the participants in their
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were oblivious of the exceptionally high prevalence of obesity, thus, clearly

perceived barriers to losing weight as



study of Malaysian adults. There arc clearly some relativities as far as body

weight and for that matter overweight or obesity is concerned. This reflects

socially and culturally-shaped values, beliefs, attitudes and expectations with

regards to body weight, with implication for the epidemic of overweight and

obesity, particularly in sub-Saharan Africa.
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CHAPTER THREE

THEORETICAL AND CONCEPTUAL ISSUES

Introduction

Overweight and obesity have been defined from various conceptual

standpoints. Similarly, various schools of thought have been advanced in

attempts to explain the aetiology, and the multiple interlinking biological

(Hankey, Eley, Leslie, Hunter, & Lean, 2004); psychological (Annesi &

Whitaker, 2010; Palmeira et al., 2010); socio-demographic (Elo, 2009); and

environmental (Harris, Pomeranz, Lobstein, & Brownell, 2009; Leung,

Agaronov, Grytsenko, & Yeh, 2012) factors associated with overweight and

obesity.

useful frameworks for the investigation and understanding this public health

phenomenon. Theories describe a set of interrelated concepts, definitions, and

propositions that present a systematic view of events or situations by way of

specifying relations among variables for the purpose of explaining and

predicting events or situations (Glanz, Lewis, & Rimer, 1997).

Numerous theories developed to explain health problems and promote

behaviour change have been applied in the field of obesity research with

considerable successes. This chapter, therefore, reviews some conceptual and

theoretical definitions of overweight and obesity. It also considers the most

widely used theories and models from two broad theoretical perspectives:

Behavioural change theories; and Social ecological theories. This section

concludes with the conceptual framework for the study.
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Given the complexity of overweight and obesity, theories serve as



Definition and Aetiology of Overweight and Obesity

general excess adipose tissue in the individual. In order to avoid overly

simplistic definitions, some attempts have been made to distinguish between

overweight and obesity. The National Institutes of Health (1998) specifically

refers to overweight as an excessive amount of body weight in the individual

that may come from muscles, bone, adipose (fat) tissue, and water, while

excessive amount of adipose tissue in

the body. However, for the purpose of standardisation, the WHO generally

defines overweight and obesity as conditions of abnormal or excessive fat

accumulation in adipose tissue that may impair health (WHO, 2015).

On the bases of increased risks of chronic disease morbidity and

mortality, the Body Mass Index (BMI), defined as weight in kilograms divided

by the squared of height in meters (kg/m2) has been recommended by the

WHO as international standard for defining overweight and obesity. BMI cut

off points of 25kg/m2 and 30kg/m2 are the international standard definitions

for overweight and obesity respectively (WHO, 1995, 1997). The BMI is used

in epidemiologic surveys to track change in the overall incidence and

prevalence of overweight and obesity, by identifying the proportion of people

who have an excess storage of body fat (WHO, 1995).

increased risk of disease irrespective of the presence of other risk factors

subclasses of BMI and extreme obesity is defined as a BMI greater than 40

kg/m2 (WHO, 1995, 1997).
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(Thomsen & Nordestgaard, 2014). Obesity can further be subdivided based on

Those in the overweight and obese category are considered to be at an

obesity is specifically referred to as an

Overweight and obesity are simply the presence of either localised or



The mechanisms by which people attain excessive body weight and

adiposity remains partially understood. Overweight and obesity are widely

expenditure, that is, consuming more calories than are equivalently expended

thermodynamics, the only way to accumulate excess body weight is through a

positive energy balance. When a person’s caloric intake exceeds his/her

energy expenditure, the body stores the extra calories in the fat cells present in

adipose tissue (Rigby et al., 2009).

energy reservoirs, and they enlarge or contract

depending on how people use the energy stored. If people do not balance

energy input and output by adopting healthy eating habits and regular exercise,

then fat builds up, and they may become overweight and eventually obese

(Refat, 2011; Slovin, Gaisky, & Busam, 2006). The energy balance theory

number of key factors, including the number and size of fat cells, energy

intake, basal metabolic rate, the relative rates of carbohydrate-to-fat oxidation,

the degree of insulin sensitivity and spontaneous physical activity (Slovin et

al., 2006). Research continues in the quest for explanations of differences in

these biological regulatory systems and how they affect the energy balance

equation in individuals (Rigby et al., 2009).

Nonetheless, more than a century’s worth of research has shown that

genetics has a tremendous role to play in these energy balance processes. Such

researches have suggested that certain individuals have a genetic susceptibility

for weight gain. Although a large number of genes have been identified and

60

Adipose cells act as

explaining body weight changes involves inter-individual variations in a

understood to occur as a result of an energy imbalance in input and

in physical activity (Rigby et al., 2009). According to the laws of



believed to affect body weight and adiposity, studies indicate very strongly

that the process is generally not ‘monogenic’, but rather ‘polygenic’ - the

consequence of not single genes with large effects, but the cumulative action

of many genes, each of which has a relatively minor effect (Stanley, 2009).

number of metabolic pathways by which body weight and body fat content in

the individual is controlled. This system works through a pool of genes,

several of which are known for their roles in energy homeostasis and appear to

be associated with obesity phenotypes in humans (Stanley, 2009). The identity

and nature of the specific genes that determine one’s susceptibility to obesity

have generated much interest.

The genetic predisposition of humans to obesity is beyond question

today. However, why humans possess these genes is less certain, although

most agree that the reasons are rooted in the evolutionary history of man. The

‘thrifty gene’ hypothesis, which was first proposed by Neel in the early 1960s,

suggests that food supplies were limited throughout most of human history

and that individuals possessing genes that encouraged the collection of food

and the storage of excess energy as fat would tend to survive better during

periods of famine (Stanley, 2009).

These advantageous ‘thrifty genes’ would be positively selected

through thousands of generations, and their persistence into modem and

affluent societies, where food is readily and continuously available, will

continue to promote the deposition of fat and hence obesity (Speakman, 2007;

Stanley, 2009). Despite dominating the thinking for more than 50 years, the
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The assimilation, storage and utilization of nutrient energy involve a



‘thrifty gene’ hypothesis was challenged by Speakman (2007) with a rather

radical alternative, namely the ‘release from predation’ hypothesis.

Speakman (2007) argues that body weight ranges between a lower

upper limit that relates to the

(2-6 million years ago) lived among large predators, and overweight

individuals might not have survived. The development of social behaviour,

fire and weapons is postulated to have removed the threat of predation and

thus the ceiling on body weight. According to Spearman (2007), the

consequent freedom of weight from selection pressure would be subject to

random genetic drift, giving way for overweight and obesity. This hypothesis

is supported by mathematical modelling of the distribution of BMI in modem

populations following two million years of genetic drift: the predicted

distribution is close to that in present-day USA (Speakman, 2007).

Many have argued that the global increases in overweight and obesity

have been too rapid to be associated with genetic changes in the population.

There seem to be some consensus among scholars that while individuals may

have a genetic susceptibility to gain weight, the current obesity epidemic is

clearly not of genetic origin per se, but due to unfavourable changes in

lifestyle and environment. These changes stem from economic growth,

technological and other changes that tend to encourage overconsumption of

food and/or decrease energy expenditure, primarily through reduced physical

activity (Popkin, Adair, & Niger, 2012; Popkin, 2010).
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limit, imposed by the risk of starvation, and an

modernization, urbanization and globalization of the food market, as well as

risk of being killed by predators. Ancient hominids such as Australopithecus



The importance of social contacts in propagating overweight and

obesity has also been recognized. Data from the Framingham Heart Study

revealed that obesity developed in clusters and appeared to spread within

social networks, with the chances of close friends and family members of an

obese person also becoming obese increasing by 40-60% (Christakis &

Fowler, 2007; Knecht, Reinholz, & Kenning, 2007). The forgoing discussion

suggests that multiple interacting factors are involved in the aetiology and

development of overweight and obesity at both the individual and population

levels. Hence, an imbalance in either of these factors (genetic, metabolism,

lifestyle and environment) may manifest in overweight or obesity through a

positive energy balance (Srivastava, Lakhan, & Mittal, 2007).

Behavioural Change Theories

Behavioural change theories have their origins in psychological theory

and generally focus

determining behaviour and propelling behavioural changes. However, these

theories vary in terms of their core unit of interest when it comes to

understanding behaviours. While some emphasize the ability of the individual

to make personal decisions about behaviour and related outcomes, others

consider external factors such as the web of influence of members within the

social circles of the individual.

Nonetheless, behavioural change theories have been very useful in

informing interventions aimed at reducing overweight and obesity in

populations. The following section presents a review of the most widely used

behavioural change theories in overweight and obesity' related research
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on the underlying cognitive processes involved in



including: The Health Belief Model (HBM); Theory of Reasoned Action

(TRA) and Theory of Planned Behaviour (TPB); Social Cognitive Theory; and

The Trans-theoretical Model.

Health Belief Model

The Health Belief Model (HBM) has been one of the most widely used

frameworks in health behaviour research to explain health-related behaviours

and as a useful guide for designing intervention strategies. The HBM was first

developed in the 1950s by social psychologists in the U.S. Public Health

Service to explain the low participation of people in tuberculosis screening

programmes (Strecher & Rosenstock, 1997). The HBM posits that health

behaviour is a function of personal beliefs or perceptions about a health

condition or disease and the strategies to reduce its occurrence (Champion &

Skinner, 2008).

These personal beliefs or perceptions are mediated by a whole range of

intrapersonal factors such as socio-demographic and socio-psychological

characteristics. The model identifies four main constructs - perceived

seriousness, perceived susceptibility, perceived benefits, and perceived

barriers - which could individually or in combination explain health

behaviour and related outcomes. The model has since been expanded to

include cues to action, motivating factors, and self-efficacy (Abraham &

Sheeran, 2005).

Perceived susceptibility refers to beliefs about the likelihood of getting

arc at risk or susceptible to a disease or condition, the more likely they are to
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a disease or condition. The logic here is that the greater people believe they



take measures to reduce such risks. In the same light, the opposite occurs

when people believe they have a reduced susceptibility (Champion & Skinner,

2008). For instance, a woman must believe there is a possibility of her

becoming overweight or obese before she may begin to take measures to

maintain a healthy weight. Perceived seriousness talks about an individual’s

evaluation of the possible consequences (for instance death, disability, pain,

condition (Champion & Skinner, 2008).

Perception of seriousness is often based on information or knowledge a

person has about the condition, but could also be based on the person’s beliefs

about the difficulties or the effects the condition would have on his or her life

in general (Champion & Skinner, 2008). In this case, a woman who sees

weight gain as a thing of beauty would perceive obesity as a less serious

condition and may therefore not attempt to reduce weight, compared with one

who sees it as a major cardiovascular disease risk. The combination of

perceived susceptibility and perceived seriousness form the construct

perceived threat (Champion & Skinner, 2008).

People tend to adopt healthier behaviours when they believe such

behaviours will decrease their chances of developing a disease. The value a

person attaches to a behaviour that may reduce the risk of developing a disease

is constructed in the HBM as perceived benefits. The premise is that even if a

person perceives personal susceptibility to

(perceived threat), whether this perception leads to healthy behaviour choice

will be influenced by the person’s beliefs regarding perceived benefits of
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stigma, family life, social relations among others) of having the disease or

a serious health condition

making a choice from alternatives behaviours (Abraham & Sheeran, 2005).



not expected to accept any recommended health action unless they also

perceive the action as potentially beneficial by reducing the threat.

Perceived barriers are the potential negative aspects of a particular

health action which may act as impediments to undertaking recommended

behaviours. A kind of non-conscious, cost-benefit analysis occurs, wherein,

individuals weigh the action’s expected benefits with perceived barriers

(Champion & Skinner, 2008). This means that before a healthy behaviour

choice is made, the person needs to believe that the benefits of the healthy

behaviour outweigh the consequences of not making that choice. For example,

noted as perceived barriers of African-American women participating in

weight-loss programmes and lower success rates when they do so (James,

Pobee, Oxidine, Brown, & Joshi, 2012).

A later expansion of the model also suggests that behaviour is

influenced by cues to action, which are triggering mechanisms to action.

Examples include media reports and campaigns, or illness of a family member

or someone close. Self efficacy was added to the model in 1988 to describe

the conviction that one has about his or her ability to successfully execute the

desired health behaviour (Abraham & Sheeran, 2005; Bandura, 2001).

Although the HBM identifies personal beliefs and perception as important

determinants of health behaviour, other variables such as age, educational

level, and culture are suggested as potential modifiers to these perception and

beliefs.
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Thus, individuals exhibiting optimal beliefs in susceptibility and severity arc

a lack of motivation, reliable dieting information, and social support were



individual’s level of

(Baranowski, Cullen, Nicklas, Thompson, & Baranowski, 2003). That

notwithstanding, the model has been applied in a number of obesity and

weight management research with inconsistent findings, partly as a result of

differences in the measurement of the original HBM constructs. The

application of the HBM in the current study is limited, considering that the

study is more concerned with the specific socio-demographic and behavioural

factors, rather than measuring psychological antecedents to overweight and

obesity.

Theory of Reasoned Action

The Theory of Reasoned Action (TRA) (Fishbein & Ajzen, 1975) is

among the few influential and widely applied theories that aim to examine the

link between peoples’ attitudes and behaviours. The theory offers a simple, yet

logical, framework for examining the relationship between beliefs, attitudes,

subjective norms, intentions and actual behaviour.

According to this theory, attitude towards a specific behaviour is a

function of the beliefs a person has about outcomes or attributes of performing

the behaviour (behavioural beliefs), weighted by evaluations of whether those

outcomes or attributes are favourable or unfavourable (Montano & Kasprzyk,

2008). Thus, a person who holds strong beliefs that favourable outcomes will

result from performing a particular behaviour will have a positive attitude

toward that behaviour. Conversely, a person who holds strong beliefs that
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One common criticism of the HBM is that an

perceived risk does not necessarily translate into behaviour change



unfavourable outcomes will result from

negative attitude towards that behaviour.

determined by a person’s normative beliefs, that is, the person’s perception of

whether important referent individuals approve or disapprove of performing

the behaviour. This perception of expectations of those referents is pulled

comply is made. This decision is generally referred to as behavioural

intention, in terms of the motivation to exert effort to perform a particular

behaviour (Montano & Kasprzyk, 2008).

The TRA assumes that the most important direct determinant of

behaviour is behavioural intention. Hence, a person who believes that certain

referents think he or she should perform a particular behaviour, and is

motivated to meet expectations of those referents will hold a positive

referents think he or she should not perform the behaviour, whereas a person

who is less motivated to comply with those referents will have a relatively

neutral subjective norm.

To summarize, the TRA suggests that attitudes and subjective norms

attitudes and subjective norms. Furthermore, actual behaviour takes place as a

consequence of behavioural intentions. Although, behavioural intentions may

behaviour, the TRA fails to account for behaviour that is not under the

complete volitional control of the individual (Ajzen, 2002, 2005). To address
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are developed from beliefs while behavioural intentions are developed from

serve as intermediate variables between attitudes/subjective norms and actual

a particular behaviour will have a

subjective norm. The reverse is the case for a person who believes these

Similarly, subjective norms towards a specific behaviour are

together with the individual’s motivation and a decision to comply or not to



this limitation, TRA was extended to include the concept of Perceived

Behaviour Control (PBC) to account for factors outside the individual’s

control that may affect intentions and behaviours (Ajzen, 2005).

Theory of Planned Behaviour

With the addition of PBC to the original concepts of TRA (attitudes

and subjective nouns) the Theory of Planned Behaviour (TPB) was created

(Ajzen, 2002, 2005). PBC reflects the presence or absence of facilitators and

obstacles to behavioural performance, weighted by a person’s perceived power

performance (Ajzen, 2002, 2005). Thus, TPB proposes that intention is the

proximal antecedent to behaviour, the cognitive process of an individual’s

readiness to perform

measured.

A number of studies have been conducted to investigate how well the

TPB also predicts behaviours related to overweight and obesity. Several

studies have used a TPB approach to investigate overweight and obesity

related behaviours such as exercise behaviours (Hoyt, Rhodes, Hausenbias, &

Giacobbi, 2009; Rhodes & Coumeya, 2003), eating habits (Conner, Norman,

& Bell, 2002) and weight (Baranowski et al., 2003; Gardner & Hausenbias,

2004).

These studies have found that attitudes, subjective norms, and

perceived behavioural control predicted intentions to lose weight, exercise.

overemphasizes the predictive value of intentions, rather than actual behaviour
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or the impact of each control factor to facilitate or inhibit the behaviour

a given behaviour, and the predictive variable to be

and healthy eating. However, one criticism of the TPB is that it



(Craciun & Baban, 2008). As

determinants of health related behaviour,

thereby limiting its applicability in the current study.

Social Cognitive Theory

The Social Cognitive Theory (SCT) developed by Bandura is one of

the few psychological theories which considers both the individual, as well as

his or her social environment in understanding the determinants of behaviour.

SCT describes factors that affect and determine behaviour. It also specifies

mechanisms through which the determinants work and how they may be

translated into effective health behavioural interventions (Bandura, 2004). The

psychological determinants of human behaviour (Bandura, 2004, 2006).

Self-efficacy is the confidence that one has in his or her capability to

perform behaviour in a particular context (Bandura, 2006). Accordingly,

influenced by four sources of information:

messages, and physiological signals (Bandura, 2006). For example, self

efficacy is strengthened when a person successfully performs a behaviour

similar(performance accomplishment), obseives themtosomeone

successfully perform the behaviour (vicarious experiences), receives positive

verbal statements from a competent other (verbal persuasive messages), and

indicators of successfully

executing a behaviour.
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the role of behavioural intentions as

interprets bodily signals (psychological signals) as

an extension of the TRA, the TPB emphasises

perceptions of efficacy are

performance accomplishments, vicarious experiences, verbal persuasive

theory identifies self-efficacy and outcome expectancy as its core



expend more effort on those behaviours, and persevere longer when they

encounter challenges (Bandura, 2006). Outcome expectancy is a judgment that

behaviour will result in costly or beneficial consequences. These consequences

Physical outcomes include bodily sensations (e.g., muscle soreness). The

behaviours exhibited by other people (e.g., shouts of encouragement)

constitute social outcomes while feelings of pride, satisfaction, dissatisfaction,

and guilt reflect self-evaluative outcomes.

Perceived self-efficacy affects outcome expectancy, in that, people

who are more efficacious tend to envision positive rather than negative

outcomes. For example, consider two individuals, one efficacious and the

programme. The efficacious one anticipates a sense of fulfilment in engaging

in healthy practices while the less confident one ruminates on how painful

exercise is going to be.

Aside the self efficacy and outcome expectancy, SCT sees the

exceptional human capacity for observational learning as a central component

to behaviour. According to Bandura (2006), observational learning is

governed by four processes: (1) attention, (2) retention, (3) production, and (4)

motivation. Each of these four processes may be influenced by different

factors. For example, access to family, peer, and media models determines

what behaviours a person is able to observe, while the perceived functional

value of the outcomes expected from the modelled behaviour determines what
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or outcomes could be physical, social, or self-evaluative (Bandura, 2006).

In effect, persons who are more efficacious try new behaviours.

other inefficacious, poised to maintain a healthy weight through an exercise



they choose to attend to closely. Cognitive retention of an observed behaviour

depends on intellectual capacities such as reading ability.

Production, that is, the performance of the modelled behaviour,

depends on physical and communication skills and on self-efficacy for

performing,

determined by outcome expectations about the costs and benefits of the

observed behaviour. The process of observational learning is such that models

are imitated most frequently when observers perceive the models as similar to

well-recognized method for

influencing behaviour.

SCT also goes beyond factors operating at the individual level to

include concepts that describe environment influences on behaviour. SCT

hypothesizes that no amount of observational learning will lead to behaviour

change unless the observers’ environments support the new behaviours

(Bandura, 2004). A form of environmental change to modify behaviour is

incentive motivation, through the use of rewards or punishments for desired or

undesired behaviours. Another approach to behaviour modification through

environmental change is facilitation.

Facilitation involves creating an enabling environment, such as the

provision of new structures or resources to facilitate the performance of

desired behaviours (Bandura, 2004). Motivation serves as a manipulative tool

for behaviour through external control, whereas facilitation seeks to empower

people. Through the concepts of environmental change, SCT joins a number

of other theories and models of health behaviour in stressing the importance of
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or learning to perform, the observed behaviour. Motivation is

themselves. This makes peer modelling a



recognizing barriers to health-promoting behaviour change and identifying

ways to overcome such barriers.

In a nutshell, SCT stresses reciprocal determinism in the interaction

environments shape behaviour, this theory focuses

abilities and the important roles played by vicarious, symbolic and self

regulatory processes in psychological functioning (McAlister, Perry, & Parcel,

2008). Thus, SCT looks at human behaviour as the product of the dynamic

interplay of personal, behavioural, and environmental influences. SCT has

been shown to have good predictability with behaviours related to weight loss

(Baranowski et al., 2003). However, the data being used for the current study

do not provide for the adequate measurement of key constructs of the SCT,

such as self-efficacy.

Transtheoretical Model

The Transtheoretical Model (TTM) is a promising model when it

comes to understanding and promoting behaviour change related to the

acquisition of healthy lifestyle behaviours. TTM integrates processes and

principles of change across major theories of psychotherapy and health

& Benisovich, 2002). The theory was developed out of a smoking cessation

programme when Prochaska and colleagues conducted a comparative analysis

of self-changers compared to smokers in professional treatments. Some

identified from the analysis. It was realised that participants used different
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psychology, hence the name Transtheoretical (Jordan, Nigg, Norman, Rossi,

on people’s potential

processes of change that predicted successful smoking cessation were

between people and their environments. Although it recognizes how



processes at different times in their struggles with smoking, and that behaviour

change unfolds through a series of stages (Prochaska, 2008).

This profound insight, which was then not a formal part of any therapy

theories, changed the course of the research and led to development of the

TTM. From initial studies of smoking, the model has been used with a broad

range of health and mental health behaviours, including sedentary lifestyles.

eating disorders and obesity, high-fat diets, alcohol and substance abuse,

anxiety and panic disorders, depression, HIV/AIDS prevention among others.

Stages of change is the first important construct of the TTM. Unlike

other behaviour change theories, this construct describes change as a process

that unfolds over time, with progress through

Precontemplation, Contemplation, Preparation, Action, Maintenance and

Termination (Riley, Rivera, Atienza, Nilsen, Allison & Mermelstein, 2011).

Although frequently not in a linear manner, one must progress through each

stage in order to successfully change behaviour. Precontemplation depicts the

stage in which people do not intend to take action towards behaviour change,

perhaps because they do not see the need to take action. People may be in this

stage either because they are not well informed about the consequences of

their behaviour, or because they may have tried to change a number of times

and become demoralized about their abilities to change.

People in the Contemplation stage intend to change their behaviours in

precontemplation stage, but may still be ambivalent about change as they try

to evaluate the benefits of changing behaviour. Those in the Preparation phase

acknowledge that change is necessary and are ready to take action soon,

74

a series of six stages:

the next six months. They may be more aware than those in the



taking small steps toward their goal. The Action stage encompasses overt

modifications in people’s behaviour within

Because the behaviour at this stage is new, relapse is a reality and can most

likely occur.

The Maintenance stage is a continuation of the Action stage, where the

potential for relapse is reduced than in the previous stage. Based on temptation

and self efficacy data, this stage was estimated to last from six months to

longer have the

depressed.

anxious, bored, lonely, angry, or stressed, they are sure they will not return to

their old unhealthy behaviours. It is as if the old behaviour never once existed

and the new behaviour becomes automatic.

The Termination stage is rather too idealistic and may depend on the

behaviour being changed and whether it involves complete abstinence, such as

smoking cessation, or simply modification, such as dietary or activity changes.

Some individuals may relapse or recycle through previous steps and may even

return to Precontemplation. Although the cycle is fluid in nature (allowing for

progression and regression while changing behaviour), progress through the

people’s belief in their ability (self-efficacy) to change

behaviour.

Another important construct in the model is the Processes of Change.

This construct describes the covert and overt activities within the Stages of
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about five years. In the final stage, Termination, people no

one day to the next six months.

cycle depends on

temptation to engage in the old behaviour. Whether they are

some significant past attempts to change the problematic behaviour and are

overt behaviour modifications made become more of a routine and the

usually within the next month. Most often people in this stage have made



Change. The Processes of Change incorporates concepts from other models

people move through the Stages of Change. Currently, ten individual

processes of change, with different focuses, have received the most empirical

support in research (Prochaska, Redding, & Evers, 2008; Prochaska, 2008).

The first process, consciousness-raising, involves increasing awareness about

the causes, consequences, and cures for a particular problem behaviour. Here,

feedback, confrontations, interpretations, and media campaigns can be very

useful.

opportunities available in the external environment to assist with reinforcing

the new behaviour. Examples can include: no smoking areas, support groups

or low-fat menus.

dramatic relief initially produces emotional experiences such as loss and

feelings related to behaviour change, followed by anticipated relief, if

appropriate action is taken. The fourth process, self-reevaluation, combines

both cognitive and affective assessments of the current situation, while

envisioning one’s self-image with and without an unhealthy behaviour, such

as one’s image as a severely obese or an active normal weight person. Here,

values clarification, healthy role models, and imagery are techniques that can

move people evaluatively.

Self liberation is the fifth process of change. This is both the belief that

that belief. It involves, first, a private (e.g., New Year’s resolutions) and then a

public announcement (public testimonies). The sixth process is counter
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and theories of psychology to show how behaviour change actually occurs as

one can make the change and the commitment and re-commitment to act on

The third Process of Change, emotional arousal or

The second process, social liberation, requires an increase in



conditioning, originally found in behavioural psychology. This requires

behaviour. For example, regular

intake of soft drinks could be substituted with ordinary water. The seventh,

stimulus control, involves self-generated restructuring of the environment by

removing cues for unhealthy behaviour whiles adding prompts for healthier

alternatives.

Contingency management, the eighth process, provides consequences

through rewards and punishment for taking steps in a particular direction.

include the use of punishment,

rewards by others or by self that sustain behaviour change are emphasized in

accordance with the philosophy of working harmoniously for change to occur

naturally. Contingency contracts, overt and covert reinforcements, incentives,

and group recognition

probability that healthier responses will be repeated.

The penultimate process, environmental reevaluation, combines both

affective and cognitive assessments of how the presence or absence of a

personal behaviour affects one’s social environment, such as the impact of

obesity or its consequences on others including family relations. The last

process, helping relationships, is a humanistic perspective that involves using

the support of significant others while attempting to change and maintaining

that change. It combines caring, trust, openness, and acceptance, as well as

support for healthy behaviour change. Self-change does not mean doing it

alone. Though the behaviour and the change must come from within, asking

for help and encouragement is part of this process.
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substituting healthier behaviour for problem

are procedures for increasing reinforcement and the

Although contingency management can



Additional constructs of the TTM are decisional balance, self-efficacy

and temptation. Decisional balance reflects an individual’s relative weighing

introduced by Bandura (2004)

describes the self-confidence that people must have in order to change

behaviours without relapsing to their former behaviours. Temptation reflects

the converse of self-efficacy. It describes the intensity of urges to engage in a

specific former behaviour when in difficult situations. Typically, three factors

reflect most common types of temptations: negative affect or emotional

distress, positive social situations, and craving.

Each of the model’s core constructs has been applied to a wide variety

of studies across a broad range of behaviours and populations. Studies over the

last decade have shown that the model can be applied to various behaviours

associated with obesity: eating low fat foods, weight control, diabetes, eating

Laitakari, Marttila, & Paronen, 2000; Siero, Broer, Bemelmans, & Meyboom-

de Jong, 2000; Terence & Schlam, 2004). However, unlike the Stages of

Change themselves which have been well researched, the Processes of

Change have not. Hence, there have been calls on the need for further research

into the definition and measurement of each stage and process.

This is a process of change oriented model that tries to understand the

psychological situations people progress through in their attempts to modify

behaviour or abstain from certain habits. By contrast, the cunent study only

seeks to understand the factors associated with overweight and obesity, and
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fruit and vegetables, and doing physical exercise (Miilunpalo, Nupponen,

as part of his Social Cognitive Theory,

of the pros and cons of changing behaviour. Self-efficacy, originally



the perspectives of women, thereby limiting the application of the TTM in this

study.

Social Ecological Theories/Models

In contrast to behavioural change theories/models which seek to

explain health problems and behaviours from

social ecological theories/models take into consideration broader structural

and environmental concerns. The core premise of this ecological approach is

ecological models investigate health behaviours by emphasizing the

environmental and policy context of behaviour, while harnessing social and

psychological influences (Glanz, Rimer, & Viswanath, 2008). They explicitly

consider multiple levels of influences

comprehensive frameworks for understanding the multiple and interacting

determinants of health problems.

Social ecological theories/models have since the 1980s generated great

enthusiasm among researchers, interventionists and other public health

professionals in the area of disease prevention and health promotion (Richard,

Gauvin, & Raine, 2011). These theories/models have been useful for

integrating and conceptualising the environment amid other influences on

behaviours associated with overweight and obesity in populations (Glanz et

al., 2008; van Dyck, Cardon, Deforche, Owen, Sallis & Bourdeaudhuij, 2010).

The most commonly used social ecological models are reviewed in this

section of the thesis.

79

on behaviour, thereby providing more

a psychological perspective,

that health, behaviour, and their determinants are interrelated. Social



Bio-Ecological Theory

The bio-ecological theory was developed out of Bronfenbrenner’s

attempt to integrate human development into the ecological systems theory

1979

(Bronfenbrenner & Moms, 2007; Bronfenbrenner, 2001). With his primary

interest in the extent to which human development is influenced by the social

system, Bronfenbrenner (2001) defined development in the newly formulated

bio-ecological theory as the phenomenon of continuity and change in the

biopsychological characteristics of human beings both as individuals and as

groups. In other words,

psychological and social dimension of human development, which of course is

an important aspect of health related behaviour.

The theory explains further that the social ecology of human

development involves sustained mutual transactions between human beings

and the properties of the environmental systems in which they interact over the

life course, and across successive generations (Bronfenbrenner, 2001). The

personal attribute characteristics that invite, inhibit, or prevent engagement in

sustained interactions with the ecological environment (Bronfenbrenner,

a series of nested and

four important system levels:

microsystem, mesosytern, exosystem, and macrosystem.

The microsystem level refers to the most proximal and significant

setting to the individual. It is a dynamic system in which the
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Development: Experiments by Nature and Design published in

individual in this context is seen to posses developmentally instigative or

sphere or

a person’s development primarily refers to the

2001). The ecological environment is seen as

interconnected structures operating at

first described in his groundbreaking book, The Ecology of Human



individual is influenced by the pattern of activities, roles, and interpersonal

relations in

characteristics, personalities, and systems of belief (Bronfenbrenner, 2001).

Examples include the family, the classroom,

microsystems. For example, family influences on an adolescents’ peer group.

This level contains society’s blueprint for a particular culture or subculture.

The third level, the exosystem, refers to the aspect of the environment

which does not directly involve the individual, but may influence his or her

setting in an indirect manner. This may include parent’s work, the economic

state of a community, parent’s marital status amongst others. Finally, the

macrosystem level refers to the larger societal and cultural context, including

issues of cultural values and expectations in which the other systems function.

This also includes ideologies, laws and customs that may impinge on the

individual.

framework for identifying and conceptualizing the multi-system factors that

influence human development. It, most importantly attempts to underscore the

dynamic processes that influence healthful development of the individual

(Lewthwaite, 2011). According to Bronfenbrenner (2001), people develop

positive or negative behaviours through their direct and indirect interactions

with the four system levels. For instance, a fit between the individual and

these systems influences successful development of healthful behaviours and

vice versa.
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neighbourhood. The mesosystem level is

Bronfenbrenner’s bio-ecological theory goes beyond providing a

a given setting containing other persons with distinctive

an interaction between two

a peer group and the



Using the Bronfenbrenner’s bio-ecological model, addressing obesity

would entail examining policies and programmes that seek to promote

physical activity or the intake of less energy dense foods (macrosystem);

promoting physical activity and fruit and vegetable intake through media

campaigns (exosystem); promoting healthy food options in canteens and

restaurants at work environments and schools (mesosytem); and implementing

school-based educational programs on preventing obesity (microsystem).

several decades become

ecological models in many areas of social sciences and practice, including

health education and health promotion, social work, child development and

sociology. That notwithstanding the practicability and feasibility of the bio-

ecological theory

model is not deemed suitable for the current study.

Ecological Model of Health Behaviour

Inherent in many ecological models of social behaviour is the lack of

sufficient specificity to guide both the conceptualization of specific health

problems and the identification of appropriate interventions. In an attempt to

resolve this problem, McLeroy, Bibeau, Steckler, and Glanz (1988) developed

the ecological model of health behaviour. As a variation on Broffenbrenner’s

bio-ecological model, the model looks at patterned behaviour as the outcome

of interest. Behaviour itself is viewed as being determined by five levels of

factors within the ecological environment: intrapersonal factors, interpersonal
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as a whole has often been questioned. In view of this, the

Through its ecological paradigm, the bio-ecological theory has over

a fundamental framework for developing other



processes and primary groups, institutional factors, community factors and

public policy (Kilian, 2008; McLeroy etal., 1988).

At the intrapersonal level, the implicit assumption is that proximal

causes of behaviour lie within the individual. Health problems or health

related behaviours at this level

processes and characteristics such as knowledge, attitude, skills as well as

developmental history. Interpersonal processes and primary groups reflect

both formal and informal social network and support systems that may

influence the individual. The underlying assumption at this level of influence

is that behaviour does not strictly occur as a result of intra-individual factors

and processes, but includes interactions in the individual’s immediate

environment. The emphasis here is on the important role played by family

of influence on the individual.

Institutional or organizational factors represent the third level of

influences on health behaviour within the ecological environment. This level

talks about how social institutions with organizational characteristics can exert

influences on the performance of health behaviours. Of particular concern is

the importance of organizational context in the diffusion of health behaviours.

For example, one way to promote healthy weights in work places is making

provision for registering employees at a gym and allowing them time off from

work for participation.

In the forth level, McLeroy et al. (1988) describe community factors

that influence health related behaviour. These arc the relationships among

organizations, institutions, and informal networks within defined areas. They
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members, friends, neighbours, contacts at work and acquaintances as sources

are influenced by individual psychological



social networks, churches, voluntary associations and neighbourhoods, which

may be important sources of social resources and social identity for people.

The mediating structures are significant repositories and important

beliefs and attitudes, which translate into behaviours. Because mediating

structures represent strong ties and serve as connections between individuals

and the larger society, they invariably exert greater influence on the behaviour

of individuals. The final level, public policy, refers to how regulatory policies,

procedures, and laws affect health behaviours. These could include policies

increased taxes on energy dense foods and subsidized prices for fruits and

establishment of gyms and open spaces for physical activity.

both individual and social

environmental determinants of health behaviour. The model highlights the

important role of interpersonal, institutional, community and public policy

factors in determining behaviours. Further, the model sees appropriate changes

in the social environment as essential in producing changes in individuals.

Despite emphasising the unique contribution of each proposed dimension, the

model fails to venture extensively into specific relationships and interactions

between dimensions. Due to the premium the ecological model of health

patterned behaviour of individuals, the model is

considered unsuitable in this study.
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influences on the larger communities’ norms and values, and individual’s

which contain behaviour incentives, both positive and negative, such as

vegetables, and policies that promote programmatic resources, such as

ecological model that focuses attention on

In the preceding discussion, McLeroy et al. (1988) propose an

behaviour places on

more importantly considered the mediating structures such as family, informal



PRECEDE-PROCEED Model

In contrast to the theories and models described in the preceding

sections, the PRECEDE-PROCEED model’s core motive is not to predict or

explain the relationship among factors likely to be associated with an outcome

of interest. Rather, the raison d’etre of the model is to provide a structure for

the systematic application of theory and previous research in assessing health

problems, as well as planning and evaluating health programmes (Gielen,

McDonald, Gary, & Bone, 2008). Thus, the model

map which shows all the possible avenues for addressing a health problem,

whereas theories can be seen as the specific directions to follow in addressing

the health problem. The model analyses health problems by means of multiple

causality assumption (Green & Kreuter, 2005), suggesting that programmes

should and address multiple factors, including individual,target

environmental, and social variables.

PRECEDE, represents the assessment component of the model, and

of research and assessment of health behaviours and health promotion

projects. PRECEDE stands for Predisposing, Reinforcing, Enabling Constructs

in Education Diagnosis and Evaluation (Green & Kreuter, 1992). The

diagnosis precedes treatment in medical practice, so should educational

diagnosis precede intervention plans (Gielen et al., 2008). Prior to the

development of the PRECEDE approach, health education programmes were

often criticised for focusing too much on the implementation, rather than
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was first developed in the 1970s by Green and Krueter (2005), for the purpose

can be thought of as a road

PRECEDE component is a diagnostic tool, based on the premise that just as



strategically planning and designing such interventions to meet demonstrated

needs.

ecological approaches to help

understand and address contextual determinants of health problems and related

PROCEED framework in 1991 (Green & Kreuter, 1992). PROCEED stands

for Policy, Regulatory, and Organizational Constructs in Educational and

Environmental Development (Green & Kreuter, 1992). The PROCEED

component is used as a tool for implementing and evaluating programmes.

PRECEDE-PROCEED model - which does not only allow for the systematic

implementation and evaluation of health interventions. The PRECEDE-

PROCEED model as shown in Figure 1, has since been revised to respond to

widely appreciated elements of contemporary public health concerns (Green &

Krueter, 2005).

The current version of the PRECEDE-PROCEED model has eight

phases: phases one to four constitute the assessment and planning phases

(PRECEDE), whereas phase five and phases six to eight represent the

implementation and evaluation phases (PROCEED), respectively (Gielen et

al., 2008). Phase one, social assessment, is concerned with the identification of

social problems and priorities of the target population which factor into their

quality of life.
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In response to a growing need for more

assessment of health problems, but also creates room for strategic planning,

behaviours, the PROCEED component was added to the PRECEDE-

Together, the PRECEDE and PROCEED components constitute the



Genetics

Behaviour Health

Environment
Enabling factors

PROCEED

igure 1: The PRECEDE-PROCEED Model

ource: Green and Kruetcr (2005)

87

ducational
Iratcgics

olicy 
:gulation 
rganisation

Predisposing 
factors

Reinforcing 
factors

hase 4: 
dministralion and 
olicy Assessment 
nd intervention 
lignment

ase 5: 
piementation

Phase 6: Process
Evaluation

Phase?: Educational
and Ecological
Assessment

Phase 7: Impact 
Evaluation

Phase 1: Social 
Assessment

Phase 8: Outcome 
Evaluation

PRECEDE________
Phase 2: Epidemiological, 
Behavioural, and 
Environmental Assessment

I
Quality of 
life



Phase two consists of epidemiological, behavioural, and environmental

assessments aimed at identifying specific health priorities, and uncovering

understanding health problems is factored into the assessment. Phase three

involves undertaking educational and ecological assessments in order to

indentify variables that contribute to the behavioural and environmental

determinants indentified back in phase two. At this level of the assessment,

three categories of factors are thought to contribute to health behaviour and

behaviour change. These factors, classified as predisposing, reinforcing, and

enabling factors collectively influence the likelihood of behaviour occurring

(Green & Krueter, 2005).

Predisposing factors refer to those factors that either increase or

decrease the likelihood of an event or behaviour occurring (e.g., demographic

variables, knowledge, beliefs, values, attitudes etc). Reinforcing factors are the

people and community factors which provide reward for the performance and

maintenance of a behaviour or foster health environmental conditions (e.g.,

important others, community norms and values etc). Enabling factors include

both new personal skills and resources which allow behaviour to be performed

(e.g., health facility, media etc).

Phase four examines policies and programmes that may serve to

promote behavioural or environmental change. The assessments conducted to

this point would have helped in the design of a health promotion programme

to address the health problem identified at the beginning. Phase five is where

the programme is implemented. Phase six involves the process evaluation to
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their behavioural and environmental determinants. Here, the role of genetics in



determine the extent to which the programme

laid down protocols.

predisposing, reinforcing, and enabling factors, as well as in the behavioural

and environmental factors. Finally, outcome evaluation determines the effect

of the programme on health and quality-of-life indicators. Generally, it is

required that measurable objectives are set at each step of the PRECEDE-

be evaluated (Green & Krueter, 2005).

Despite its wide usage in varied arrays of settings and for numerous

health problems with considerable success, the PRECEDE-PROCEED model

is not without challenges. Because the model is heavily data-driven, its full

application, particularly the PROCEED component, may require greater

financial and human resources, technical skill, and time which are not always

available (Gielen et al., 2008). This could potentially be frustrating for

community planning teams interested in taking immediate action to address a

problem. Nevertheless, the PRECEDE-PROCEED model is one of the useful

models for systematically exploring and understanding the determinants of

(overweight and obesity) considered in this

study.

Conceptual Framework for the Study

Many of today’s health problems and their associated behavioural risks
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PROCEED model to serve as milestones against which accomplishments can

health problems, such as the one

was implemented according to

are far too complex to be explained by a single unified theory or model.

Consequently, one of the most critical challenges confronting health

to assess change inPhase seven involves impact evaluation



researchers and professionals is how to apply theories or models in addressing

the underlying behavioural risk and protective factors often associated with

contemporary public health problems, such

et al.,2008).

Most often than not, researchers are tom between choosing from either

theories or models that address health problems from the people’s perspective

(behavioural change theories) or the ones that focus on the environmental

perspective (social ecological theories). A more efficient and pragmatic way

out of such dilemma, as suggested by some scholars, is combining both

perspectives.

In view of this, the PRECEDE-PROCEED model was adapted as the

conceptual framework for this thesis. This choice was inspired by its

robustness and systematic ecological approach to health problems. This choice

is also premised on the greater flexibility the model offers, in terms of

providing plenty of leeway and touch points at all levels for applying theories

or previous research in studying health problems.

The model allows one to skip steps or change the order of factors,

thereby tailoring it down to suite the phenomenon or local context (Gielen et

al., 2008). The PRECEDE-PROCEED model is useful because it is a logical

model that provides room for a comprehensive assessment of the multiple

factors which contribute to contemporary public health problems such as

obesity. Furthermore, it offers an algorithm that links causal assessment,

intervention planning and evaluation into one overarching framework.

Considering that this thesis is more focused on providing insights into

the problem of overweight and obesity among women in Ghana, and not on
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as overweight and obesity (Gielen



designing, implementing and evaluation a heal.h program or intervention.

phase 4 of the PRECEDE component and a 1 the phases (5-8) of the

study.

The authors of the model, Green and Krueter (2005). recognize that

of this, the social assessment phase of the model is often omitted (Gielen et al.,

2008; Cole & Horacek, 2009), as in the case of the current study. With the

health and quality of life consequences associated with overweight and obesity

identified from the literature (phase one), this sjtudy is limited in scope to

phases two and three of the PRECEDE component of the model as shown in

Figure 2. Another adaptation made to the model to suit the purpose of this

study has to do with the selection of variables based on available data.

The second phase of the model is concerned with uncovering the

phase of the model, the component on genetics was dropped given that the

data used for this study do not contain genetic markers for assessing

overweight and obesity in Ghana.

The selection of factors feeding into the various components of the

conceptual framework is informed by some of the constructs in the theories

reviewed in the preceding sections, coupled with the review of previous

literature on the subject matter. Thus, the background factors of the women

91

most often than not, health problems and community priorities can be 

predetermined from data sources and the growing body of literature. In view

behavioural and environmental determinants of health problems. It also factors
I

in the role genetics plays in understanding health problems. In adapting this

PROCEED component are deemed to be beyond the scope of the present
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Behaviour and lifestyle

>

BMI status
>

Enabling factors >

>

Environment

Reinforcing factors

Figure 2: Conceptual Framework for the study

Source: Adapted from Green and Krueter (2005)
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based on the available data were conceptualized to feed into the components

of the framework. Residence setting (rural/urban) and region (the 10

administrative regions of Ghana) were the environmental factors considered in

the framework. Contraceptive method use, days of physical activity per week,

alcohol consumption per week, days of fruits, and vegetable intake per week,

considered in the

framework as behaviours that may determine one’s weight status.

In the third phase, the model identifies three categories of factors that

contribute

reinforcing, and enabling', collectively influence the likelihood of behaviour or

predisposing factors

include age, highest education, marital status, occupational status, wealth

status and parity. Factors captured as enabling factors in this study are the

three channels of mass media (print, radio and television) because they serve

as reliable sources of information on health that might influence behavioural

and lifestyle choices related to overweight and obesity.

The role of socio-cultural factors in determining people’s perception of

body weight and for that matter overweight and obesity in many parts of sub-

Saharan Africa cannot be overemphasized (Mavoa et al., 2010; Renzaho,

2004). Ethnicity and religion are considered as reinforcing factors and proxies

for assessing possible socio-cultural influences in this study. Understanding

these three categories of factors allows for the identification of priorities and

overweight and obesity.
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cooking oil use and glasses of water intake per week were

event occurring. In this study, factors considered as

to health related behaviour. These factors: predisposing,

provides a basis for where to focus efforts when developing interventions for



As shown in Figure 2, a woman’s background factors (such as age.

highest education, marital status, occupational status, wealth status and parity)

in concert with the kind of information she receives through the mass media,

engaging in behaviours that might result in the development or otherwise of

overweight and obesity. Such behaviours and factors (background, media and

the kind of environment (rural/urban and

region) a woman might be residing in.

Considering that overweight and obesity have myriad determinants

operating together, this framework allows maximum flexibility and helps in

the application of concepts or theories in ways that are most useful in

understanding the problem. As such, the framework serves as a guide in the

assessment of some factors using complimentary qualitative data.
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socio-cultural) are also dependent on

as well as prevailing socio-cultural norms could influence her likelihood of



CHAPTER FOUR

RESEARCH METHODOLOGY

Introduction

This chapter discusses the overall approach to the study processes,

starting with a brief profile of Ghana, the main study area. This is followed by

the philosophical assumptions underpinning the study. Next, the research

design that aligns with the philosophical underpinning for the study is

discussed, followed by the types and sources of data used for the study. Each

data type is discussed with details covering the various procedures used in

now set out and discussed in detail in the following sections.

Socio-Demographic and Health Profile of Ghana

Ghana is located along the West African coast of the Gulf of Guinea,

eight degrees north of the equator with a 539 km long coastline. Ghana

occupies an estimated total land area of 238,533sq km, and extends inland

from the Gulf of Guinea. Ghana is bordered by Togo to the east, Burkina Faso

to the north and La Cote d’Ivoire to the west.

Ghana Statistical Service (2013) estimated Ghana’s population from

the 2010 Population and Housing Census to be over 24.2 million and a male to

female sex ratio of 95:100. Ghana’s population can best be described as

youthful, with about 41.3% of the population aged less than 15 years and 5.3%

older than 64 years. Life expectancy is estimated at 60 years. The population

95

collecting and managing each data considered. The aforementioned issues are



2010, an estimated 51% of the population lived in urban areas.

In terms of regional distribution of Ghana’s population, Ashanti

Region has the greatest share of the population (19.5%), while Upper West

Region has the least share of the population (2.8%). The population is made up

of several ethnic groups, with the Akan constituting the largest ethnic group

(47.5%). This is followed by the Mole-Dagbon (16.6%), Ewe (13.9%), Ga-

Dangme (7.4%), Guan (3.7%), Gurma (5.7%), Grusi (2.5%), and Mande-

Busanga (1%). Other non-specific tribes make up the remaining population in

the country (Ghana Statistical Service, 2013).

Ghana is dominated by people who identify themselves with the

Christian religion (71.2%) - Pentecostal/Charismatic (28.3%), Protestant

(18.4%), Catholic (13.1%) and Other Christian (11.4%). Those who identify

with the Islamic and Traditional faith constituted 17.6% and 5.2%

respectively. Less than one percent of people in Ghana do not identify

themselves with any religious faith. As of 2010, about 42% of the population

aged 12 years and older had never married, whereas 43% and 5% of the

population under references were married and widowed respectively (Ghana

Statistical Service, 2013).

Over the past three decades, Ghana’s educational system has

undergone several restructuring, with some improvements. About 74% of the

higher proportion among

males (80%) than females (68.5%). According to the Ghana Statistical Service

(2013), about 56% of the population 6 years and above have had basic

education, while about 8% have had education beyond the secondary level.
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population 11 years and older is literate, with a

living in urban areas increased from 32% in 1984 to 44% in 2000. and by



Educational attainment at the basic level is, however, almost the same for both

males and females at 56% and 55% respectively.

With regards to the country’s level of economic activity, the absolute

numbers in the economically active population (15 years and older) almost

doubled between 1984 (5.6 million) and 2010 (10.9 million). Proportion wise,

about 43.9% of the population aged 15 years and older was economically

about the same for males (43.7%) and females (44.0%). Agriculture, including

forestry and fishing, remains the single largest employing sector of the

economy, accounting for about 42%, followed by services and sales (21%),

and craft and related trade (15.2%) (Ghana Statistical Service, 2013).

In 2011, the economic status of Ghana was revised from being a low

income to a lower-middle income country. This followed the discovery of oil

in commercial quantities in 2007 and the subsequent production of oil in 2011.

The recent production of oil in Ghana led analysts in the World Bank to revise

upwards the country’s gross domestic product (GDP), spurring hopes for

greater strides in the fight against poverty (Mustonen, 2012).

The country’s efforts towards becoming a middle income country are

partly dependent on continuously having a strong and healthy human capital,

since a healthy population is vital in a country that aspires to improve

productivity, and ultimately development. In recent years, the health status of

Ghanaians has improved relatively (Ghana National Commission for

UNESCO, 2010). Nonetheless, the burden of diseases is still high, with

communicable diseases are increasing rapidly.
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active as of 2010. The proportions of the economically active population were

communicable diseases predominating while at the same time non-



Ghana is therefore confronted with fighting morbidity at two fronts.

For instance, out of the total mortality numbers, the communicable, maternal,

perinatal and nutritional conditions account for about 53%, and non

hypertension and other cardiovascular diseases are estimated to account for

about 39% of all deaths and the remaining 8% deaths occur due to injuries

(Ministry of Health [MOH], 2012).

Much of the rapidly increasing burden of NCDs in Ghana is attributed

to globalization, rapid unplanned urbanization, population ageing, and lifestyle

changes such as, decreasing physical activity, and increasing consumption of

unhealthy foods. Such lifestyle changes have increased the prevalence of risk

factors including overweight and obesity, raised blood pressure among others

(WHO, 2011).

Cognisant of the ongoing epidemiological transition that the country is

going through, with increasing prevalence of NCDs and continuing high levels

of infectious diseases, several measures have been initiated to help stem the

situation. As part of efforts to tackle and improve outcomes of specific

communicable and non-communicable diseases, the Ghana Health Service

(GHS) has created several units to facilitate health service delivery. These

include National Malaria Control Programme (NMCP), National Tuberculosis

Control Programme (NTP), National AIDS Control Programme (NACP), and

To improve child healthNational Buruli Ulcer Control Programme.

outcomes, the Expanded Programme on Immunization (EPI), and the Nutrition

and Malaria Control for Child Survival have also been established.
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as diabetes mellitus, asthma.communicable diseases (NCDs) such



A unit responsible for tackling NCDs has also been established at the

Ministry of Health (MOH). Some seed funding has been made available to the

unit for treatment and control, prevention and health promotion, as well as

surveillance, monitoring and evaluation. Additionally,

reporting system for reporting NCD cause-specific mortality and morbidity,

and their risk factors has been set up (MOH, 2012; WHO, 2014).

As part of its proactive effort to reduce the incidence of preventable

diseases in Ghana, the current health policy - the 2006 Health sector policy,

which has the theme “Creating wealth through health” - has seen some

restructuring with greater emphasis on health promotion and the prevention of

ill-health than curative strategies (MOH, 2008). In that regard, the MOH

adopted the concept of “Regenerative Health and Nutrition (RHN)” with the

aim to promote regenerative health in the country through the promotion of

healthy eating, food safety, regular exercise, drinking potable water, rest,

improving environmental sanitation, improving personal hygiene, and mother

and child care practices that would help eliminate the many diseases that

impact negatively on the health and well-being of Ghanaians (GSS et aL,

2009).

In lieu of these developments, there is continued commitment to

advance health equity at all levels of decision making (district, regional and

national), and across all sectors whose work concerns the health of the

population. This includes the call for relevant research to equip policy makers

with the right information on issues that need to be addressed as far as health

is concerned.
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Research Philosophy

Although largely hidden, philosophical ideas

influence the conduct of research. Such assumptions have been referred to by

some authors as worldviews (Lhermitte, 1950), while others prefer to call

them paradigms (Lincoln & Guba, 2009)

methodologies (Bryman, 2008). Irrespective of the term used, these ideas,

beliefs or assumptions that guide research, according to Creswell (2007),

border on the nature of reality (the ontology issue), the relationship between

the researcher and that which is being researched (the epistemology issue), the

influence or otherwise of values (the axiological issue), and the research

process itself (the methodological issue).

The beliefs or assumptions held by the researcher about the issues of

whether the researcher uses a subjective or objective approach to the research.

In line with this viewpoint, the positivist and interpretivist paradigms have

dominated the social science research enterprise for several decades. Positivist

assumptions describe epistemologies which seek to objectively measure,

explain and predict what happens in the social world by searching for

regularities and causal relationships between the constituents. Hence,

determine effects or outcomes (Creswell, 2007, 2009).

Positivist research is reductionist in nature because it focuses on

reducing ideas into small, discrete sets of ideas to test hypothesis and research

questions. Thus, quantitative methodology is employed in data collection and

analyses to develop numeric measures of observations, reflecting traditional
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or broadly conceived research

or assumptions often

ontology, epistemology, axiology and methodology vary depending on

positivists subscribe to a deterministic philosophy in which causes probably



research approaches used in the natural sciences (Creswell, 2012). The

theoretical bases of positivist philosophy, particularly its perception of social

reality and methods have been questioned by critics. Mainly critics have

argued that by reducing people to numbers, the positivists downplay the

relevance of understanding the actual lived experiences of research subjects,

but rather restricts research subjects to the interest of the researcher (Creswell,

2012).

As a consequence of criticisms concerning the reductionist nature of

the mathematical and statistical methods used by positivists, the interpretivist

research paradigm emerged. Also called social constructivist philosophy, this

perspective holds the assumption that the social world is essentially relativistic

In other words, it asserts that individuals construct subjective meanings of

their experiences, which the researcher can only understand by occupying the

frame of reference of the individual involved in the action.

The interpret!vists researcher relies

meanings of the research participants in order to look for complexity of views

rather than nan-owing meanings into categories or ideas (as in positivist

philosophy). Thus, interpretive research philosophy employs qualitative

research methods in data collection and analysis. To the interpretivist, social

objective enterprise and therefore does

not generate objective knowledge of any kind. Hence, laws and underlying

regularities in the social world are not of relevance.

101

and can only be understood from the point of view of the individuals directly 

involved in and experiencing the phenomenon being studied (Creswell, 2012).

science is a rather subjective than an

on the varied and multiple



The inclination of most social science research cither towards the

positivist or interpretivist philosophies have generated

among researchers, specifically as to which philosophy or paradigm is more

appropriate. While the debate is on-going, there seems to be some consensus

contemporary times, the new thinking in terms of research philosophy is

towards a middle ground between subjective

positivist philosophies.

This alternative philosophical perspective which is referred to as

employing “what works,”

using diverse approaches, giving primacy to the importance of the research

problem and question, and valuing both objective and subjective knowledge

(Morgan, 2007). It takes a dialectical stance, thereby, bridging positivist and

Pragmatisim does not commit to any one system of philosophy and reality;

hence, individual researchers have the freedom to choose from a wide array of

methods, techniques, and procedures of research that best suit the needs and

purposes of the phenomenon under study.

As a new research foundation in social sciences, pragmatism allows for

the researcher to maximise the strengths of both the positivist and

interpretivist philosophies while at the same time minimizing their weaknesses

(Creswell & Clark, 2011). Based on its dialectical nature, the premium it

places on the research problem and the application of all approaches available

philosophy behind the cunent study. Typical of most social and health
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or interpretive and objective or

among researchers that none of the paradigms supersedes the other. In more

pragmatist philosophy or pragmatism focuses on

an unending debate

to understand the problem, pragmatism was adopted as the underlying

interpretivist philosophies of social science research (Greene, 2007).



multi-factorial health problems that

traverse policies, organizations, families, and individuals.

overweight and obesity have taken a

multidisciplinary approach involving the perspectives of demographers,

exception, and thus applied naturalistic perspective to understanding the

Ghana, which is

reflective of the pragmatic philosophy. Thus, the underlying assumption of

Ghana can be better understood through both the subjective and objective

worldviews.

Consequently, in line with the positivist perspective, it was assumed

that overweight and obesity is a real health concern among women in Ghana

that requires measurable evidence to establish its pervasiveness and facilitate

comparison of groups, as well as determine its (probable) causal factors to

facilitate the possibility of generalization to the population of women. From

the interpretivist lenses on the other hand, it was also assumed that women

have their individual perceptions and subjective meanings concerning body

weight and by extension overweight and obesity. The perceptions and

meanings women have about overweight and obesity are believed to be varied

and constructed out of their interaction with others over time within the

context of socio-cultural norms.

The above assumptions meant that the current study could not be
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committed to any one system of philosophy. Thus, pragmatism provided a

problem of overweight and obesity among women in

anthropologist, epidemiologist, psychologist among others. This study was no

problems, overweight and obesity are

this study was that the problem of overweight and obesity among women in

As a result, studies on



Research Design

In tandem with the pragmatic philosophical assumptions underpinning

the study, the mixed methods design was employed to serve as a guide and to

provide a focus for this study. In that regard, the mixed method research

quantitative and qualitative methods, in combination, in order to provide a

holistic understanding of overweight and obesity among women in Ghana.

As an alternative to either quantitative or qualitative approaches, mixed

methods design has the singular advantage of being able to enrich a

phenomenon in ways that one form of data cannot allow. Thus, qualitative and

quantitative data are combined to triangulate and corroborate findings,

enhancing one phase of the study by adding a second method of data

collection, and thereby allowing multiphase

qualitative and quantitative data sequentially or simultaneously (Creswell &

Clark, 2011; Sogunro, 2002). Mixed methods design also helps to eliminate or

minimize key plausible alternative explanations for conclusions drawn from

the research, and clarify divergent aspects of a phenomenon under study

(Johnson & Turner, 2003). In light of these reasons, a mixed methods design

suited this study as a whole, as well as its individual aspects.

Based on the reasons for mixing methods, Creswell (2012) identified

six mixed method strategies that guide and shape procedures for research.

These arc: convergent (or parallel or concurrent) design, exploratory

104

aspects of both the positivist and interpretivist philosophies.

or longitudinal studies to gather

philosophical basis for this research, and offered the freedom to synergise

design sufficed as an alternative; allowing for the application of both



sequential design, explanatory sequential design, embedded design,

characteristics, as well as the strengths and weakness of each design, the

explanatory sequential mixed method design

involves initially collecting quantitative data and then following on with the

collection of qualitative data to help explain or elaborate on the quantitative

results.

The rationale for the explanatory sequential mixed approach is for the

quantitative data and results to provide

refine, extend, or explain the general picture. In the sequence, the quantitative

data basically informs the approach for collecting the qualitative data. The

refinement provided by the qualitative data could result from the need to:

explore a few typical cases, probe a key result in more detail, or follow up

with outlier or extreme cases. Typically, the researcher presents these studies

in two phases, with each phase clearly identified in headings in the report

(Creswell, 2012).

Adopting the explanatory sequential mixed method design allowed for

the quantitative data sources to inform the collection of qualitative data, with

data source targeted specific issues relating to overweight and obesity among

women in Ghana. The quantitative data identified statistically significant

predictors of overweight or obesity among women; whereas, the qualitative
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transformative design and multiple phase design. After considering the various

problem, while more analysis, specifically from qualitative data is used to

a general picture of the research

was deemed suitable for the

cun-ent study. Otherwise referred to as a two-phase model, this design

the view to providing a richer perspective to the study. Consequently, each



sequential design, explanatory sequential design, embedded design,

characteristics, as well as the strengths and weakness of each design, the

explanatory sequential mixed method design

involves initially collecting quantitative data and then following on with the

collection of qualitative data to help explain or elaborate on the quantitative

results.

The rationale for the explanatory sequential mixed approach is for the

general picture of the research

problem, while more analysis, specifically from qualitative data is used to

refine, extend, or explain the general picture. In the sequence, the quantitative

data basically informs the approach for collecting the qualitative data. The

refinement provided by the qualitative data could result from the need to:

explore a few typical cases, probe a key result in more detail, or follow up

with outlier or extreme cases. Typically, the researcher presents these studies

in two phases, with each phase clearly identified in headings in the report

(Creswell, 2012).

Adopting the explanatory sequential mixed method design allowed for

the quantitative data sources to inform the collection of qualitative data, with

data source targeted specific issues relating to overweight and obesity among

women in Ghana. The quantitative data identified statistically significant

predictors of overweight or obesity among women; whereas, the qualitative
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transformative design and multiple phase design. After considering the various

quantitative data and results to provide a

was deemed suitable for the

current study. Otherwise referred to as a two-phase model, this design

the view to providing a richer perspective to the study. Consequently, each



environment.

In contrast, the exploratory sequential mixed methods design begins

the sequence with the collection

phenomenon, and then follows up with the collection of quantitative data to

explain relationships found in the qualitative data. In view of this, the

exploratory sequential design was not an option for this study. The convergent

design was also not adopted in this case because this design involves the

simultaneous collection of both quantitative and qualitative data, merging the

data, and using the results to understand a research problem.

Similarly, the embedded design was not used because, unlike in the

present study, one form of data plays a secondary supportive role to the other

form of data. Thus, the researcher gives priority to the major form of data

collection and secondary status to the supportive form of data collection. The

transformative mixed methods design was also ruled out since this study does

not employ a transformative framework or lens with the intent to address a

social issue for a marginalized or underrepresented population based on race,

disability, or sexual orientation (gay or lesbian) (Creswell & Clark, 2011;

Mertens, 2010).

Again, the current study did not examine the problem of overweight

and obesity through

address a set of incremental research questions that seek to advance one

programmatic research objective. Hence, the multiphase mixed methods

design equally did not also resonate with the purpose of this study.
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or analyses of qualitative data to explore a

a series of phases or separate studies; neither did it

data explored perceptions of women within the context of their social



Therefore, the two-phase design provided

different, but complementary data on overweight and obesity among women

in Ghana. Mixing of the quantitative and qualitative approaches combines the

strengths and weaknesses of each method; thereby, enhancing rigor in the

study. Although relatively new, mixed methods research is increasingly

generating significant interest in the research community; and has been

applied in many fields of research (Dattilio, Edwards, & Fishman, 2010;

Morell & Tan, 2009; Yoshikawa, Weisner, Kalil, & Way, 2008).

Related to the cun-ent study, mixed methods designs have been applied

in studies on healthy lifestyle behaviours (Tashiro, 2002), physical activity and

diet (Brett, Heimendinger, Boender, Morin, & Marshall, 2002) among others.

Ethical Considerations

Prior to the start of the study, ethical approval was sought from the

Ghana Health Service Ethical Review Committee (GHS-ERC), and approval

full compliance with the GHS-ERC. Written consent was obtained from all

recorded and that their identity would remain strictly confidential. Their

The anonymity of individuals was protected by assigning participants

identification numbers for the interview. Participants were informed and

assured of their rights to refuse to answer any questions during the interviews.

Those who chose not to participate were respected and thanked for their

choice without any form of penalty. Beneficence justice, needs, and values of
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was subsequently granted. Hence, ethical considerations for the study were in

names were not shared with other participants or individuals outside the study.

participants. Participants were informed that the interviews would be tape

an opportunity to obtain



ensured. Although in some cases (particularly very obese

participants) the subject matter produced

participants appeared to not have experienced any distress that would require

any psychological treatment.

All data were kept on a password protected computer. In addition the

digital tape recorder, interview notes, list of participants, consent forms, and

any hard copies of documents that may lead to the identification of

participants were safely locked in a secure location that is only accessible to

the investigator.

Quantitative Data

The quantitative data were drawn from secondary sources, specifically,

the 2003 and 2008 rounds of Ghana Demographic and Health Surveys

requested from(GDHS). The datawomen’s sets were

representative data collected by the Ghana Statistical Service (GSS) and

Ghana Health Service (GHS) in collaboration with MEASURE DHS. Both the

2003 and 2008 surveys are, respectively, the fourth and the fifth in a series of

national level population and health survey conducted as part of the global

designed to provide data to monitor the population and health situation in

Ghana as a follow-up of the 1988, 1993 and 1998 GDHS surveys. The 2003
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data sets were downloaded in STATA format for further processing according 

to the purpose of the study.

the participants were

Demographic and Health Surveys (DHS) programme. The surveys were

online

http://www.measuredhs.com, the official DHS website. Upon approval, the

The 2003 and 2008 GDHS datasets contain large nationally

some emotional responses,

http://www.measuredhs.com


and 2008 GDHS survey like other DHS surveys were based on a cross

population were obtained.

the first stage involving the selection of clusters using systematic sampling

probability proportional to population size. This was based on an

updated master sampling frame constructed from the 2000 Population and

Housing Census, purposely to produce separate estimates for key indicators

for each of the 10 regions of Ghana. To ensure representativeness, the second

stage involved the systematic sampling of the households listed in each cluster

(GSS et al., 2009; Ghana Statistical Service (GSS), Noguchi Memorial

Institute for Medical Research (NMIMR), 2004).

In the 2003 GDHS survey, a nationally representative survey of 5,691

conducted, while in 2008, total of 4,916 women age 15-49 and 4,568 men age

15-59 from 6,141 households were interviewed. A total of 412 clusters were

covered throughout Ghana in both the 2003 and 2008 surveys. Clusters were

selected using systematic sampling with probability proportional to size. In

both cases, data collection took place over a three-month period. The 2003

survey took place from late July to late October, whereas the 2008 survey took

place from early September to late November of the same year (GSS et al.,

2004, 2009).

Although five GDHS surveys (1988, 1993, 1998, 2003 and 2008) have

been conducted since the inception of DHS surveys in Ghana, the decision to
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based on

women age 15-49 and 5,015 men age 15-59 from 6,251 households were

use the 2003 and the 2008 surveys for this study was mainly data driven.

Both surveys utilized a two-staged stratified sampling procedure, with

sectional design in order to ensure that representative samples of the



Apart from the 2003 and 2008 GDHS surveys which collected anthropometric

data for all categories of women across the country, the earlier surveys (1988,

1993, and 1998) limited the collection of such data to only women who had

had children 5 years prior to the surveys. This excluded other women in their

reproductive ages who had not yet initiated childbearing prior to the surveys.

Consequently, the 2003 and 2008 GDHS surveys were chosen for this

study to enable easy comparability of socio-demographic predictors of

overweight and obesity across a representative sample of women groups in

their reproductive ages across Ghana. Choosing both surveys also allowed for

the identification of patterns or trends over the two survey periods. According

to GSS et al. (2009), while most of the nutritional status indicators for women

age 15-49 remained stable between 2003 and 2008, overweight or obese

increased from 25% to 30% over the same period, thereby, providing impetus

for further analysis as done in the current study.

Apart from being the most recent edition of GDHS, the 2008 survey in

particular had questions bordering on behavioural antecedent to overweight

and obesity. All respondents interviewed in the GDHS 2008 were asked a

series of questions on vigorous physical activity, hours of rest including naps

and sleep both during day and night, and average consumption of water, fruits

vincorporated, in part, to assess the Regenerative Health and Nutrition (RHN)

programme initiated by the Ministry of Health in 2006 to help reduce the

increasing burden of non-communicable diseases in Ghana (GSS et al., 2009).

Hence, the 2008 survey enabled the estimation of behavioural factors

110

and vegetables. Unlike in the preceding surveys, these questions were



associated with overweight or obesity across women groups in Ghana in this

study.

large and rich pool of data on various socio-demographic, behavioural and

purpose of this. The savings in terms of time and cost can also not be

overemphasized.

Analytical Sample

were interviewed in both the 2003 and 2008 rounds of the GDHS survey. A

total of 5691 and 4916 women were interviewed in 2003 and 2008,

respectively. As shown in Figure 3, this was further stratified according to the

two main groups of women (childbearing and non-childbearing) considered in

accordance with the purpose of the study. As typically done in obesity studies,

pregnant women and lactating mothers were excluded from the study sample

Women with incomplete

anthropometric information were also excluded from the sample.

The final sample for analysis, therefore, consisted of 4711

(childbearing women, 3252; non-childbearing women, 1459) and 4075

(childbearing women, 2671; non-childbearing women, 1405) women from the

2003 and 2008 GDHS datasets, respectively.

Ill

In all, both GDHS (2003 and 2008) datasets, like all others, provided a

Anthropometric data of women were collected for all eligible women who

to avoid biased anthropometric estimates.

anthropometric characteristics for further analysis in congruence with the



Childbearing women

3,262
3,895 1,6541,796

1,459

3,252

igure 3: Selection of Analytical Sample
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Non-childbearing 
women

Non-childbearing 
women

Childbearing 
women

Analytical sample of 
childbearing women 
(excludes pregnant 
women, less than 3 

months lactating 
mothers, and women 

with incomplete 
anthropometric data)

Analytical sample of 
non-childbcaring 
women (excludes 

pregnant women and 
with incomplete 

anthropometric data)

Analytical sample of 
childbearing women 
(excludes pregnant 
women, less than 3 

months lactating 
mothers, and women 

with incomplete 
anthropometric data)

2,671

2008 Survey 
All women interviewed 

4,916

2003 Survey
All women interviewed

5.691

Analytical sample of 
non-childbearing 
women (excludes 

pregnant women and 
women with 
incomplete 

anthropometric data) 
1,405



Definition of Variables

Dependent Variable

Anthropometric data

respondent of both the 2003 and 2008 GDHS surveys were collected. One

nutritional status indicator that

weight in kilograms divided by the square of height in

meters, the BMI is used to measure thinness or obesity based on standard

30

The dependent variable for the study was, therefore, derived from the

BMI data of women that were interviewed in both surveys. The data had two

implied decimal place which had to be divided by 100 to produce the typical

BMI estimates. Using the WHO standard cut off of BMI of 25.0 and above to

indicate overweight or obesity,

dependent variable (overweight or obesity) for this study. Women with BMI

of 25.0 or above were considered as overweight or obese and coded “1”, while

those below the BMI of 25.0 were considered otherwise and coded “0”. All

This classification was mainly data related. Preliminary analysis based

obese categories in order to obtain more robust estimates. Secondly, a BMI
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2 2
18.5-25 kg/m ; overweight, BMI of 25-29.9 kg/m ; and obese BMI

2
(BMI > 30 kg/m ) category. It was more prudent to merge the overweight and

2 
kg/m ).

cases with missing data were excluded.

2
WHO (1997) cut offs (underweight, BMI < 18.5 kg/m ; normal weight, BMI

was computed based on these data was the

on BMI indicated traces of asymmetry, particularly for those within the obese

2
threshold of at least 25 kg/m has been identified to be associated with an

BMI. Defined as

a binary outcome was generated as the

on weight and height measures of each



elevated risk of mortality and NCD morbidities (WHO, 2015). Thus, this

classilication still allowed for the estimation of the problem of excess body

weight. Since the undeiweight (BMI

did not present any foreseeable challenges to the estimations thereof.

Independent Variables

conceptualised as independent variables. In accordance with the conceptual

framework guiding the study, the independent variables were then grouped

into predisposing; enabling; reinforcing; environmental; and behavioural

factors. Predisposing factors included age, highest education, marital status,

occupational status, wealth status and parity. The three main forms of mass

media (print, radio and television) in Ghana were considered as enabling

factors; while ethnicity and religion were the factors considered as reinforcing

factors.

Environmental factors included residence setting (rural/urban) and

region (the 10 administrative regions of Ghana). The behavioural factors

considered were contraceptive method use, days of physical activity per week,
♦

alcohol consumption per week, days of fruits, and vegetable in take per week,

cooking oil use and glasses of water intake per week. These groups of factors

levels to determine an individual’s risk of becoming overweight or obese.

Where necessary, some of the independent variables were transformed
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2
18.5 kg/m ) and normal weight (18.5-

2
25 kg/m ) were not the prime focus of this study, collapsing the two categories

as stipulated by the conceptual framework operate and interact at various

or recoded in order to make the analysis manageable and to facilitate

Characteristics of the women from the two surveys were



ten year interval: 15-24, 25-34, 40-44, and 45+.

Highest education was based

respondent and was grouped into four categories: no education, primary,

middle/Junior secondary school (JSS) and secondary/higher education. Three

(those married and those living together), and previously married

(divorced/widowed).

Occupational status was grouped thematically into five categories:

unemployed, professional/managerial, sales/trade, agricultural and manual.

The DHS wealth quintile approach for measuring household wealth was

proxy for the wealth status categories: poorest, poorer, middle,

rich and richest. Based on the number of children a woman had, parity was

grouped into: 1-3, 4-6, and 7+. Exposure to mass media was broken into print

week) and high exposure (almost every day).

With regards to ethnicity, the four major ethnic groups (Akan,

Ga/Adangme, Ewe, Mole-Dagbani) in Ghana were maintained, while minority

groups including Guans, Gruma, Mande, Grussi and other unspecified groups

into; Catholic,religion Protestants,categorizebasis to

Pentecostal/Charismatic, Muslim, Traditional and no religion. To take into

account the effect of urbanization, residence setting was categorized into rural

and urban. For region of residence, all the ten administrative regions (Western.
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adopted as a

was categorized into three: no exposure, moderate exposure (at least once a

comparison across the two survey years and women groups. To that regard.

categories were created for marital status: never married, marricd/cohabiting

were grouped together as “Others”. Broad group classification was used as a

age was grouped using a

on the highest level completed by each

(newspaper or magazine), radio and television. Each channel of mass media



Central, Grcater-Accra, Volta, Eastern, Ashanti. Brong-Ahafo, Northern,

Upper West and Upper East) of Ghana were considered.

contraceptive methods use was grouped into: none, modern and traditional.

Days of physical activity per week, days of fruits in take per week, and days of

vegetable in take per week were each put into three categories: none, 1-3, and

4-7; whereas alcohol consumption per week was grouped into: none, once and

twice*. Palm oil, fortified vegetable oil (including “frytol”), other vegetable

oil, shea butter, and other oils were the classifications for type of cooking oil

use. Glasses of water intake per week were grouped into: <6, 6-7, and 8+.

Analytical Strategies

In analysing data collected using complex survey designs such as in

the case of DHS, it is always important to take into consideration the survey

design so as to obtain unbiased point estimates and accurate confidence

intervals (Eltinge, Parsons, & Jang, 1997; Sukasih & Ave, 1989). With an in

built feature for estimating accurate standard errors where the sample has been

drawn using clusters, stratification and unequal weights use, STATA 11.0

software was deemed appropriate and used for all analyses of quantitative data

in this study. In order to ensure representativeness and to correct for non

response, all the data used in this study were weighted. The complex survey

design was also taken into consideration in the analyses, using the SVY

command in Stata.

This study mainly focused on two groups of women: childbearing
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women, and non-childbcaring women. For the purpose of this study, a

In terms of die behavioural factors considered in the study,



childbearing woman was conceptualized as any woman who reported that she

had given birth to and/or still had live child/children at the time of the survey;

while

reported that she had never given birth to a child/children at the time of the

according to the two women groups. Given that the core analytical strategy in

two groups of women, childbearing and non

childbearing, the models were run separately for both groups within each

survey year. The analyses were conducted in two phases, in line with the

objectives of the study.

The first phase of the analyses sought to assess the socio-demographic

determinants of overweight or obesity. Both the 2003 and 2008 GDHS surveys

were utilized at this phase to enable comparison across the two women groups

and both surveys. The second phase sought to assess the behavioural

determinants of overweight or obesity, however, such data was not captured in

the 2003 survey. For this reason, only the 2008 dataset was utilized in the

second phase of the analyses. Nonetheless, the dataset was still useful for

comparison patterns between the two women groups.

Univariate, bivariate and multivariate analyses were the three levels of

analytical strategies employed in this study. At the univariate level, descriptive

statistics were used to analyse and present results of all variables considered in

analyses involved the use of cross-tabulations between each of the various
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a non-childbearing woman was conceptualized as any woman who

independent variables and the dependent outcome of interest (overweight or

the study. Frequencies, percentages, mean and standard deviation were the

survey (GSS et al., 2009). In view of this, all analyses were stratified

this study focused on

main statistical tools used in the analyses at this level. The bivariate level



relationships between the two sets of variables al this stage of the analyses. In

order to estimate the nature, strength and direction of association between the

independent variables (socio-demographic, and behavioural factors) of interest

and the dependent variable (overweight or obesity), it was necessary to use

multivariate analysis in the final level of analyses.

For the multivariate analysis, binary logistic regression was the main

statistical tool used to estimate the nature and strength of associations between

the independent variables and the dependent variable. The choice of this

regression was mainly driven by the fact that the dependent variable

(overweight or obesity) was constructed as a binary outcome. Binary logistic

regression is a robust regression option that does not necessarily require

independent variables to be normally distributed, or have equal variance in

each group. Likewise the dependent variable needs not be normally

distributed. In addition, it does not assume a linear relationship between the

independent and dependent variables.

With the conceptual framework of the study as a guide, four binary

demographic factors (age, highest education, marital status, occupational

status, wealth status and parity), which

factors. The sequence followed in accordance with the conceptual framework

model 2;
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with enabling factors (print, radio and television media) in

logistic regression models (Models 1, 2, 3 and 4) were ran sequentially in

order to estimate the socio-demographic factors associated with overweight or

were conceptualized as predisposing

obesity among women in Ghana. The first model featured the socio

reinforcing factors (ethnicity and religion) in model 3; and environmental

obesity). Chi-square test of independence was used to estimate the



included in that sequence to examine their various effects, and whether or not

they alter the magnitude and direction of the effects of the socio-demographic

factors on overweight or obesity.

Similarly and still driven by the underlying conceptual framework, five

binary logistic regression models (Models 1, 2, 3, 4 and 5) were ran

sequentially in order to estimate the behavioural factors associated with

overweight or obesity among women in Ghana. However, in this series, the

first model featured the behavioural factors (contraceptive method use, days of

physical activity per week, alcohol consumption per week, days of fruits, and

and glasses of water intake per

week) under consideration. In model 2, environmental factors (residence

setting and region) were tailored in, followed by predisposing factors (age,

highest education, marital status, occupational status, wealth status and parity)

in model 3; enabling factors (print, radio and television media) in model 4; and

reinforcing factors (ethnicity and religion) in model 5.

The final models in each sequence of binary logistic regression models

demographic factors, and the behavioural factors on overweight or obesity

among women in Ghana.

Qualitative Data

In order to understand the issue of overweight and obesity more

broadly, primary qualitative data
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were collected using in-depth interviews with

vegetable in take per week, cooking oil use

were used to assess and interpret the overall effects of both the socio-

factois (icsidcnce setting and region) in the final model. The variables were

various women. Concordant with the research design (explanatory sequential



for the qualitative data

was to elaborate on some of the observations that emanated from the

quantitative analyses, and to explore in detail issues that could not be covered

using quantitative data (Creswell, 2009, 2012). In-depth interviews were used

because it was important to understand in detail the meanings, experiences.

that have to do

with overweight or obesity.

Study Areas

The selection of study areas for the qualitative study was inspired by

the explanatory sequential mixed methods research design adopted to guide

the study. As indicated earlier, in this design, qualitative data collection is

often based on and/or follows analyses of quantitative data. In that light, the

selected on purpose for

The two regions were chosen based on

the results (see Table 3) of the quantitative data analyses of this study.

From the analyses of the quantitative data, Greater-Accra Region

obesity across the

two women groups in the two surveys. This region happens to be the home

region of the Ga/Adangbe, which

prevalence of overweight or obesity from the quantitative results. Again using

the results of the quantitative analysis

selected because it had low prevalence of overweight or obesity.

The Northern Region is home to the Mole-Dagbani ethnic group which

recorded the lowest prevalence of overweight or obesity in the analyses. More
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and perspectives of the women themselves concerning issues

conducting interviews with women.

was also the ethnic group with the highest

consistently had the highest prevalence of overweight or

as a basis, the Northern region was

mixed method) guiding the study, the intention was

Greater-Accra and the Northern regions were



so, it was observed from the multivariate analyses that the Northern Region

overweight or obese. The above factors provided sufficient justification for

attempt to explore issues that could not be

explored using quantitative data.

For ease of survey implementation, the Accra metropolis was selected

as proxy for the Greater Accra region. In order to explore the influence of

purposely chosen since it is the capital city and largest urban centre in Ghana.

Accra was also chosen because studies have consistently reported higher

prevalence of hypertension in Accra and have linked the problem to obesity

(Amoah, 2003a; Awuah, Anarfi, Agyemang, Ogedegbe, & Aikins, 2014).

More specifically, two (Labone and Teshie) communities within the Accra

metropolis were selected for the study. Labone, a high-class urban housing

area was chosen in contrast to Teshie, a lower-class indigenous community of

Accra (Amoah, 2003a).

As the capital of the Northern Region (and perhaps northern Ghana),

Tamale is described as Ghana’s third city and the fastest growing city in West

Africa. Due to its central location in Northern Ghana, Tamale serves as a hub

for all administrative and commercial activities in the Northern Region. Its

the three northern regions (Upper West, Northern, and Upper East) of Ghana.

With the Northern Region recording some of the lowest rates of overweight or

obesity from the results, Tamale

depth the views of women on the phenomenon under study.
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diverse population mainly reflects that of the Mole-Dagbani people found in

selecting the two regions in an

lifestyle changes associated with urbanization and modernisation, Accra was

was deemed a suitable proxy to explore in

was the only region with consistently significant lower odds of women being



A purposeful sampling method was employed because the method uses

pi edetermined criteria, allowing for adequate information to be provided by

to ensure rich or detailed data (Morse, 2005). Considering

that this aspect of the study was not intended to be generalizable, but rather to

describe (in-depth) the perceptions of women, the purposive sampling

approach ensured that participants relevant to the study were chosen. Inclusion

criteria were: (a) female age 15-49; (b) Ga/Adangbe

resident in respective study areas; (c) speak English; (d) willing to offer

consent and participate in 45-60 minute audio taped interviews; (e) willing to

have anthropometric measurements taken. To avoid biases in anthropometric

measurements and possible inconveniences, pregnant and lactating women

were excluded from this aspect of the study.

No sample size was assigned a-priori, hence, participants were

recruited until saturation was reached (Griffin, 2000). Saturation occurs in in

participants do not vary substantially from earlier responses. Nonetheless,

theoretical limits for determining saturation for qualitative studies differ.

phenomenological studies. Others have observed much smaller participants

could lead to saturation. For instance, Guest (2006) indicates that six

interviews could be sufficient for the development of meaningful themes and

interviewing a total of 36 women (19 from Accra and 17 from Tamale) who

suited the stipulated criteria for recruitment into the study.
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According to Creswell (1999), 25 participants could lead to saturation in

Sampling Technique

interpretations of qualitative data. In this study, saturation was reached after

respondents so as

or Mole-Dagbani and

depth studies when no new themes emerge or when responses from the



Method of Data Collection

Interviews were conducted as the method of collecting primary

structure, from ‘‘unstructured” to highly “structured” (Harrell & Bradley,

2009). For the purpose of this study, semi-structured interviews were used to

permit a deeper coverage of some of the issues identified from the quantitative

analysis, as well as pertinent themes identified in the literature concerning

overweight and obesity.

This method was also used because it provides the respondent with the

flexibility to express their definition of issues, while at the same time

providing an opportunity for a detailed account of their opinions, attitudes and

overweight and obesity). In addition, the semi-structured interview method

allows respondents to provide responses that reflect both the historical and

present social situation, as well as the values held by their society (DiCicco-

Bloom & Crabtree, 2006; Harrell & Bradley, 2009).

Research Instrument

Considering that the semi-structured interview method of data

collection was chosen for the qualitative aspect of the study, an interview

the instrument for the purpose. The development ofguide

informed by the objectives of the study, extant

literature on the subject and the results of the quantitative data analyses. The

designed to collect some background

information of the participants. Such background information included: age.
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was developed as

first section of the interview guide was

the interview guide was

qualitative data for the study. On a continuum, interviews can range in

experiences concerning the phenomenon being discussed (in this case



level of formal education, marital status, ethnicity, occupation, and number of

children.

anthropometric measures of height and weight of participants

The second section consisted of open ended questions that sought to

explore the main issues of interest of the study. Five thematic areas were

covered in this section: meaning and definition of overweight and obesity;

possible causes and implications of overweight and obesity; attitudes relating

to overweight and obesity; body size perceptions and preferences; and

practices relating to weight gain/loss. The last section of the guide sought to

explore the closing thoughts of the participants.

Pre-testing of Interview Guide

Pretesting was conducted on eleven (11) women in Cape Coast in the

Central region of Ghana out of convenience. Secondly, as the nearest large

urban centre to Accra, there is some level of diffusion of city (Accra) lifestyles

into Cape Coast. These participants were similar to the target population. In an

effort to improve the interview guide, the participants were asked: 1) what

does the question mean to you?; 2) is there a better way of asking it?; and 3)

modification or

dropping of some of the questions. It also helped in estimating the amount of

time for the interviews.
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pretesting strategies employed. The pre-testing helped in

do you understand this question? Thinking and talking aloud were additional

to recordAdditional space was provided in this section



Data Collection Procedure

The recruitment strategy used was mainly the canvassing method. In

each study site, the researcher would walk around looking out for women who

suited the criteria for inclusion. The canvassing was done bearing in mind the

views and experiences on overweight and obesity. Once a potential participant

participants were asked to determine the date, time and venue of their

convenience for interviews.

As typically done in qualitative research, all interviews were conducted

by the researcher after obtaining informed consent from each participant.

Participants were reminded of their rights outlined in the consent form and

assigned an identification number to assure anonymity before each interview

began. All interviews were held in a convenient location for the participant.

The participants were encouraged to feel free to express their opinions on the

various issues that would be discussed. They were also assured that their

responses were very important and that there were no wrong or right answers.

their views, a casual style was employed during the interviews. During the

interviews, the aim was to exhaust the question routes in one thematic area

before moving on to the next. However, some level of flexibility was allowed
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need to recruit women with varied weight statuses in order to obtain varied

approximately 45-60 minutes. To make the participants feel at ease to express

was identified, the researcher explained his role and the purpose of the study,

while at the same time attempting to build rapport. Interested potential

Unrelated topics were raised in some cases but participants were politely

to cater for spontaneous but valuable additions or digressions by participants.

The interviews were conducted privately with each lasting



valuable in eliciting depth of details in the interviews. The ‘uh-huh’ probe, the

effect. All interviews were audio-recorded so that attention could be paid to

taken during the interviews; however, these were rather sketchy.

To explore their subjective versus objective assessments of their

BMI classification, the weight of each participant was

measured at the end of each interview. A digital heavy duty floor scale was

used. Participants were each requested to remove any objects from their

pockets and also their shoes or sandal, watches and jewellery in order to obtain

unbiased measures. They were then requested to step on the scale and remain

still while the reading was taken. The measurements were taken to the nearest

kilogram.

Similarly, measurements of height were taken from each participant

stand barefoot with their back and legs straight and eyes looking straight ahead

for the measurements to be taken to the nearest centimetre.

Data Analyses

Analysis began from the time the initial interview was conducted. This

was done in order to familiarize with the kind of data being generated and to

help improve questions

quality of data. The six steps prescribed by Creswell (2009) were followed in
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weight status based on

or ask questions in different ways so as to improve the

using a foldable stadiometer. Each participant had to remove their shoes and

the analysis procedure. At the first step, the audio recordings were transferred

silent probe, and the echo probe (Bernard, 2012) were mostly used to that

steered back to the main issue without truncating the flow. Probes were very

non-verbal cues such as fidgeting, hesitations or long pauses. Notes were also



Windows Media player to enable easy control of audio playback. Eachonto

recording was played back and transcribed verbatim using Microsoft Word

2007. Control of the audio playback ensured accurate transcriptions of the

read line-by-line to ensure the transcript was credible. All of the transcripts

while making reference to field notes where necessary.

The coding process began with the third step. Codes were written in

the margin of each transcript and organised into categories using terms from

the actual language of the participants (Creswell, 2009). In the forth step,

recurrent codes were used to develop themes and subthemes, which became

the major headings in the results. The fifth step involved connecting the codes,

themes and subthemes to ensure consistency. Relevant quotes were extracted

from the transcripts to illustrate and shed light on the themes discussed to

represent the findings. The final step involved interpretation of the data.

Data Quality Concerns

trustworthiness. Trustworthiness of qualitative research has to do with the

extent to which the findings are representative of the reality of the experiences

reported in the study (Lietz & Zayas, 2010; Lincoln & Guba, 2009). Thus,

employed in this study to guard against bias and

improve trustworthiness of findings.

Credibility deals with ensuring accurate description of participants’

views. One way to ensure this is through member checking, which involves
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interviews. This was followed by the second step where each transcript was

various approaches were

were reviewed multiple times to familiarize with the data. This was done

Data quality concerns in qualitative research revolve around



CHAPTER FIVE

SOCIO-DEMOGRAPHIC FACTORS ASSOCIATED WITH

OVERWEIGHT AND OBESITY AMONG WOMEN IN GHANA

Introduction

Overweight and obesity remain threats to the health and wellbeing of

populations in the developed world, but increasingly so in developing

faced with fighting infectious morbidities,

morbidities such as cardiovascular disease, diabetes, cancers among others

(WHO, 2015). A myriad of factors have been identified as propellers of the

increasing prevalence of overweight and obesity in developing countries

including rapid urbanization and westernization. Nonetheless, to address

overweight and obesity, it becomes necessary to identify at risk population

sub-groups for targeted and easy deployment of strategies of remedy.

This chapter discusses the socio-demographic factors associated with

overweight or obesity among women in Ghana by focusing on two population

groups of women: childbearing women and non-childbearing women. The

reason is to determine how various socio-demographic factors affect the

development of overweight and obesity among women, as well as how these

factors compare across the two sub-groups of women. The overall aim is to

extend the frontiers of our understanding of overweight and obesity among

women in Ghana.

The analyses for this chapter draws on data from the two most recent

rounds (2003 and 2008) of the GDHS, which are nationally representative
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as well as obesity related

countries in recent decades. Developing countries in particular are therefore



nationally representative data provides

demographic factors associated with overweight or obesity across

spectrum of women in Ghana to aid in the development of more tailored

interventions. The choice of the two survey rounds provides room for

observing consistency or otherwise of patterns over the survey periods.

information for the purpose of this study, followed by BMI distributions of

women. Next, bivariate associations between various socio-demographic

factors and overweight or obesity are assessed. Finally, results of multivariate

logistic regression models to estimate the odds of overweight or obesity by

various categories of socio-demographic factors are presented.

Socio-Demographic Characteristics of Respondents

This section describes various socio-demographic characteristics of

complete information for the purpose of this study. Table 1 shows socio

In both 2003 and 2008, there were more childbearing women in the age groups

above 24 years, whereas more non-childbearing women were below 24 years.

For example, in 2008, 85% of childbearing women were in the age group

84% 15-24compared with group.ageabove
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demographic characteristics of each of the women groups by year of survey.

an opportunity for studying socio-

a broad

childbearing and non-childbearing women aged 15-49 years who had

background socio-demographic characteristics of women with complete

samples ol Ghanaian women in their reproductive ages (15-49). Such

24 years in the

The rest of this chapter proceeds with a description of the general
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ten childbearing women in both 2003 and 2008.

dramatically in both groups of women.

Given the close association of marriage with childbirth, a majority of

childbearing women reported being in marital unions in the two surveys while

surveys, there seems to have been some occupational mobility, particularly

among childbearing women. The percentage of childbearing women in

agricultural and manual occupations decreased, respectively, from 41% and

15% in 2003 to 36% and 8% in 2008. On the other hand childbearing women

in sales/trade and professional/managerial increased, respectively, from 27%

and 8% in 2003 to 37% and 11% in 2008. However, more than half of non

childbearing women were unemployed in both 2003 and 2008.

In terms of household wealth status, childbearing women seem to be

and 2008. In both years, about four in ten childbearing women were in the two

poorest wealth quintiles compared with about two in ten non-childbearing

women

136

compared to about four in

between 2003 and 2008. Residence setting varied between the two women

Between the two surveys, educational attainment seems to have improved

women. Overall, the wealth status of women in both groups improved slightly

more economically disadvantaged than non-childbearing women, both in 2003

non-childbearing women had educational attainment beyond the primary level

With icgaids to educational attainment, non-childbearing women were

better educated than childbearing women in both 2003 and 2008. Seven in ten

the opposite was the case for non-childbearing women. Between the two

groups across the two survey periods, with childbearing and non-childbearing 

dominating urban and rural settings, respectively. In both 2003 and



drawn from the Greater-Accra Region in 2003 and 2008. In terms of ethnicity,

preponderant. With the exception of Ga-Adangbe, the

Akan group accounted for more than twice all other ethnic groups in 2003 and

with Pentecostal/Charismatic denominations in both surveys. Overall, in both

surveys (2003 and 2008) and women groups (childbearing and non-

other religious groups.

Perhaps as

much lower among childbearing women than

non-childbearing women in both surveys. For example, 1.4% of childbearing

childbearing women in 2008. By contrast, non-childbearing women had high

about 87% of non-childbearing women had moderate to high exposure to radio

similar to that of print media between 2003 and 2008 for both

women groups.
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2008 and across the women groups. Almost all the women were affiliated with

exposure was

mote than half of non-childbearing women were resident in rural settings.

exposure to print media was

the Akan group was

exposure to radio than childbearing women. In the most recent survey (2008),

compared with 83% of childbearing women. Again, the pattern of television

childbearing), there were more Christian religious groups, compared with

a reflection of educational attainment, frequency of

2008. On the contrary, the highest proportion of non-childbcaring women was

The highest proportion of childbearing women was drawn from the

women had high exposure to print media compared with 5.3% of non-

one religious group or the other, with a greater proportion of them affiliated

Ashanti Region and the lowest from the Central Region in both 2003 and

2008, over a third of childbearing women were resident in urban settings while



Given that the

paiities reduced between the two surveys.

Prevalence of Overweight or Obesity

Childbearing women on the average had

childbearing women, with general increases in the BMI of women between

2003 and 2008, as indicated in Table 2. In 2003, the mean BMI of

childbearing women was about 23.4 (±4.8) compared with 21.9 (±3.6) for

non-childbearing women, increasing to 24.0 (±5.0) and 22.2 (±3.9) for

childbearing and non-childbearing women, respectively.

Based on the WHO BMI classifications, a similar pattern was observed

for the prevalence of overweight and obesity for the two groups of women in

overweight or obese compared with 15% on non-childbearing women in 2003.

obese while that of non-childbearing women increased to about 18%.

Socio-Demographic Predictors of Overweight or Obesity

This section explores socio-demographic factors that might determine

overweight and obesity among women in Ghana. The first part of this section

bivariate level analysis and uses chi-square test to examine therepoils on

138

reported for only childbearing women in this 

study. The percentage of childbearing women who had 1-3 children increased

two women groups were stratified based on their 

childbearing status, parity is

by 17 from 2003 and 2008. Overall, the proportion of women with higher

a higher BMI than non-

both surveys. More than a quarter (27%) of childbearing women were

By 2008, about a third (34%) of childbearing women were overweight or
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associations between

purpose of this study between the 2003 and 2008 GDHS surveys. The second

part reports on further analysis conducted using multivariate logistic

regression models

characteristics and overweight or obesity.

Table 3 shows the proportion of overweight or obese women in each

respective group by socio-demographic factors including age, education,

marital status, occupation, wealth status, residence setting, region of residence,

ethnicity, religion, media exposure and parity. The results reveal that with the

exception of print media exposure, religion and parity, in each women group,

socio-demographic factors are significantly associated with overweight and

each women group generally increased with age up to the 35-44 age groups,

with higher proportions recorded among non-childbearing than childbearing

15-24 age group to 40% in the 35-44 age group; while for non-childbearing

Comparing the two women groups between the two surveys, education

to have a stronger effect on overweight or obesity for childbearingseems

than non-childbearing women. For instance, in 2003, more than halfwomen

140

obesity, in both 2003 and 2008. The proportion of overweight and obesity in

women in each age group between 2003 and 2008. In 2008, the proportion of

overweight or obesity among childbearing women increased from 13% in the

overweight and obesity. The analysis stratifies women according to their

lespective groups (childbearing women and non-childbearing women) for the

women it increased from 14% to 47% in the same age groups, respectively.

socio-demographic characteristics of women and

to estimate association between socio-demographic
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women. A similar pattern was observed i

previously married women in 2003, with higher proportions among non-
i

By 2008,

increased by 10%, while for non-childbearing women higher proportions were

observed among those in marital unions.

With regards to occupation, in 2003, overweight or obesity was more

likely among non-childbearing women sales/trade than their counterparts in

agricultural occupations. The results for 2008, however, contrasted that of

2003, with overweight or obesity more likely among childbearing women in

sales/trade than those in agricultural occupations. In the same year (2008),

overweight or obesity did not differ between those in professional/managerial

and sales/trade occupations for non-childbearing women.

obesity, with the proportions among childbearing women more than doubling

those of non-childbearing women across the wealth quintiles, in both 2003 and

2008. For example, in the most recent survey (2008), over a third of

the richest wealth quintile compared with

quarter of non-childbearing women in the same group were

147

Wealth status appears to have a strong positive effect on overweight or

approximately a 

overweight or obese. Overall, the proportions of overweight or obesity across 

wealth quintiles for each group of women increased between 2003 and 2008.

likely among childbearing women in professional/managerial jobs and more

 ---------- in 2008 with slight variations. In

terms of marital status, overweight or obesity

one quarter of non-childbearing

of childbcaiing women who had attained secondary level education and above 

were overweight or obese compared with

was more likely among

obesity among previously married childbearing womenoverweight or

childbearing women (40%) than childbearing women (31%).

childbearing women in



among non-childbearing women it ranged from 3% in the Northern Region to

25% in the Greater Accra and Central Regions. Almost the same pattern is

observed for 2008. Apart from the Western and Central Regions, overweight

or obesity generally increased in each women group between 2003 and 2008

for all regions.

With the exception of Akan childbearing women in 2008, overweight

Protestants were more likely to be overweight or obese compared with other

religious groups in both women groups and surveys, except for non

childbearing women in 2008. Across all three media indicators, the likelihood

obese increased with level of exposure among both

childbearing and non-childbearing women, in 2003 and 2008. For instance, for

childbearing women in 2008, overweight or obesity increased from 20%

those with no exposure to television to 53% among those with highamong

further assessed using multivariate level analysis. With aobesity was

148

i

settings in each group of women, and generally 

increased between the 2003 and 2008.

j

childbearing women, proportion of overweight or obesity ranged from 7% in

Overweight or obesity also varied 

significantly by region of residence between the two women groups. Among

j
!

or obesity was more likely among the Ga/Adangbe than all other ethnic group

of being overweight or

i
i

in both women groups and surveys. In terms of religious affiliation,

the Upper East Region to 61% in the Greater Accra Region in 2003; while

exposure. As expected, overweight and obesity increased with parity.

The association between socio-demographic factors and overweight or

The icsults in Table 3 indicate that overweight or obesity significantly 

vaiied by lesidence setting. The proportions in urban settings more than 

doubled those of rural



were run separately for each women group and

sutvey year. The aim was to estimate the odds of overweight or obesity by

each of the respective categories of the socio-demographic factors considered

predisposing factors. Enabling factors were added in Model 2, followed by

results are shown separately for women groups in 2003 (Table 4) and 2008

(Table 5).

found between overweight or obese and all respective age categories for

childbearing women. Except for women age 45 years and above, the pattern

observed for non-childbearing women was similar to that observed for

childbearing women in both surveys. Overweight or obesity significantly

varied with educational attainment across the two surveys and women groups.

However, for those with secondary or higher education in 2008, overweight or

obese was significantly associated positively with all categories of educational

attainment among childbearing women.

In the same model (1), among the two women groups in 2003,

>

The results for model 1 in 2003 indicate a significant positivemarried.

between overweight or obesity and both groups of women inassociation
■

149

overweight or obesity was significantly associated positively with being 

married/cohabiting and previously married, compared with never being

conceptual framework of the study 

logistic regression models

j 
j

!
!

i

as a guide, a sequence of four (4) binary

l

55

reinforcing and environmental factors in Models 3 and 4, respectively. The

In Model 1, in 2003 and 2008, a significant positive association was

in this study. Model 1 featured socio-demographic factors considered as
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of the

positive significant association between wealth

status and overweight or obesity, and this seems to be sustained between 2003

and 2008. Among childbearing women, overweight

significantly associated with all wealth status categories in both surveys,

except the poorer wealth quintile in 2008. On the other hand, among non

childbearing women, the association between overweight or obesity was

significant only for the two higher (richer and richest) wealth quintiles, and

this association was sustained between 2003 and 2008.

non-childbearing women in sale/trade in 2003, the addition of media exposure

respective models.

157

obesity was significantly associated positively with 

being in sales/trade and professional/managerial occupations.

With the exception of childbearing women with secondary/higher and

to 6.5 (p<0.0l)the same

same year, overweight or

The results show a

agricultural occupations. In 2008. none

cupation categories was significantly associated with overweight or obesity 

among childbearing women. However, among non-childbearing women in the

sales/trade occupations, and by 

childbearing counterparts in

or obesity was

direction nor

(print, radio and television) as enabling factors in Model 2 neither changed the 

significance of associations found between the socio-

contiast a significant negative association with their

demographic factors and overweight or obesity in the previous model (1) for 

both women groups and surveys. However, the strength of association either 

increased or reduced marginally for the predictors identified in Model 1. For 

example, in 2008, among childbearing women, the odds of being overweight 

or obese among those aged 35-44 increased from about 5.3 (p<0.01) in Model 

1 to 5.8 (p<0.01) in Model 2, while the odds reduced from about 8.1 (p<0.01)



obesity was also significantly more likely

among non-childbearing women with high television exposure in 2003. The

above associations between overweight or obesity and media exposure were,

however, not statistically significant in 2008. Rather, childbearing women

obesity in 2008.

included as reinforcing factors.

In terms of ethnicity, overweight or obese was significantly

with childbearing women of the Ga/Adangbe and Ewe ethnic groups in 2003

childbearing women,

2008.

158

I

i

In Model 3, ethnicity and religion were

and 2008, respectively. By contrast, overweight or obese was significantly less 

associated with childbearing women of the Mole-Dagbani ethnic group in

more associated

with high television exposure were more associated with overweight or

women of

I icii small modelating effect on the socio-demographic factors 

three forms of media exposure varied significantly across the 

women gioups and surveys in terms of their association with overweight or 

obesity. In ~003, overweight or obesity was significantly associated positively 

with childbearing

2003. With regards to religion, in 2003, significant lower associations were 

observed between overweight or obesity and childbearing

Traditional religion and those with no religious affiliation. Among non

overweight or obese was positively associated with

Catholics in both 2003 and 2008, as well as Muslims and Traditionalists in

women having high exposure to print media, but 

significantly associated inversely with non-childbearing women having high 

radio exposure. Overweight or
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With the exception of some

2008. Similarly, poorer childbearing women and those in sales/trade no longer

became significantly associated with overweight

ethnicity and religion were included in model 3.

In the final model (Model 4), after adjusting for enabling factors

(media exposure: print media, radio and television), reinforcing factors

(ethnicity and religion) and environmental factors (residence setting and

region of residence), the association found between ethnicity and overweight

2008 became statistically insignificant. In addition, the strength of association

improved between overweight or obesity and the significant categories

(Muslim and Traditional) of religious affiliation among non-childbearing

women.

following interpretation of the nature of association betweenThe

childbearing women age 45 years
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all categories in both women gioups

and above. The highest odds were found

or obesity in the previous model (3) for childbearing women in both 2003 and

or obesity in 2003, when

categories of educational attainment.

1 ion and wealth status, the inclusion of religion and ethnicity in Model 

3 had no remarkable effects on the significant associations found between the 

categoiies of socio-demographic characteristics in Model 2 and overweight or 

obesity. The significant positive association between childbearing women with 

middle/JSS education and overweight or obesity observed in the previous

socio-demographic factors and overweight or obesity among the respective 

groups of women in Ghana is based on the results of the full model (model 4). 

Age had a significant positive association with overweight or obesity across 

in 2003 and 2008. except for non

model (2) became statistically insignificant in Model 3 for both 2003 and



The impact of education was more evident for childbearing women

than their non-childbearing counterparts. A significant positive association

was found across all categories of marital status for both women groups in

2003. Compared with never married women, the odds of being overweight or

obese for childbearing women were about over three times (3.5, p<0.01)

observed for non-childbearing women in the same year (2003), although, this

obesity. For childbearing women, in 2003, those

or obese.
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(4.7, p<0.01) of being overweight or obese.

found between the two groups of women

married/cohabiting and previously married, respectively. A similar pattern was

Significant variations were

and between the two surveys when estimating the association between

time, previously married non-childbearing women had the highest probability

occupation and overweight or

about 0.6 times (p<0.01) less likely to become oveiweight

higher and more than two times (2.6, p<0.01) higher than those who were

in agriculture were

or obese, compared with their unemployed counterparts. On the other hand, in 

in professional/managerial and sales/trade

o women in age 35-44 resulting in an inverted U-shapcd relationship 

between age and overweight or obesity among women in Ghana. For example, 

in _008, the odds of being overweight or obese for childbearing women were 

about 4 times (p<0.01) higher for those age 25-34, 6 times (p<0.01) higher for 

those age 35-44 and 5 times (p<0.01) higher for those age 45+ compared with 

those age 15-24.

2008, non-childbearing women

were more than twice (p<0.01) as likely as those unemployed to be overweight



over the two survey periods for the two

respective groups of

reference to those i

ranged from about 1.5 times (p<0.01)

higher for those in

likely than those in the poorest quintile to be overweight or obese in both 2003

and 2008.

With regards to mass media exposure, childbearing women with high

exposure to print media (2.3, p<0.05) in 2003 and television (1.5, P<0.05) in

2008 had greater odds of being overweight or obese compared with those with

who had high exposure to television were more than twice (p<0.01) likely to

who belong to the Ga/Adangbe ethnic group
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the middle quintile to over 4 times (p<0.01) higher for 

those in the richest quintile. For non-childbearing women, those in the two 

upper (richer and richest) wealth quintiles were more than three times (p<0.01)

be overweight or obese. The 2008 results reveal that non-childbearing women

women was wealth status. In 2003 and 2008, with 

in the poorest wealth quintile, the odds of being overweight 

or obese among childbearing women were significantly higher for those from 

the middle to richest quintiles. This

no exposure to both media. Among non-childbearing women in 2003, those

were over two times (2.5,

odds of being overweight or

Catholic faith (1.6, p<0.10) had higher odds of being overweight or obese 

compared, with the reference category (Pentccostal/Charismatic). The results

Another consistent factor

p<0.01) more likely to be overweight or obese than the Akan group.

Religious differences in overweight or obesity were observed between 

childbearing and non-childbearing women in 2003 and 2008. In the former 

(2003), whereas childbearing women with no religion (0.45, p< 0.01) and 

those affiliated with Traditional religion (0.47, p<0.10) had significantly lower 

obese, their non-childbearing counterparts of



found for only withwomen.

the Tradition religion.

overweight or obesity were found between women

in the two groups and surveys. In 2008, urban childbearing women (1.4,

p<0.05) were significantly more likely than their rural counterparts to be

overweight or obese. With Western Region as the reference category,

childbearing women in the Ashanti, Northern, Upper West, and Upper East

Regions were significantly less likely to be overweight or obese in both 2003

and 2008. Among non-childbearing women, apart from those in the Central

Region being about twice more likely to be overweight or obese in 2003, only

those in the Northern Region were significantly less likely to be overweight or

obese in both 2003 and 2008 with reference to the Western Region. It is worth

noting that both groups of women in the Northern Region were significantly

less likely to be overweight or obese in both surveys.

Discussion

higher rates among
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Spatial variations in

non-childbearing

Using the 2003 and the 2008 GDHS data, the socio-demographic 

or obesity among childbearing and non-

m 008 wcic in sharp contrast to those of 2003. with significant associations

over the five year

factors associated with overweight

childbearing women were examined in this chapter. In general, the prevalence 

of overweight or obesity in Ghana increased among the two women groups 

period between 2003 and 2008, with disproportionately 

childbearing women compared with non-childbearing

Compared

Pentecostal/Charismatic Christians, the odds of being overweight or obese 

became ovei three times (3.5, p<0.05) higher for non-childbearing women of



women. The increased

childbirth among women (Gupta, 2012). Should the current trend of

overweight and obesity among women persist, Ghana is likely to face health

challenges including increased prevalence of obesity related morbidities,

increased pregnancy related complications, as well as general and maternal

mortality.

for each women group in each year revealed different combinations of socio

demographic factors significantly associated with overweight or obesity for

each women group and year of survey. While some factors were found to be

significantly associated with overweight

some socio-demographic factors

or

inverted U-shapcd relationship
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were significantly associated with overweightgroup or year of survey, others

or obesity in particular women groups between the two survey years. Yet still, 

were significantly associated with overweight

or obesity irrespective of women

obesity, with higher probabilities among women in the 35-44 age group. This

obesity among particular women groups in particular years.

In this study, age was consistently found to be significantly associated 

with overweight or obesity across both women groups and survey years. An 

was found between age and overweight or

Further analysis using a series of separate logistic regression models

Ghana (Dake et al, 2011; Dake. 2013). as well as 

the rising epidemic of overweight and obesity globally and in low and middle 

income countries such as Ghana (WHO, 2015).

In addition, the higher prevalence found among childbearing women 

compared with non-childbearing women generally supports the existing 

liteiature on the lole of excess weight gain associated with pregnancy and

prevalence is consistent with recent studies on

overweight and obesity in



■

women in this age category would have been exposed to numerous periods of

gestation and postpartum associated changes in diet and physical activity

patterns as were alluded to, and supported by evidence from the in-depth

interviews.

consistently found to be

associated with overweight or obesity was wealth status. Whether in the form

of material resources or income, wealth status provides

individuals to seek the ideal body size expectations of their society. In

expected to prove their high wealth

'I

wealth quintiles.
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i

i

analyses. Most women who initiate childbearing often reach the peak of their 

childbearing career within the 35-44 age bracket, which could explain why

I

i

women aged 35-44 recorded the highest 

probability of being overweight or obese from the results of the 2008 data

Another socio-demographic factor that was

!

II

women age 35-44 had the highest odds of being overweight or obese. As such

a means for

probabilities of overweight or

years as wealth status increased, particularly for those in the richer and richest

developing countries where people are

on weight, wealthier people are more at risk of

finding mimics the expected body weight changes as people grow throughout 

the aging process. Following rapid growth during childhood and adolescence, 

body weight usually increases for women during adulthood and decreases in 

older age (Abdulai, 2010; Morley, 2007)

Again, childbearing

status or success by putting

overweight or obesity. As expected and consistent with previous studies 

(Mattah et al., 2013; Dake et al, 2011) in Ghana, the current study found high 

obesity across the women groups and survey



of overweight

more developed countries are able to afford

gyms) for engaging in exercises to promote their physical fitness (McLaren,

2007).

A significant positive association was uniquely found between marital

status and overweight or obesity from the results in 2003, irrespective of the

childbearing status of women. The literature suggests that marriage may be

associated with body weight either through the selection of individuals into

and out of marital states, or through social causation where particular marital

In many African

marriage often lead to inci eased food
(e.g

172

less fatty and have greater opportunities (such as

countries, wealthier people in

more nutritious foods that are

more prestigious

studies in more

u;

*!

I
II

I

childbearing) associated with

consumption and decreased time for physical activity (Soba! et aL. 2009).

obesity, mainly as a result of greater social 

piessuie foi women to remain slim. Thus, unlike in the case of less developed

thereby increasing the risk of overweight

as beautiful, healthy and

In developing countries, higher 

consume more food, particularly ‘ 

thereby; fulfilling society’

states influence body weight (Jeffery & Rick, 2002).

cultures, both the selection and social causation hypotheses tend to be at play, 

or obesity among women. In one

breath, a fat woman is perceived

which may increase her chances of being selected into the slate of marriage; 

while in .nod,er breath, changes in social obligations, roles, and expectations

wealth status increases one’s ability to 

so called westernised foods and beverages, 

s expectations on one hand and increasing their risk 

01 obesity on the other hand (Monteiro et al., 2004). In contrast, 

developed countries often show an inverse relation between 

wealth status and overweight or



those previously married

on marital status and

Ghana. Nonetheless, suggest that socio-cultural

the level of work-related physical activity, occupation

obesity. Particularly in developing countries, low-status jobs usually involve

more physical activities and are protective against overweight or obesity than

high-status jobs which usually involve relatively low physical activities and

constitute risk for overweight or obesity (Bell et al., 2004). As expected, in

this study, women in agricultural occupations

childbearing women in 2008.

consistent with Abdulai (2010), the results

increasing levels of incomes
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I, ■

overweight

studies (Amoah, 2003b; Dake

H 1

$

I

corroborated by previous 

et al., 2011; Rguibi & Bclahscn, 2006) in 

some research in Ghana 

peiceptions about fatness associated

or obesity could be a

from being based on primary
and industrialisation, more and more people shift

were significantly less likely to

Depending on

be overweight or obese, but this was found only among childbearing women 

in 2003. Similarly, overweight or obesity was significantly more likely among 

women in professional/managerial occupations, but uniquely so among non-

could either be a risk or protective factor associated with overweight or

I

with beauty and marriage are slowly 

changing (Duda, et al., 2006), which may explain the rather sharp contrast 

between the results of 2003 and 2008.

T'“SC hyP°'hCSCS S“'" “ - high probabilities of overweight

or obesity found among both

acioss both women groups in 2003. These findings

or obesity are

Although the findings are 

on the relationship between occupation and overweight 

reflection of broader structural changes on going in Ghana. As societies shift 

to secondary to tertiary production with



from occupations that

country within the last decade,
and this could

High exposure to print media and television were found in this study to

be significantly more associated with overweight or obesity, however, the

associations were not consistent across the women groups and survey years.

While overweight or obesity was found to be more likely among childbearing
i;l

and non-childbearing women with high exposure to print media and television

respectively in 2003, only childbearing women with high exposure to

television were more likely to be overweight or obese in 2008. Although the

1obesity by displacing

2011). Among childbearing

174

exposure.

The more time people spend

become overweight

proportion of women in agricultural 

occupations between 2003 and 2008, lending credence to this fact.

consistency of high television exposure

attention to the well documented association between obesity and television

disparities in

3

or obese (Thorp, Owen,

through the one’s exposure 

foods which influence diet patterns (Strasburgcr,

our (Wells, 2012). Ghana has
moved from a low income to a middle income 

probably explain the

on watching television, the more likely

to advertisement or

they are to gain weight or

Neuhaus, & Dunstan, 2011). Television viewing promotes overweight or 

the amount of time spent on physical activity, and 

marketing of high calorie

disparities between the two women groups and surveys seem unclear, the 

between the two surveys draws

amounts of physical labour such as 

require less physical lab

overweight or obesity 
between the various occupations. Again, lhe results in Tablc , show increases 

in the proportion of women in professional/managerial and sales/trade

occupations, and decreases in the

require high

agriculture to those that



Certain components of religious theologies have diverse prescriptions

weight gain among believers. For instance, depriving the body of food,

avoiding gluttony or abstaining from alcohol and smoking is analogous to

purity and high religiosity in most religious theologies (Kim et al., 2003).

Ironically, a number of studies (Ferraro, 1998; Kim et al., 2003) have shown a

from this study were not entirely different from previous studies. Overweight

Traditionalist, but only for non-childbearing women in 2008.

The varied results on religion between 2003 and 2008 in this study

in Ghana in recent times, coupled with the pervasive

175

women were exposed to. Probably, the 

amount and content of exposure to media messages is one research area that 

needs to be explored further.

or obesity was significantly more probable among Catholic, Muslim and

as kin support and care for new mothers

on lifestyle practices (Grossman & Parrett, 2011) which may discourage

during the immediate postpartum period (de-Graft, 2014) may increase the 

flee time for television viewing among childbearing women. 

However, these assumptions may be limited by the fact that this study could 

not ascertain the content that such

positive relationship between religion and overweight or obesity. The results

could be an indication of the sweeping effects of rapid urbanisation across all

women m particular, practices such

population sub-groups 

westernisation of diets that have led to increased consumption of fried, fatty 

and sugary foods (de-Graft, 2014). Nonetheless, the differences between the 

two women groups could be due to the existence of underlying confounders. 

For instance, the results (Tabic 1) show that more non-childbearing women are 

younger and unmarried, thus, they may desire larger body sizes to enhance



Previous studies have

childbearing women in 2008. This finding suggests that the

relationship between urban living and overweight or obesity may not be

straightforward in all cases. Nevertheless, this could be partially explained by

childbearing women than non-childbearing women resided

in urban than rural areas (see Table 1). Apart from the fact that childbearing

women are at risk of obesity associated with childbirth, conceivably also is the

fact that such women in urban areas may have increased access to cheap foods

with high content of fat and sugars. Due to additional responsibilities of child

typically done in urban areas (Caballero, 2007; Dake et al., 2011).

As in the case of urban residence, relationship between ethnicity and
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the fact that more

care, they may also be walking less and using motor transport more often, as

overweight or obesity may not be as straightforward as in previous research in 

Ghana (Amoah, 2003b; Biritwum et al., 2005; Duda et al., 2007; Mattah et al, 

2013). In this study, significant higher odds of overweight or obesity were 

found only among non-childbearing Ga/Adangbe women in the 2008 survey. 

Earlier studies (Mattah et al., 2013, Dake et al., 2011) using the same data set 

(GDHS) however, revealed that overweight or obesity was more associated 

with the Ewe ethnic group. The contrast in results of the current study from

lances in the mauiagc market. For such women also, the religious 

group may well serve

found overweight or obesity to be more 

associated with urban than rural dwellers (Mattah et al., 2013; Pawloski et al., 

2012). In this study, the most at risk group for overweight or obesity in urban 

setting was

as a pool of possible suitors and a source of religious 

favour from the Almighty.



observed in urban settings, this ethnic group is also more likely to be exposed

fried, fatty and sugary foods, while at the same

time having reduced opportunity for physical activity.

The results on spatial predictors of overweight or obesity were rather

mixed, with low probabilities among the significant spatial predictors except

the Central region which had high probabilities in 2003. The significant lower

odds of overweight or obesity found in the three northern regions (Northern,

mining.
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to the consumption of more

ones could be due to the stratification of women into two groups 

(childbearing vs

or obesity. Another likely explanation could be their 

staple diet (kenkey) and sedentary life style of the predominantly Ga/Adangbe 

people (Biritwum et al., 2005) The Ga/Adangbe people are located in the

Greater Accra region, which is the most urbanised region in Ghana. As often

Upper West and Upper East) could be attributed to the fact that these regions 

are among the poorest in the country, and are predominantly rural farming

non-childbearing) as opposed to previous studies.

Nonetheless, it is conceivable that non-childbearing Ga/Adangbe 

women still hold on to

communities (Ghana Statistical Service, 2014).

Perhaps the high availability and consumption of fruit and vegetables 

in the Forest Zone of Ghana (Amo-Adjei & Kumi-Kyereme, 2015) accounts 

for the low probability of overweight or obesity found among women in Brong 

Ahafo and Ashanti regions. Another explanation could be the fact that the two 

regions are also noted for having less sedentary occupations of agriculture and

the age old socio-cultural perceptions of body image

that favour overweight



Introduction

otherwise. These factors, including physical activity, fruit and vegetable

intake, alcohol consumption, are also considered the most modifiable factors

that could easily be targeted for the promotion of healthy body weights at both

the individual level and community levels.

This chapter focuses on the behavioural or lifestyle practices of

Ghanaian women with the view to estimating their effect on overweight and

obesity. The chapter draws on data from the most recent round (2008) of the

representative sample of Ghanaian women in their reproductive ages (15-49).

The 2008 GDHS dataset is used mainly because this was the only round of

GDHS survey in Ghana that collected information on behavioural and lifestyle

nutrition of Ghanaians.

The
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chapter begins with descriptive statistics of behavioural 

followed by a bivariate assessment of variouscharacteristics of women, 

behavioural factors of overweight or obesity. Finally, as stipulated in the

practices of Ghanaian women as part of assessing the regenerative health and

GDHS. As mentioned in the previous chapter, this is a nationally

CHAPTER SIX

EHAVIOURAL FACTORS ASSOCIATED WITH OVERWEIGHT

AND OBESITY AMONG WOMEN IN GHANA

Among the multiplicity of factors identified to be associated with the 

increasing prevalence of overweight and obesity, behavioural factors are 

considered the most proximal, which strongly influence the energy balance 

equation and the subsequent development of overweight and obesity or



'o'

of the study, the results are stratified

Behavioural Characteristics of Women

childbearing women compared with 87% of non-childbearing women reported

not using modem contraception. The

was, however, higher among childbearing women (34%) compared with non

childbearing women (8%). About one out of every two childbearing and non

childbearing women did not engage in any rigorous physical activity in the

seven days preceding the survey.

Given that alcohol consumption among women is generally frowned

upon in the Ghanaian society, as expected, women in both groups reported low

consumption of alcohol, and even more so among non-childbearing women.

non-childbearing women. About half of non-childbearing women
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Tn this section, various behavioural characteristics of childbearing and 

non-childbearing women aged 15-49 are described. Table 6 shows that 60% of

factors are

use of modem contraceptive methods

beverages compared with about 18% of childbearing women.

Fruit intake was generally high among both women groups, but more

models to estimate the

For instance, less than 10% of non-childbearing women consumed alcoholic

conceptual fram„.ork for t|K of

risk of overweight and obesity by various behavioural 

presented. In line with the aim

so among

reported consuming fruits 4-7 days/week compared with 45% of childbearing 

was generally high; however, morewomen. Similarly, vegetable consumption

g to the two main women groups (childbearing and non-childbearing) 

considered in this study.



Table 6 continued

93 3.5 37 2.6
1-3 1261 47.2 729 51.9
4-7 1318 49.3 639 45.5

Palm oil 1336 50.0 605 43.1
Fortified vegetable oil 608 22.7 459 32.7

Other vegetable oil 175 6.6 105 7.5

Shea butter 518 19.4 200 14.2

Other oils 34 1.3 35 2.5

Glasses of water intake per week

<6 1631 61.1 1027 73.1
6-7 529 19.8 224 15.9
8+ 512 19.1 154 11.0

childbearing women (49%) reported they consumed vegetables, most days (4-

7) of the week compared to non-childbearing women (46%).

Palm oil was the most commonly used oil for cooking purposes for

childbearing (50%) compared with non-childbearing (43%) women reported

using palm oil; while more non-childbearing (33%) compared with

childbearing (23%) reported using fortified vegetable oil. More childbearing

glasses of water per day.

181

Days of

None

both women groups, followed by fortified vegetable oil. Specifically, more

Cooking oil use

than non-childbearing women consumed the recommended minimum of 8



Behavioural Predictors
or Obesity among Women in

Ghana

presents

women, overweight or obesity was significantly (p < 0.05) associated with all

the study, except days of physical

activity per week, alcohol consumption per week, and days of vegetable intake

per week.

contraception and those who used modem contraception compared with 29%

182

and obesity ranged from about 37%

in the last seven days preceding the survey to about 

for 4-7 days a week. For non-childbcaring

the behavioural factors considered in

Among childbearing women, about a third each of those who used no

among childbearing women who engaged

obesity, using Pearson’s

of their counterparts who used traditional contraceptive methods were

women, this ranged fiom

of Overweight

associations between the

in no physical activity

29% among those who did so

17% among those who did not engage in physical

the bivariate

behavioural ch.raolerisries discussed 1„ rhe previous seoiiou and oversight or 

chi-square to test statistical significance. Further 

analyses were conducted using multivariate logistic regression models to 

estimate the association between behavioural characteristics and overweight or 

obesity. As shown in Table 7, for both childbearing and non-childbearing

While overweight or obesity seems to reduce as the number of days of 

rigorous physical activity increased for childbearing women, almost the 

reverse was the case for non- childbearing women. For example, oveiweight

1 bis section

overweight or obese. For non-childbearing women, however, more than one 

quarter each of those who used modem and traditional methods compared 

with 16% of those who used no contraception were oveiweight or obese.



Table 7: Overweight
Characteristics of

Women, 2008

Women groups - 2008

Childbearing Non-childbearing

Characteristic % N = 2672 % N= 1405

Contraceptive method

None 34.0 1602 16.0 1216

Modem 33.5 896 11827.1

Traditional 28.7 174 26.8 71

P-value 0.000 0.001

Days of physical activity per week

70916.536.5None 1343

43118.657632.51-3

26518.575328.84-7

0.6050.000P-value

Alcohol consumption per week

130616.6218733.6None

6229.024233.5Once
3729.724332.1Twice+

0.0060.894P-value

Days of fruit intake per week
1118.139421.3None
59517.1107634.7

1-3
69919.3120236.4

4-7
0.0150.000

P-value

183

O'- Obesity by Behavioural



Table 7 continued

Days of vegetablemukT^^

None
28.0 93 16.2 37

1-3
35.3 1261 16.7 729

4-7 32.1 1318 18.5 639
P-value

0.119 0.687
Cooking oil use

Palm oil 34.0 1336 14.9 605

Fortified vegetable oil 49.7 608 24.7 459

Other vegetable oil 38.9 175 19.2 105

Shea butter 11.0 518 7.0 200

Other oils 35.3 34 3527.3

P-value 0.000 0.000

Glasses of water intake per day

102715.5163129.9<6
22422.352935.46-7
15423.451242.78+

0.0070.000P-value

activity to 19% among

week.
alcohol consumption seemed to reduce theCounter intuitively,

obese, whereas for

increased their likelihood of
non-childbearing women.

obesity reduced from 37%

184

likelihood of childbearing women

it significantly

being overweight or

those who engaged in physical activity 4-7 days a

obese. Overweight orbecoming overweight or



or more a week. On the

overweight 01 obese in both groups of women. Comparing the two groups,

however, childbearing women are disproportionately affected. A similar

pattern is observed when comparing the association between vegetable intake

consume vegetables in the last week preceding the survey were overweight or

obese, this was the case for 32% (childbearing) and 19% (non-childbearing) of

women who consumed vegetables 4-7 days per week.

obese. The lowest proportionswomen

185

to negatively impact the development of 

overweight or obesity in individuals and populations. Counter intuitively, the 

number of days of fruit intake per week increased the likelihood of becoming

per week and overweight or obesity among the two women groups. While

28% (childbearing) and 16% (non-childbearing) of women who did not

or obese childbearing women increased

consumed alcohol twice

contrary, the proportion of overweight

about jO/o for those who consumed no alcohol at all to those

Overweight and obesity varied by the type of cooking oil used in each 

women group. Women in each group who used fortified vegetable cooking oil 

had the highest proportion (childbearing women: 50% and non-childbearing

25%) of being overweight or

(childbearing women: 11% and non-childbearing women 7%) of overweight

among childbearing woman wlw 

their counterparts who

who did so twice or more a week, respectively.

Fruit intake is known

or obesity were among women who used shea butter cooking oil. Overweight

or obesity increased among women as the number of glasses of water intake 

per day increased. Among childbearing women, this ranged from about 30% 

for those who took in <6 glasses per day to 43% for those who took in 8+



glasses of water

overweight

As in the

conceptual framework for the study,

models were run separately for the respective women groups.

Based on the five categories of factors identifiable in the conceptual

estimated starting with behavioural factors

(Model 1) which included contraceptive use, physical activity, alcohol

consumption, fruit intake, vegetable intake, cooking oil use, and water intake.

To adjust for the effect of other categories of factors specified in the

framework, environmental factors were added in Model 2, followed by

predisposing factor in Model 3, enabling factors in Model 4 and reinforcing

factors in Model 5.

The results as shown in Model 1 of Table 8 indicate that overweight or

association with contraceptive use, alcoholobesity had

women

186

framework, five (5) models were

a series of binary logistic regression

ose who took in <6 glasses per 

8+ glasses of water per day.

case of socio-demographic factors in the previous chapter, 

multivariate regression analysis were conducted to estimate the nature of 

association between behavioural factors and overweight or obesity among 

childbeaiing and non-childbearing women in Ghana. In accordance with the

consumption, cooking oil use

childbearing women. The significant odds of being overweight or obese were 

for non-childbearing women compared with theirgenerally higher

childbearing counterparts. Compared with women who did not use 

contraception, childbearing women who used modem methods (1.39, p<0.01)

PC‘ ay' Slmila>'ly, among non-childbearing women, 

or obesity ranged from 16% for th 

day to 23% for those who took in

a significant

and water intake for both childbearing and non-
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those who used traditional methods (1.90,

p<0.01).

Among both women

p<0.05), and among those who consumed alcohol twice or more/week (3.89,

p<0.01), respectively.

In the Model (1), with reference to those who used palm oil, the odds

of being overweight or obese were about two times higher among both

childbearing (1.85, p<0.01) and non-childbearing (1.93, p<0.01) women who

used fortified vegetable oil than palm oil; 1.5 (p<0.05) times higher among

childbearing women who used other forms of vegetable oil, and two times

to be overweight or obese

in less than 6 glasses of water per day.
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contrast,

(childbearing: 0.27, p<0.01; non-childbearing: 0.42, p<0.01) were less likely 

compared to those who used palm oil.

or obese significantly increased as

(2.12, p<0.10) higher for non-childbearing women who used other oils. By 

those who used shea butter for cooking in both women groups

Again, the odds of being overweight

the number of glasses of water intake per day increased for both groups of 

for example, the odds of being

women overweight or

overweight or obese were 

compared with those who took

women. Among childbearing women,

1.59 (p<0.01) for those who took in 8+ glasses per

wcic moie likely to be overweight or obese, while for non-childbearing 

obesity was more likely among those who used modern 

methods (1.79, p<0.01), as well as

groups, the odds of being oveiweight or obese 

weie higher foi those who consumed alcohol compared to those who did not. 

Foi instance, with reference to non-childbearing women who did no consume 

alcohol, the odds of being oveiweight or obese were approximately two and

four times more among those who consumed alcohol once/week (2.01,



few cases with

found among those in urban than rural setting for both women groups

(childbearing: 2.86, p<0.01; non-childbearing: 1.74, p<0.01). In terms of

obese were found for childbearing women in Brong Ahafo, Northern, Upper

west and Upper East Regions while such was the case for non-childbearing

women in only the Northern Regions.

Adjusting for predisposing factors (age, educational attainment, marital

More remarkably, in Models 3 and 4, alcohol consumption once/week was no
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print, radio and television) in models 3 and 4 slightly reduced the odds ratios 

for most of the behavioural factors associated with overweight or obesity.

In Model 2, significant higher odds of being overweight or obese were

women,

contraception, and those who consumed 8+ glasses of water per day.

status, occupation, wealth status and parity) and enabling factors (exposure to

region of residence, however, significant lower odds of being overweight or

obesity in Model 1 became statistically insignificant for both 

childbearing and non-childbearing women. Similarly, in both women groups, 

those who consumed 6

marginal effects, the addition of

ntal factois (lesidence setting and region of residence) in Model 2 

changed neither the direction

or 7 glasses of water per day were no longer 

significantly associated with overweight or obesity.

nor significance of associations found between

But for a

ioural factois and overweight or obesity observed in the previous model.

nethelcss, the significant association found between shea butter use and 

overweight or

longer significantly associated with overweight or obese among childbearing 

likewise non-childbearing women who used modern methods of



Equally, the
vegetable cooking oil was no longer

obesity and the

ethnicity and religion), the odds of being overweight or obese

significantly higher (with reference to the respective categories) forwere

(1.35, p<0.05),

consumed alcohol twice/more per week (1.52, p<0.05), used other forms of

vegetable cooking oil (1.76, p<0.01), and took in 8+ glasses of water per day

(1.46, p<0.01). On the other hand, among non-childbearing women,

likely among only those who

consumed alcohol once/week (1.1.86, p<0.05), as well as those who consumed

alcohol twice or more/week (2.59, p<0.05).

Discussion

This chapter examined behavioural determinants of overweight or

of Ghanaian women.

never given

chapter.
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obesity among women in Ghana. Unlike in the previous chapter, only the 2008 

GDHS data was used for the analysis in this chapter mainly because the earlier

according to whether they had

birth to children (non-childbearing)

childbearing women who used modern contraception

In the full model (5), after adjusting as well for the effect of reinforcing 

factors (such as

overweight or obesity was significantly more

ever given birth to children (childbearing) or

DHS surveys did not collect information on behaviours and lifestyle practices

Nonetheless, the stratification of Ghanaian women

was maintained in this

or obesity among both women

use of fortified 

significantly associated with overweight

° 1 ddition, the significant association found between overweight or

use of other cooking oils by non-childbearing women could 

not be sustained in Models 3 and 4.



few behavioural

associated with

With over 80% of married Ghanaian women currently using hormonal

contraceptives including the pill, implant and injectables (Performance

Monitoring and Accountability 2020 Project, 2013), it is conceivable to link

the significant differences in overweight or obesity between childbearing and

non-childbearing women who use modem contraception to the weight gaining

effect of modem contraception (Grimes et aL, 2009). As the results in Table 1

show, a greater preponderance of childbearing women than non-childbearing
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was found to be significantly associated 

obesity for childbearing women, but not for non- 

childbearino women. Weight gain is often cited as one of the major side effect 

of using modem contraceptives, particularly hormonal contraceptives (Grimes, 

Lopez, O Brien, & Raymond, 2009), which could plausibly explain the 

positive relationship between modem contraceptive use and oveiweight or 

obesity found in this study.

women were in marital unions, and may thus be using modem conti aceptives

oveiweight

and non-childbearing women.

for spacing or limiting of births.

The frequency of alcohol consumption per week was found to be more 

or obesity for both childbearing and non-

positively with oveiweight or

factors to be significantly 

oi obesity, with variations between childbearing 

Aftei adjusting for other covariates, the use of 

modem contraceptive methods

The results revealed a

associated with being overweight

childbearing women. Alcohol serves as a significant source of dietary energy, 

accounting for nearly 10% of calories intake among adults who drink 

(Breslow & Smothers, 2005; Yeomans, 2010). Hence, alcohol consumption 

may contribute to overweight or obesity both by providing an extra energy



alcohol consumption and

or twice or more per week.

behaviours that may be associated with overweight or obesity (Almiron-Roig

et al., 2003). Binge drinking which may be common among non-childbearing

women in this case because they are relatively younger and freer than their

childbearing counterparts (see Table 6) could partly explain the disparity in

overweight or obesity found between the two women groups. Binge drinking

increases the odds of being overweight

association with an array of adverse behaviours including poor diet, unhealthy

weight control, body dissatisfaction and sedentary behaviour (Nelson et al.,

increased risk of heart disease (Lakshmipriya et al..with weight gain and
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countries is the increased consumption of vegetable oils of all kinds (Kearney, 

known to be a major source of visible fats.

or obese perhaps as a result of its

2009).

Associated with the on-going nutrition transition in many developing

Such inconsistency as seen in the current study perhaps resonates the 

fact that alcohol intake usually forms part of other broader lifestyle and social

associated with overweight or obesity, this was the

case non childbeaiing women who consumed alcohol either once a per week

2010). Vegetable oils are

contributing to more than half of the daily fat calories, and are thus associated

2013; Shajithanoop, Periyasamy, & Ram, 2012). The use of other vegetables

y acting as catalyst to increase food intake through the 

stimulation of appetite (Breslow & Smothers, 2005).

In this study, the relationship between

ight or obesity, though positive, does not show a discernible pattern. 

For instance, while childbearing women who consume alcohol twice or more 

times a week were more



oils was found in this

is the most preferred choice in

weight gain and overweight or obesity, increased water consumption is

associated with weight loss and lower risk of overweight or obesity (Daniels &

Popkin, 2010; Dennis et al., 2010). Thus, increasing daily water consumption

is widely recognized as a weight loss strategy in the general public. Increased

water intake could increase gastric distension and satiety, thereby reducing

found to be more
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recommended 8 or more

associated with overweight

weight gain.

Contrary to the existing evidence (Dennis et al., 2010; Pan et aL, 2013) 

weight gain, this study found that

semi- urban adults between 20 and 44 years of age.

glasses of water per day (GSS et al.. 2009) were 

or obesity. This contrasting

energy intake at the subsequent meal (Dennis et aL, 2010). Recently, Pan, et 

al. (2013), in three separate large prospective cohorts of US women and men, 

found increasing intakes of water to be inversely associated with long-term

^dy to significantly predict the development of 

ovenveight or obesity among childbearing women

In Ghana, vegetable oil including frytol 

urban areas (GSS et al., 2009). Given that 

found to reside in

Unlike the positive effect of sweetened beverage consumption on

of cheaply available vegetable oil with high fat 

content for cooking purposes. This finding is consistent with Shajithanoop et 

aL, (2012) in their case control study of factors influencing obesity among

more childbearing women were 

uiban settings from the results (see Table 1), coupled with 

the rampant poverty in such settings (Shajithanoop et al., 2012), such women 

may be resorting to the use

on the protective effect of water intake on

childbearing women who reported they consumed the Ghana Health Service



icsult ot reverse causal association between

otherwise. Perhaps this is one

predisposing,

were similar to the results in the previous chapter. This goes further to suggest

large extent independently associated with overweight or obesity. Yet again,

the associations found between overweight or obesity and age, occupation,

wealth status, television exposure, ethnicity and religion in the previous

chapter, may not be attributable to behavioural factors.
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water intake and overweight 

of their weight

01 obesity. It could be that, such women by virtue 

status resort to

strongly that the behavioural factors being considered in this chapter are to a

enabling, reinforcing, and environment as shown in Table 8

area of study worth exploring further.

The nature of association

finding could, however, be as a

between control factors classified as

drinking more water as a weight reducing 

stiateoy. Given the cross-sectional nature of the current study, it is difficult to 

ascertain whether water intake is based on the weight status of such women or



Introduction

Understanding

from various backgrounds.

The chapter begins with a brief profile of the participants, followed by

the findings under four major thematic areas: conceptualisation of overweight

and obesity by women; views of women on possible causes of overweight and

obesity; views of women on possible consequences of overweight and obesity;

preferable body image for Ghanaian women.

Extracts from the transcripts are included in the form of quotes to illustrate

and illuminate the results being discussed.

although they typically completed secondary level
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Profile of Study Participants

As shown in Table 9, a total of 36 women drawn from the Greater

perspective of women relating to 

overweight and obesity through in-depth interviews with Ghanaian women

and perceptions of women on

overweight and obesity, and devising effective 

strategies to curb its rising prevalence

as well as eating and activity patterns. This 

chapter seeks to bring to the fore the

requires an appreciation of both 

peisonal and social values, beliefs, attitudes and expected behaviours that 

influence body size preferences,

university education, 

education. Ten of the women were married, two divorced while the rest were

CHAPTER SEVEN

IONS OF WOMEN ABOUT OVERWEIGHT AND OBESITY

Accra (19) and Northern (17) regions participated in the study. The mean age 

of the participants was 33 ± 9.2. Their level of education ranged from none to



Table 9: Profile of Intervie

Study area
Characteristic Tamale (n=17) Accra (n-l 9) Total (N=36)
Age

20-29 7 5 12

30-39 7 8 15

40+ 3 6 9

Educational level

No education 4 62

Primary 3 52

Middle/JSS 84 4

17Secondary/higher 6 11

Marital Status

241311Never married

1046Married
220Divorced

Number of children
1789None
11741-3
8444-6

BMI category
110Underweight

1138Normal weight
853Overweight
16106Obese
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'v Participants



classifications, 16 of the
overweight; 11 normal

weight and 1 in the

all the women in the study defined overweight or obesity as synonymous with

stated:

Well, growing up, whenever you hear someone is overweight,

you perceive the person

body.

31 years, obese

distinctions
between overweight and obesity in

concept. The
standard measures forSome womenseveral ways.

body weight and body mass index

respondents distinguished

made reference to

measurements collected from 

revealed that the average BMI

as being, you know fat, very fat with

Conceptualisation of Overweight and Obesity by women

Overweight and obesity

however, the respondents used each concept as a

a lot of body, as a Ghanaian would say. A lot of body or big

being “fat’, “big”, “large-bodied”, or “huge”. A 31 year old obese woman

were subjectively defined by the women in the 

study resulting in the emergence of varied views. In articulating their views,

determining overweight and obesity such as

206

In their definitions,

reference point in defining the other. Hence, they mostly ended up drawing 

between overweight and obesity, rather than defining each

were mothers (19). with the number of

the participants 

was 33.5±10. With reverence to the WHO BMI 

participants were obese; 8 

underweight category.

never married. Most of the participants 

children per mother ranging from ] t0 6.

I he anthropometric



differentiate
overweight from obesity. Hypothetical

examples were used in most

overweight and obesity

considered overweight, then somebody who weighs maybe

120kg would be considered obese.

27 years, obese

Others tried establishing a difference between overweight and obesity

between being overweight and being obese,

31 years, obese
II
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Somebody who is fat or somebody who has more fat. Like if 

somebody who weighs 60kg after standing on the scale is

are big, they are

a BM1 above 25. 1

oases to articulate

»ill»stlMedbytllese,ilrMTOneii;

Generally, If they say somebody is overweight, n means Ibey 

bigger than the normal

using relative descriptions of the two concepts. While some of such women

their understanding of

in their attempts to

ideal such as age, others focused on relative differences in size to distinguish

person is even more than overweight.

For ,hapmhiis

to™ obesity „e is lm.ig a Bui m 

25 years, normal weight

based their description more on a deviation from some “normal or expected

too big or you are

range, hut in Ghana if they say someone is obese it means the



You know,

person
appears to be so fat,

29 years, overweight

Another way in which the women in the study expressed their view of

overweight and obesity was by examining the extent to which one’s weight

begins to actually have effects on the performance of basic activities of day to

day living, and general quality of life. Descriptions focused on how weight

For instance:

Someone who is obese struggles to do things, like to get up,

25 years, underweight
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Overweight is just being a little bigger or a little fat than 

youi usual weight, but being obese for me is being very fat.

overweight is that tlr 

the normal or the

to walk, you get tired with every little thing you do. You are 

like two times the overweight person, so you get tired quickly.

e person is probably above 

expected range, with

age or whatever. When
respect to probably 

somebody is obese, the

you see the person to be like 

extraordinary. Yeah, extra-ordinarily fat.

47 years, obese

causes people to struggle in doing basic things such as walking and breathing.



Overweight is fat.
Ver-r fat person who has

movement becomes a problem for you. You become very self-

conscious because you

that is obesity.

Then you are likely to be hypertensive, you have issues with

high blood pressure.

29 years, overweight

In addition, some of the participants focused

attitude

descriptions reflected
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is just gaining a little bit of weight, 

just a little bit, but to be obese is to be very big where

negative attitudes towards

People easily notice you are big and for me

descriptions. As a

on aesthetics of body

Being overweight for me

are very big out of the ordinary.

One woman who shared similar thoughts expanded further by highlighting 

certain psychological and medical effects that may differentiate obesity from 

being overweight, as follows:

particularly the tummy area

result, while some of their descriptions, in a sense, reflected 

towards overweight and obesity, other

proportion, shape and overall appearance in their definition of overweight and 

of distribution of body fat in certain places,

person kind of pants, you know 
when breathi"S 0>-eyen diking.

26 years, normal weight

Of}ese is like, a 

difficulty in breathing. The

obesity. However, the nature

and buttocks, was the main emphasis in their

approval and positive

the disapproval and



overweight and obesity.

“kosor ko bo

which is hard to imagine. For

that one, even the feet that

is the last type of fatness that is in the world. So for that

fatness, unless God Himself intervenes. There is no one in the

don’t have their clothes...

used by some women to
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The top part of the body is usually big while 

the lowei part is usually small, and the stomach too becomes

The ability of one to control their body weight was another criteria 

distinguish overweight from obesity. This idea of

are on the ground are huge. That

enlarged.....And we have one

world who wants such fatness. Even that kind of fatness, we

As for overweight or fat people we 

are fat but you

used by an obese woman in an effort to

This was

controllability of body weight was

buttress her earlier attempt to distinguish between overweight and obesity.

Icaily intimated in a rather detailed

by‘30y'"“M inlhefollowine^l:

Al,uh, 1 would W «« hm"'

control ' wfcM '/->» “

have different types. Some 

can see that they ‘look fine'. For such they 

don’t have enlarged stomachs, their shape conforms to then- 

body. And there are some who are fat but some parts of then- 

body are big and other parts are small. We called all it



resorted to their

overweight or obesity.

development of overweight and obesity in women, respondents mentioned

several factors that could explain the phenomenon. From the shared views of

the respondents, the factors were grouped under two major thematic areas:

endogenous (heredity/genetics, maternal) factors and exogenous (diet/food

habits, drugs, sex, contraception etc) factors. For each thematic group of

factors identified, the respondents presented varied views.
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penditure in the form of physical activity 

than a century’s worth of research

•V°" a’e obese. but ifyi 

are just big but you can 

31 years, obese

Overall, the BMI which re]aKS b()dy 

classifications for dete„„i„ing the wigh, of 

extent not a familiar way of defining overweight and obesity. Respondents 

own subjective inclinations in their attempt to define

Views of Women on Possible Causes of Overweight and Obesity

When asked about the possible factors that could result in the

Endogenous Factors

The energy balance theory is by far the most popular theory explaining 

the mechanism by which overweight and obesity occurs. Accordingly, 

overweight and obesity occur as a result of an imbalance in energy input in the 

form of food/caloric intake and ex 

(Rigby et al., 2009). Nonetheless, more

a' e ove^eight. it means you 

(Control yourself.



have shown and

and the
obesity.

In line with this,

Hmmm...You know, genetically, some people are born that

way; some people are born that way. 1 don't think anything

control it, you ’ll definitely get there. When

that you ’ll be gaining weight.

Some people complain

31 years, obese
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more with genetics and

They explained further that having such 

genes meant that becoming overweight

you are younger, it will not show itself or manifest. But when 

bit stable and comfortable, it will

at all you do can

a strong assertion

you start working and a

groups may have a 

subsequent development of

a section of the respondents had 

that overweight and obesity among women has to do 

heredity along family or kinship lines.

start coming out, you’ll see

at that point that they’ve not taken 

still gaining weight, it’s genetic. And then I 

their bodies have the tendency

or obesity was inescapable, and that 

one was bound to become overweight or obese no matter what efforts are put 

in place to prevent it. A respondent contended:

suggested that certain individuals or 

genetic susceptibility for weight gain

fatty stuff but are

realize that some people too,

of retaining fat. So you might be eating late with, maybe your 

friend, but you ’ll be gaining weight while your friend will not 

be gaining weight. So genetically, some people are born like 

that no matter what, there is nothing you can do about it.



This view of inescapable

one’s

control yourself and it gets out of hand, there is trouble. You

know mostly I even take vegetables and fruits and I take in

just a little food and after that, my oranges too to at least

enhance digestion and all that. Yeah, I take that, but I think it

has to do more with genetic factors.

M years, obese

and uncontrollability of weight

as
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growing fat. My 

grandmother, whoever is in my family is fat, so if you don’t

house even takes more

classic case, she described how

Weight gain and 

susceptibility to overweight and obesily 

factors was reiterated by another oi' hereditary

Let me use myself as an

he'plcssness about

Steniming froni genet.c

WOman- Using her 0Wn 

her weight k< 

less food and more fruits and vegetables

experience as a

ept lncreas'ng despite resorting to 

as:

Related to the issue of helplessness
gain leading to oversight or obesity on .be basis of heredity and genetics, 

some women interpreted overwetgbt and obesity as pan «‘God’s creation”. 

They fel, that wbat a greater power (God) bad abedy pre-delemtioed; '» 

could do anything to alter it. One 33 year old obese woman who shared .n tins 

pre-detcnninistic world view acknowledged this possibility’staI,ns:

example, some people feel that, when 

you are fat, you eat too much. But I think the tiniest girl in my 

than 1 do. You get me? Now look at 

me, when I even drink air, I will be



eveiybodyt

year old

weighing card. So mine is from birth.

the possible genetic or kinship links to overweight or obesity. A 40 year old

obese woman seemed to be of the view that overweight or obesity could run

along tribal lines. She indicated that this was similar to cases where some

albinism. She remarked:
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In further support of this notion, others 

evidence of this pre-deterministic

Nothing made me

obesity is just a

In one of the northern interviews, another twist emerged regarding to

^ome arc

weighed seven pounds and four ounces according to my

tribes are predominately light skinned, while other tribes are prone to

Yes, being oseneigU somelimes comes from one's Inbe. Yes 

i, is tribal, it is also tribal like fair and dark people ore. if a 

mother is nol oeeneeigl.l or obese. ibefaH.er mill be or ere. 

tribes. Overweight or

their tribe or how the peison

to mankind and it is

fat. That's how I was created. At birth I

It is just the way God created 

overweight while others obese s'bm, others are

Yes so it runs in

'"■d'«ereKe,„,heirbirthweig|uas 

of God's creadon. A 50 
obese woman points to that effect:

the grandmother.

normal phenomenon
tiitn’s overweight and know 

tribal so you can see someone ,
walks. So it is also tribal just



like albinos.

once “slim” bodies which they

her response stated:

when my second child was about 6 years.

36 years, obese

gain weight after taking the capsule:

to take. I believe the drugs
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” become fat. I became fat after given 

birth to my two children I realise I was putting on weight

'en spontaneously,

I don’t know how come I became like this, I was vely 5iim so

I didn’t know I will ever

>u some drugs

Origin
Jllst happ{ 

it follows tribe.

You know when you are pregnant they g>^ )’0'
make you to put on weight. I was

, ■ V to 6'" month of pregnancy I
taking that capsule and in my

and after birth .I goi"ed even 
realised I was gaming weig >

The women also identified nrp„,
. y“d'l,il‘lbear'"S«s endogenous

f“'S C°n,nbU“n8 ” ™n8 «... AI| the won.en
* pointed to pre W and

nevei imagined would become “fat”. Using 

herself as a reference case, one woman in

Apart from stating that pregnancy and childbearing causes one to eat 

more than usual, one 28 year old normal weight woman indicated without 

being specific that certain medications (capsules) given during antenatal caie 

clinics accounted for her weight gain. She recounnted how she only began to



was

Exogenous Factors

obesity that also happen to be

overweight oi obese. They described the consumption of large quantities of

food as a reason for weight gain. Specifically, eating fatty (eating rice and oil),

sugary and junk (indomie noodles) foods frequently and in large quantities

was described as eating “roughly1

also considered an important factor that

could result in overweight or

body bloat leading to overweight

summarised by one respondent:
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r” or “eating by heart”.

The timing of food intake was

obesity. Consuming certain foods (fufu and 

was thought to make the

they get. they just eat. Even 

the kind of food that 

and right after

way I
e °”e celeb,.arion f

banku) described as “heavy” at night before bed time

or obesity. This view was clearly

Imted. Even coming on,/or 

so shy of the way J looked.

As stipulated m the energy °

to or diet without an equipment expends „f this energy 

activity results in energy storage in the re™ of fat leading 

and physical activity are

It’s just eating roughly, whatever 

at a late hour, you find them eating 

cannot digest by the f ,
Jn„le eat something like fufu and 

eating, they sleep. Some pe /

the key exogenous components of overweight and 

very modifiable. The respondents identified 

dietary habits as one means through which people gain weight and become



Overweight and obesity

by

overweight probably due to their

life style. You know with those who actually work in the

offices, sometimes the sedentary way of life. They go to work

sitting, then after that,

car kind of So you know not much

with what isexercise is being done to probably do away

consumed. It's one factor anyway.

25 years, normal weight

of certain drugs or
Alcohol consumption

factor. Blood tonics
medication to induce weight gain

“modga

duro” in local parlance
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Hmmmm...somepeople are

eating, they are no walking, nothing,

then from the office into a

:tc) which they

the commonly used methods. Some

to be as a result of people 

characterised by little physical 

as the want for “so much comfort” 

when eating they prefer to “relax” while 

doing so. To highlight this, one woman stated:

some people to the extent that even

referred to as

was also viewed 

engaging in sedentary jobs and lifestyles 

activity. This was described by others

can bloat you. Thai „„e

„ hf
Fm'S“chfa"KSS-'h‘ohcch,„edia '

30 years, normal weight

or syrups (“appetamin”, “gudapet

were noted as

in the morning, sit in a comfortable chair. Even as they are

and the deliberate use 

was also mentioned as a



In another twist a 25

infusion. It

gain, saying:

overweight, or you
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that. Some have

take drugs to put on 

I have forgotten 

and eat co.

our world.

emerged from the discussions that drug induced weight gain was

on weight,

year old underweight woman shared her 

experience of how a woman whom she knew personally gained weight within 

[avo months of going to see a certain nurse to be given intravenous (IV) drug

/ have friends who take certain drugs just to put 

people bleach, especially in this part of 

not like

so they try to

Yeah, there is this syrup 

the name of that drug, I 

ntinuously. Some

or when you ai e

more pervasive in the Northern Region, where it is equated with skin 

bleaching, and also an escape from negative attributes associated with 

thinness. One respondent narrated how her friends use ding to induce weight

foods or

they normally take, 

learnt when you take it you sleep 

of them succeeded in gaining weight.

20 years, normal

just like how some

So when you are skinny 
enough body then it means 

or something like

eat all sorts of

women mentioned another very notpnl. tr „ T'o,cn,d™8^yknown 
taken for the purposes of weight win t>° 8a'n- TheV described it as iusl .

.. i s Jusl some two
small whtte p.eees ongmally meant for Digs - „

P gs. Std! OI1 the use of drugs to 

induce weigh gain, other women described how easv it
y was to just walk into a 

drug store and “they will mix the drugs for you.”

don’t have

either you are sick or you don 7 eat well 

that mentality, 

weight.



Some women intimated
to the presence of certain vital

weight when
in her sexual

withdrawal method.

Either way, they believed the

friends engage in frequent sex whenever they intend to gain weight:

I have heard stories that when you have sex and the sperms
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potentially gain 

during normal

woman’s body absorbs the essential 

proteins and other nutrients contained in the semen that subsequently would 

induce weight gain. In the following excerpt, one woman describes how her

iossible factors that coi

of the women were
While acknowledging all the p' 

gain as indicated by other women, some

,uld lead to weight

also of the view

that due 

proteins and nutrients contained in

put on weight...

25 years, normal weight

don ’t fertilize an egg, the woman *s body absorbs certain 

proteins and other things in the sperm that makes you to put 

on weight. J know friends who believe it, so when they want 

to gain weight, they engage in more sex....During oral sex or 

Just during normal sex, after penetration and all that, when 

" some of the women tend 

accounts for weight

mechanism works is for a 
woman to directly consume the semen orally during oral sex or through the

sperms, a woman could 

a man “deposits” (semen) i ;

intercourse. Another pathway through which the

the man let’s say is about to “come 

to swallow the sperms and that one also 

gain. I have heard from friends that that is what they do to



and unable to sleep at night.

weight gained, a 39

some weight because her husband started worrying her again. She stated:

People who want to be fat sometimes take medicines to grow

sleep at

39 years, obese
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that peace of mind, otherwise referred to i 

main determinant of overweight and

me again

fat, others also have peace of mind, “ahoto ”, others also say 

food make people fat, but with me, it's not food, but when you 

thinking too much. For instance, I 

me and the
are not stressed and not

was with my husband when he suddenly left 

children to go and stay with another woman...This made me 

very) depressed. I became veiy thin, “me fonankasa . But my

rescue and I had a job and then I could 

\ I was then able to 

bit because after

With conviction on .he role of peace of min<1 on 

year old obese mother with two chddren described how she b„mc 

because of a myriad of problems she encountered when her husband suddenly 

left her and her children. She further described how she began to gain weight 

after her pastor came to her rescue, and how she perceived herself to have lost

pastor came to my 

afford food and other petty petty things,

night...Even I have slimed down a 

the man saw I had become fine he started worrying 

, he wants a comeback and that got me to thinking again. So 

with me I feel if you don't have worries you get fat.

— in the local parlance as “ahoto’’ is the 

obesity among women. Peace of mind in 

• xv is the absence of stress or troubles that gets one thinking too much their view



to weight gain.

way of relieving their
stress.

mentioning endogenous factors

to the possibility of other determinants.

Nonetheless, a few of the women were of the view that overweight and

obesity results from multiple combinations of both endogenous and exogenous

factors acting together. The following narrative indicates how one such

...before my mum gave

believe its food.
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towards exogenous 

factors. Irrespective of their inclination, however, the respondents were open

was as a

was what she

respondent admits to the multiple determining factors of overweight and 

obesity after failing to point out where exactly the problem stems from:

giving birth, she became big. I don*t think it 

hasn ’t given birth yet, hut she is now

I don’t know where she gets 

but the food you eat, I am

No, I don 't

was eating. My sister

fat, and we eat the same food, so

hers from. Genetics? I don 't know, 
not sure. My family some are cute, some are big.

We eat the same food. We eat the same food

a very strong 
result of h

that her weight loss and subsequent weight • Y " °b'emS’ “ 'S P°SS'bIe 
. llkdffd 8ht8a,nWere Active of the period

when she lacked of food and the period when . ,
" f°°d was 1110,6 available to her

On the contrary, other women associate nerina r
-J penod of stress

t0 eating more as a

birth she was cute like me. After

Although in this nauative, the respondent seems to have 

belief l'iat her weight gam

Generally, overweight and obese women were more inclined toward 

as determinants of weight gain, whereas the 

responses of their normal weight counterparts leaned

associated

probably because they resorted



w°f’k, she ch

individual level, overweight and obesity can significantly reduce one’s

physical function and overall quality of life. When asked their views about

cited by the respondents
Among the general

sisters saying:
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as 1 do, I

Views of Women on Possible Consequences of Overweight and Obesity

Overweight and obesity have been recognised to be among the leading 

contributors to morbidity and mortality globally (WHO, 2015). At the

and Pris would go

she comes hack from

some of the possible implications of being overweight and obese, respondents 

provided varied responses. The women cited a number of problems that have 

been classified in this study as medical and non-medical ielated consequences.

she doesn ’t eat as much

and when

she takes lunch, 

cat a Iqi cz nL Me sometimes
says that when she is stressed

P‘shega™s weight hmm. Bia 
I don’t think its stress, because when I 

weight, a lot of weight. 1 only gain

just a little. I think it is a

^oesn't eat,

feet, lower back pain, and problem: 

excess fat in the body weakens one s 

“petty petty illnesses”. One overweight woman

Medical Related Consequences

medical related problems

.. be associated with ooeneeigh. and obesity — join. eebes and sw.ilea 

s with breathing. They explained that the 

body thereby exposing it to all kinds of 

described the frustration of her

am stressed, I lose 

we'gbt when I eat late and 

bit of everything.

25 years, underweight



makes
i’e one

getsswollen and it pains /?,

lying down and

39 years, obese

Overweight and obesity major risk factors for chronicare

communicable diseases such

direct health implications of overweight and obesity:

Yes, high blood pressure I know that when it s an issue of fat

deposit in blood veins. It can lead to stroke, I know they have

increased risk of having heart attack

29 years, overweight

health problemsre |

her weight
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diseases go up, diabetes and all that I know are related to 

health complications.

woman who described how

one’s weight so I know there are

or heart related

productive

vividly intimated by one

I think when you are

her menses and how

anothei’ sister who is

respondents also made mention of som 

associated with being overweight or ob
had affected

• diseases in some of their descriptions, the 
Beside non-communicable diseases,

.

ei- 1 also have

non- 

as hypertension, diabetes, stroke, among others. 

These conditions were not left out when respondents described some of the

veiy fat, for her you can’t even sep /
her she’s always

are fat its sickness.



She said:

even
,10w that rm

never knew what painful menses

overweight and some who have

obese.

33 years, obese

Despite alluding to some of the health related implications of

overweight and obesity, the respondents from the Northern Region were of the

view that such problems could manifest depending on the source of one’s

consequences.

of the view that, attempts
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ight by those who become 

could rather trigger

overweight and obesity. They mostly agreed that overweight and obesity that 

occurred as a result of heredity or genetic factors would often have no health

Yes, there are

According to them, such health 

became overweight either by eating too much 01 

to lose we:Some were

now my

consequences only occurred if one 

taking drugs to gain weight.

overweight and obesity could lead to bot|

me because

ce^in diseases because lhey

given birth but can no longer conceive because they are

or genetic means,

illustrates this view:

So,ne who have

overweight or obese through heredity 

such health consequences. The following

P"niaiy and secondary infertility.

are overweight. Yes

conceive because they are

overweight my blood pressure has risen and my menses have 

become ve>y painful which wasn ’t the case when I was slim. I

were, yes, but 

menses are very very painful. There are some too who can't



e
normal obesity doesn 7 h

40 years, obese

Non-Medical Related Consequences

terms of the ease and alacrity with which to go about their daily activities. A

34 year old obese woman described fatigue as the only problem she has with

her weight. She responded saying:

that I have no

other challenges.

this issue, oneReferring to

woman described it as
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There are implications for being fat. Myself for instance, I 

little or when I do the least

e type
'ns, 

disease but th 

because it is in the Mhe 

enc>s up giving them diseases

lvlJe '' doesn't have any 

we Set through medicatio.

and give you a

ave diseas,

even if they try to lose weight it 

because it is by nature.

that emerged quite often in the

to other quality of life concerns including hindering physical performance in

Another non-medical related problen

discussions had to do with sexual perform
‘bedmatics”. The women shared a

not make women perform very

The study participants also mentioned other concerns associated with 

overweight and obesity. These were non-medical in nature, but related more

a problem of 

common view that overweight and o

get tired easily when I walk a 

thing. I'd have to rest for a while. Apart from

it can sometimes be an issile

Yes if it happens that it js
‘be tribal

health issues but if ifs th



well in bed with their
Partly due to restrictions related to sexual

Related to this, some women
extreme cases,overweight or obese women

medical or health related problems

worry, my index finger can ’t get

some of my friends who say it ’s a disease and others who say

it is due to the overweight.

40 years, obese

in the discussions.concern
dissatisfaction was also a

it would start

mirror and you
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health, but I have only one

Well for me

as her only

it doesn ’t give me any disturbances about my

partners, 

positioning and access.

weight status, another 
described her inability to insert her index Cng„ int0 hervagina 

weight related problem. She contended:

explained that in

produce a bad 
. sexual intercourse

Mkmg tt difficuit for their [0

associated with her

deep inside my vagina, and it used not to be so. There are

Sharing her view, one respondent said.

Given the sensitive nature of her narrative, probing further to ascertain her 

reasons for wanting deeper access to her reproductive organ yielded no results, 

low self esteem and self image

You see, 

on you. You see yourself in a 

out of love with yourself

smell during sexual i

Psychological problems bordering on 

shared non-medical

Psychological issues are also part, 

having a psychological effect 

even start falling



put it that way.

31 years obese

own

problems they cited. On the other hand,

Nonetheless, a few women insisted that overweight and obesity posed

health related problems, they

explained that illnesses do not discriminate according to body weight, and as

such certain so-called healthy weight persons had more illnesses than so-called

that the notion of overweight or obesity being

is merely a perception. One of such respondents stated.

OVi

27 years, obese
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think there is that perception

I don’t get sick.

were overweight

experiences to some of the

■V0Uf' tummy, ‘ei 

your arms are big,

as a case, they insisted

because you see

'erweight gel sick but me 

people, yet they are carrying all sor

because maybe people who are

There are slim

no problems whatsoever. With emphasis on

overweight and obese persons. Often using themselves

a risk factor for certain diseases

lg < you see

their normal weight counterparts 

resorted to making references to the problems encountered by family relations 

and friends.

“»““™»'-^fromthemmtTOCOnccraingthepossibte 
consequences of excessive weight gain that respondents who 

or obese had the tendency to relate their

rts of sicknesses around.

« ng-. ,n„

1 don ’I think it to ««v '■“» " J'“"'

mind and ta often you van! to call thingo «/»« '



and beliefs that influence the

an individual’s efforts and

development and prevention of overweight or obesity. Based on this

reasoning, the study explored the perceptions of women regarding body image

Ghanaian woman. “Not too
or size

interview discussions as
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preference with the view to providing useful information for consideration in

Body image is defined as

was

“in-between”. Their

respondents preferred to offer descriptions

skinny, but not too 

for the preferred body image 

considered as the

the way people perceive weight, body size 

and oveiall appearance. Such perceptions may influence diet and physical 

activity choices, which could consequently play an important role in both the

’"'"’"''“‘■"..a w„mcn_

°f commensurable 

m°st common interplay of 
°'*=sity. Equal,y aretteM.mdes 

consumPt>on of food and detenq, 

physical activity of individuals. Related to this are 

beliefs about body image which may influence 

attempts at maintaining a certain body size.

between the upper limits o

ne the level of 

the specific attitudes and

perceptions of Women on

health intervention planning for obesity in Ghana.

Rather than make reference to any specific weight status category, 

of the ideal body image for a 

fat” emerged from the

Preferable B

“Not too Skinny, but not too Fat”

The consumption of energy dense , 
ense dlets and the lack 

physical activity has been well understood to be the 

factors that result in overweight

the description

for the typical Ghanaian woman. This description 

weight status which is “normal”, “medium size” or
, • for the Ghanaian women would be anywhere

description of the ideal size f .• nt category and the mid-point of the
f healthy weight cater, y



one

using

many cases women reported

I think that’s the ideal, but

that’s not what I want, 1 don’t prefer that. It’s everywhere,

‘don 7 you

when you are big.

25 years, underweight

attempting to draw a
ideal for

229

Chssify their 

cution with

were to

conventional weight status classificati

weight. So they prefer you being I don't want to say fat but a

little big, yes! not skinny like me.

someone told me the same thing, but I eat, I just don’t put on

overweight category, if

that s why I say everywhere I go people ask me

eat? ’ It’s like they prefer that, they prefer that. They prefer it

general preference for a 

bn obese image. As such, in 
often feeling pressured to 

image, as one underweight respondent narrated:

seemed to be cognisant of 

were emphatic in

someone was telling me that I should eat. Three days ago,

Ghanaians prefer women with, should I say body? Like, they

aspire for such an

From the interviews, the respondents 

western social norms of acceptable body size. Ass, 
ideal and their description of

the Ghanaian woman. A

want well-endowed women. When you are skinny, they tell 

you you are skinny, you should eat. Just yesterday at work,

“not too skinny, but not too tat 

respondent emphasised, saying

line between the western

tiescriptions

respect to BMI
Their descriptions

slightly above normal build, but



normal.

27 years, normal weight

in the interviews as the

emphasised in the following

not too fat will be ideal. At least

flesh. This is because as a woman you need a little bit of flesh

to fit well into your dress.

36 years, obese

premier league
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a woman must get a little

If every woman like size 16, which means not too skinny and

right kind of flesh, in their right proportions,

body, in order to have a nice body shape. Using foottali teams io the English 

metaphorically, another respondent emphasised this assertion 

when expressing her discontentment with being slim.

The idea! is no, as

'Elio m ho' (in-beK‘e«) is otoy.

slim. Because too slim doc

were mentioned 
reasons for which t00 skinny bu, nM f, 

shotdd be the ideal .mage or size for the Ghanaian „„

excerpt, this image affords a woman enough 

“flesh” to fit well and look good when she puts on a dress:

■mage and appearance
Considerations that centred on

not too big and not too

This description of “not too skinny, but not too fat” goes beyond just 

having a “bit of flesh” to fit in a dress, but had to do more with having the 

and in the right parts of the



chelseas
man-U's right

any sh<*Pe and then

33 years, overweight

status using conventional BMI classifications.

body shape that gives one’s hips, buttocks and breast prominence. In this

regard, women who would otherwise be described as overweight or obese

buttocks and breast kept them

explained this point further saying:

is.
shape. That’s where
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using conventional classifications are

Again, this description highlights the premium placed on having a

should have enough

places, ...you see a

it should be out of shape oo.

the Until

not too big without shape.

at the

without,

pbycontours.lt doesn't mean 

but not out of

don 7 know about men, but 

the arsenals, the
y0USee’^ e,1° nci iio'vou „e[ 

and the 

little bre, 

then you are okay. Not too slim

spared certain negative attributions often 

associated with their overweight or obese weight status, so long as their hips, 

in good shape. Using body contours, she

Probing further. she expiained that having ,he a„ena|s 

the hips; having the Chelseas meant having the wUe

man-U’s referred to having very conspicuous breast. This description supports 

my earlier assertion that “not too skinny, but not too fat” describes a body 

weight status that may not be in consonance with the normal or healthy weight

Out of shape means you

An African woman or Ghanaian woman 

flesh, but even that they define
You can be big,

pbycontours.lt


can 't see the difference between
lower

all the, what

and the manU's at

because it makes them look good in their dresses. That one is

good. But for you to be really disfigured by gaining weight,

then you ’re out of the system. Even if you have weight, for

your stomach, you should maintain your stomach.

30 years, normal weight

the reason for

the opportunity to

people’s comments

following excerpts attest to that.
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cited practical issues that

when I see

If you are fat, there should be 

some shape included, nice shape. Even for me, sometimes

some fat women with shape I admire it a lot

and a

Anchor respondent shared similar

one to maintain their stomach in order to keep in shape:

In-between is ideal, but even

round and all. You 

en you have

’ and the ‘chelseas ’ 

the right places, and then you look nice.

upper body 
body, like you're straight, just being fat, 

see. some people can be fat, but th.

they say the ‘arsenals

In the interviews, several respondents also 

had to do with general discomfort and reduced mobili y 

which they thought “not too skinny, but not loo fat was the ideal image o 

Ghanaian woman. To them this prefetred ideal affords one 
go about doing things with reia.i.e ease, and out Having » wW about other 

that are «y » P-“"



a dequeue
normal. Sheshoiddn 't be

and
either.

and fast in life.

'll years, obese

Although, the respondents overwhelmingly preferred “not too skinny,

but not too fat” as ideal for the Ghanaian woman, a few others had contrary

views regarding the ideal image for the Ghanaian woman. One respondent

maintained that there should not be a one size fits all ideal, but rather every

health implications. She stated:
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do whatever

woman should choose her own ideal, so long as that ideal does not lead to any

a worry,

l, should be the „„„al „ighl whlck ,s

sitting here. 1 don't u be *

slim either. For the normal, the normal makes you feel free

size or a range of sizes

bm 1 think once the

is ok. Because some people are 

don 7 think there should be just one 

that all Ghanaian women should fall in

Yes, It's .ore of so for os the, ore heulthy. and » does,,: 

here anynegative health l^onfor the yerso,,. any else 

big but are healthy. So I

height,
^essr-ely om-w,slll md

^“^^^dobou,^^^^ 

25 years, normal weight

The person should have



the health implications.

29 years, overweight

contended:

Well, for me, everybody believes in themselves; a woman who

is large-bodied and one that is not are clearly different. Yes,

for me an ideal weight for a woman should be one that will

make the husband enjoy being with her. So being overweight

or slim does not mean that your husband will not enjoy you.

33 years, obese

intimate that women in
From the interview

those socially
such shifts arelarger bodies. However,

accepted in the western woild.
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or size. To her, the ideal is

person is healthy. So there is 

Every woman should cho<
no ideal for Ghanaian women, 

ose their

discussions, it is fair to

the historic preference for

,Wea/ depending m

contra., ei™ tased m„e „ a

„„uld enjoy depending on the size of . Acrording „ 

there should be no question of ideal body image

determined by extent to which a woman’s partner enjoys her company. She

Ghana seem to be gradually shifting away from

still not close to



Discussion

views
on

’nterviews withwomen from various

on
on to initial

data
which sought to examine

determinants of overweight
results

obesity.

It was obvious from the analyses that the definitions

their subjective interpretations of the phenomenon. Such interpretations

focused mainly on relative differences in body size between an overweight

and obese person

other means as
lack of knowledge about BMI
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This chapter

and meanings 

given to overweight or obesity by the respondents in the study were based on

or a deviation from some expected “normal” body size.

addition, the women cut

important issues

mentioned in the current study ate

or obesity. As suggested by Ayesu 

obesity among women in Ghana, pci hap 

for the women to relate overweight or obesity

explored the 

concerning overweight and obesity usi.
g serm-structured i

demographic, social and

women

cultural
a"°5S "" va™“ weight status 

BMI classifications. As a follow

backgrounds, hi

categories based 

analyses of quantitative

Van”S “'^-.graphic and behavioural 

or obesity, the resuhs of lhis

provide unique insights and elaborations on issues concerning overweight or

Appearance, body fat distribution, controllability of body weight and effects of 

weight on health of the individual were other ways the respondent represented 

overweight and obesity. The BMI classifications for defining overweight 01 

obesity was rarely used in defining overweight oi obesity.

Based on sim.lar observations. Sikorski e. al. (2012) i.— that for 

and related classifications, 

often used as representations of overweight 

(2013) while studying overweight and

BMI was simply not familiar enough

• -ith it. Obviously, interventions



erson.

to the consumption of

development of overweight
reported in previous studies

the control of the individual.

They were of the view that being predisposed to such endogenous

factors meant that one could not escape the possibility of becoming

overweight sooner or later. Much as the effects of such predispositions have

with a low sense

It could as& Wardle, 2014).

endogenous factors as
efforts should begin

with the demystification
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ways of

We'ght are tailored to

the possible factors

or obesity. As

(Goncalves et al., 2012), those who

aimed at preventing overweight or obesity 

ensuring that BMI and other classified 

the understanding of the ordinary pi

Studies elsewhere h;

W°Uld ^ve to factor in

Cati0"s for excessive

were overweight or obese cited various 

endogenous factors (genetics, heredity, family history, God’s creation, and 

pregnancy and childbearing related factors) which they believed were beyond

been recognized, such beliefs could breed low self-efficacy for weight 

management and control among the women. Self-efficacy is one s belief in 

handle situations that affect their lives. Individuals 

capabilities and avoid

'aVe pred^inantly linked

more food and

(Sikorski et al., 2012). By contrast, respondents in the
cun ent study expressed

rather differentiated opinions on the nossihu H t ,
that could result in the

how capable they are to

of self-efficacy doubt their own

difficult tasks (Bandura, 2004). Based on thia. Hecu.u.

well be the case that the women c.ted 

m order to avoid being blamed for convenient excuses tn order

, 9013) Hence,their overweight or obese status (Ayesu,

overweight and obesity 
1CSS eXeicise Physical exertion



normal weight category

peace of

obese counterparts,

practices to prevent

overweight or obesity.

Similar to previous research on the subject (Puoane, et al., 2010),

respondents in the study were sufficiently knowledgeable about the variety of

Although

interviews.
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imminent health implications associated with being overweight or obese.

or obesity to be

an indication of high self-efficacy for

During the interviews, participants commonly mentioned physical problems 

such as joint aches and swollen feet, and difficulties with breathing. Important 

non-communicable diseases such as hypertension, diabetes and heart diseases 

health problems of fertility and 

were also not left out.

of overweight 

-- -- individual (Puhi & Heuer, 

overweight or obesity to be highly under the

a useful motivation for such 

women to voluntarily engage in behaviours and

On the other hand, the faPt
* ctors cited by r|1P

y the respondent;

were frequently mentioned. Reproductive

id self-confidence

id risk of health problems associated

• • dermatological conditions and 
with overweight or obesity, cancels ~--------

„ 7007) were never mentioned in the 
diseases (Yosipovitch, DeVore, & aw >

2009). Perceiving 

control of the individual could be 

the prevention of overweight and 

obesity among such women. This could be

Were mainly exogenous ( Ua . ‘

Of food intake, sedentary behaviours d l'ming
’ a,ld oth-medications, 

ot ers . This attribution of Ovenveight

indents, unlike their overweight or 

perceived the problem

under the volitional control of the i •• -

psychological issues of self-esteem am 

respondents had a high perceive 

obesity, cancers and other

factors suggests that the normal weight



factors linked with

quality of

of overweight

2013).

preferable body size or image for a Ghanaian woman. “Not too skinny, but not

too fat” was perceived by the women as slightly above the limits of the normal

body image.

in cloths; body shape

findings supportTheseabout
values of
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„ size or weight, but despite their 

recognition of this, not too skinny, but not too fat” was perceived as the

of awaicness of the health related 

the

this is one area that

overweight 

emphatic about other implications which 

life of the individual. One of such i •

Apart from demonstrating thcir

enquiry into.
experiences and that of natives and (rie„ds as 

information about obesity related problems,

perception of preferable body size seemed to be very much influenced by 

prevailing socio-cultural norms about body size (Speaks, 2012) to the extent 

that some women felt pressured by friends and family to aspire foi such a

Were equally

weight category (according to BMI), but not necessarily obese. This

as observed elsewhere (Ayesu,

Nonetheless, own

Respondents’ rationalization of “not too skinny, but no. .00 fa.” as .be 

preferred body size and weigh. for .be Ghanaian — - based on: .he 

need to have enough “flesh" to fit “d to“k 8°“‘

, a breast- increased self-esteem; and 
that gives prominence .0 hips, buttocks and brea. .

hmit activities, 
relative ease with which to go

nf Socio-cultural perspcct-ves on 
previous research on the influence

or obesity,

on the overall 

negative implications 
or obesity on the sexual lives of affects

“t=d persons and fer 

requires further

In this study, the women verbally acknowledged and recognized the 

dominant western norms of acceptable body si:

respondents

niay impact

is the
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2006; Speaks, 2012). Whereas 

the historic preference for large- 

indicate that such shifts may 
of western ideals of acceptable body size.

ideal body size (Blixen. Singh, & Thacker, 

there might be some evidence of shifts in 

bodied women (Duda et al., 2006), the findings 

not necessarily be towards those



Introduction

attitudes

experiences of

development of overweight or obesity.

With the view to informing public health interventions, this chapter

presents results of interviews with Ghanaian women about prevailing attitudes

concerning overweight and obesity. The experiences of some women relating

to overweight and obesity are also presented. The themes presented in this

overweight or
their Westernoverweight or obese,
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Saharan Africans prefer large body

2008; Mavoa et 

to have a more p<

view being

chapter are as follows: attitudes of women related to overweight and obesity; 

weight gain and weight loss considerations and experiences of women, and 

self-weight status representation versus actual BMI categorisation.

S0'? WOMEN ABOUT 

and OBESITY

and experiences are

Attitudes of Women Related to Overweight and O ’ty

that African Americans and sub-

There is a developing appreciation 

associated with overweight and obesity, 

people considered to be overweight

CHAPTER EIG(|t 

ATTITUDES AND EXPERIENCF

OVERWEIGHT

their white counterparts in the 

al, 2010). As such, while Sub- 

iositive view of being

of the need to understand

as we^ as the everyday 

or obese. Attitudes

often surrounded by prevailing social .nd cntor.l which „nsequent|y 

influence the lifestyle choices of individual. wid, i„,p|icaIi„ns for the

western world (Kumayika,

Saharan Africans are historically know
counterparts

Studies have consistently shown

sizes than



to overweight and obesity,

classical case:

21 years, normal weight

Based on the difficulties overweight persons often have in terms of
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agility and physical movement, some respondents out of compassion attributed 

obese. By sharp contrast, some other

were used by the 

represent attitudes relating 

' respondents from Accra, 

frequently attributed

example, one

They are

“suffering” with being overweight or

respondents expressed anger at the kind of food choices often made by some 

overweight or obese persons, particularly foods they perceived could possiWy 

contribute to further weight gain. A 30 year old uonnal weigh, reported:

can sit from morning till 

we close from class, she does not get up to do anything

lazy, they very lazy , they are not able to control 

their weight, my friend for example

•llls regard, 

exPlored in
Contrary to expectation, main]y

respondents, irrespective of their

attlfudes concerning overweight 

th's study.

to overweight 

respondent vividly stated a

obese with less positive reward i i 

and obese among women was

ne§ative ascripti0ns 

we>ght status, to t 

Particularly among the 

Descriptors such as “lazy” or “dull” Were 

or obese persons. Using a classical

Of them eating things that are high

I see such persons I get angry 

worse when I
in cholesterol, so for me 

that they are killing themselves 

see them drinking alcohol.

Sometimes you see some

when

slowly. It’s even



sometimes she is torn betw< how

woman she

25 years, underweight

Without admitting directly to being victims of negative attitudes

towards overweight or obese persons, respondents who were themselves

overweight or obese shared a common view that overweight and obese women

some cases

respondent, saying:

little hit
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can’t laugh.

can 't laugh.

When I was

They explained further that in 

dcrogato^ comments about their weight. This was stated more clearly by one

are often times perceived with contempt and looked down upon partly because 

they are thought to lack self control when it comes to making food choices, 

people around often make

was really

overweight or obese

woman described

ata sight of the sheer size of
■augliter she stated:

down upon.-.What happens

resP°ndents saw 

year underweight 

een laugWng or not 

some overweight persons. With L

coming here I saw this 

tough, when you look at her, ‘waye obo/o 

fat) and we laughed, we looked at h.

of the naiTBtivcM|K 

women as ridiculous. A 25

is overweight, it seems the
People ’s perception

self-control. So when sonieon
fhp oerson eats so you look 

nd-""1"”

000 , (she was very 

er and then we laughed.

You just laugh, sometimes; sometimes too, you 

You can t laugh, I don t know you just



of weight, people

doesn 't come
complement that

becoming fat

kind of
pressure on you.

29 years, overweight

the overweight or obese respondents

terms with the fact that perhaps positive attitudes once held towards

overweight or obese women are becoming less desirable in recent times. One

respondent described this sort of transitioning of sentiments towards

overweight or obese persons in the following excerpt:

7 that means you

at first, but

31 years, obese
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people are like 

you ’ve become fat, it s

First it wasn ’t a problem because when you

that ‘ei woho ayefe o ‘ei

‘ei err w’aye kese o,

a negative thing now.

against overweight or

are gaining

ooo. So it’s not

weight that’s when people tell you

of negative attitudes held 

obesity. Some of their narratives subtly suggested as 

though such negative attitudes and impressions espoused were contrary to 

their own initial expectations. Nonetheless, they seemed to have come to

usually a and it's
Co,”">en,i„g 0„ it 

bit derogatory, ]t

As i„ the excerpt, there seented te be seme undertones in the views of 

on the issue

as a

aye fe o'; « -»«“ S"“g

you 're becoming beauuful. Tba, was who, .hey would iellyou 

now. .hose days. you me gmmng weigh.

■w'oye kese o’; meaning

often 
y°ua,e Saining wlglllMoor 

“'"'"““"“O’ h

“found start



overweight and

From the discussions it emerged that thinness was rather understood to

here.

like when youreverse

to
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be associated with ill health or some other negative attribute of a women 

including having many male partners. This general positive impression about 

overweight and obesity is succinctly expressed in the following narrative:

usually care

Yeah, they don't usually

are putting on

Region held some 
posiuve attitudes about excessive weight aain T1gain. They mostly indicated that 

•‘rich people get fat” and that weight oain -rs 8ai" S,E"lfa good living .„d 

eating well. According to the respondents .dents, overweight or obese women are 

occasionally ridiculed, but in a more jovial and playfhl sense.

are putting on

m or

mind about

think of you

~‘i are doing well, you 

mating better, or now you

good job, that kind of 

it because you

Even though some make fun, but I guess it's ok. They don't 

much about the fat ones, especially in Tamale 

care, it's rather about the 

are skinny, they like to talk about you 

■irl is sick or this girl is following more men, that’s 

and all that. But then when you 

are eating

have someone

stuff They just have 
are now becoming overweight.

20 years, normal weight

l„SpiKonhe„egativcconstr„ai(>nsassK.iMrt[b 

obesity. some respondents, more so those

attitudes about excessive

like “this gi

why she has become skinny 

weight, they start

well, like they start to think that now you 

weight and you are ec. v 

taking care of yo

this positive



ngs, the

of the
c°niinuum

others considered losing

Weight Gain Considerations and Experiences

Participants with a history of attempted weight gain were mostly those

within the norma! weight category. Perhaps cognisant of some of the existing

intake and the use of blood tonics

with my
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extremities

undesirable and often treated

prone to ma

menstrual cycle because

(though dwindling) negative social perceptions often associated with thinness, 

a result of dissatisfaction with

Within the broader scheme of th, 

suggest that the outter

well. I always

We,8,.. Cain and Weight Loss Consldemions m

the other had considered gaining weight while 

weight. Either way, (heir motivations a„d the measl]rK 

the end of either gaining or losing weight varied.

to disease, 
are very skinny, you are —

■jarla easily ”,tct 1 was Pr°btemS

I couldn’t flow

their attempts at gaining weight was often as

being “skinny”. For some, being “skinny” was associated with ill health, 

hence, gaining weight was seen as a way of keeping in shape and maintaining 

good health. To achieve their aim. the, commonly resorted to increasing food

or multivitamins. One respondent recounted:

"airat'vcs ilom the inteiviows

We'gbt status 
with some level of 

unclear what the limits might be for these

may be

c°ntempl. However, it is 

ext^me ends of the continuum.

r n 1 looked very skinny and when you 
Hhmm. Oh yes, I have. 1 lookea .

np ,ligase. I noticed I wasare prone



capsules,

measure to the acceptable body size. A respondent described how her friends

used to tease her because she was considered slim, and how upon

recommendation, she resorted to taking in ice kenkey daily in an effort to gain

so there was

that's all. That was
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an acceptable body size. In disappointment, she recounted how her daily 

portion of ice kenkey did not succeed in helping her gain the expected weight:

on a little more weight that would

which made me

be,ow the nort^

put on a hit of wejght Thai 

blood tonic and blood

Thai II I in seenndnny M I ve,y di,,. u„d 

make fun of mi lhal 1 am dim and all lhal. 

was told when you take it, it 

morning I would go and 

ined slim. I think
makes you put on

gained weight.

20 years, normal weight

buy it just to put on

reaxon. / llsed 

y°“ know muliivitamills 
eatal°l- Yes’il did increase,

26 years, normal weight

Su 1 had to try aild

my friends used to

this ice kenkey I 

weight. So in the

weight, but I still rema.

only thing I doing !>«

Central to deliberate attempts by this eronn nf
y mis gioup of respondents to weight 

gain attempts was the influence of external factors within their social support 

network, particularly friends and family. Through teasing, name-calling and 

the use of negative attributions such as “skinny” from friends and peers made 

them feel pressured to do something to put

was ‘he main



Again, the approval or

r peers and

Yes, I have tried to gain

internship, it

looking too skinny”. Yes that, is

yvhat she told me. So, 1 had to force to eat, I tried to eat a lot,

I took some multivitamins. She didn’t complain again so I

guess it worked.

25 years, normal weight

network systems cannot be

some women to gain

especially following sudden
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PCCrs Wa* the bench 

allempis to

looking like this, you are

saw me and told me that, “no you can’t come to school

gain weight were

Perception of having 

occurred when thei:

WGight- This was illustrated by one

Of fr'cnds and 

SUch deliberate 
successful oi not. In a number of caw ,

S’ the respondent’s 
successfully attained the desired Weight status 

friends stopped complaining about their 

respondent in the following narrative-

The importance of social support 

overemphasised in discussing deliberate attempts by 

weight. In other instances, family members were very instrumental in attempt s 

at ensuring that such women attained the minimum acceptable weight limits, 

weight loss from illness. In the following exce.pt, 

ph she appreciated her mother’s effort at 
one respondent described how mu 

restoring her weight loss as a result of i

^ight before. When I started my 

WaS St,'eSSfi‘l s° l™‘ « lot of weight. My friend

otherwise
mark for determining whether

exce.pt


taking blood tonic,

prescribed blood
me.

It finished,

drugs and eating
e

to pressures concerning body size expectations from significant members

within their social support network systems. In addition, despite intentional

attempts to gain weight, these women seemed to have a certain level of control

healthy weight category at the time of the interviews.

the quantity of food intake,
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er I am

over their body weight, considering that most of them remained within the

So / was

women related to their dietary 

or skipping meals, reducing 

iB and vcgot.Mos. O.hcnt resorted

to eat
s‘m b's- The d„ol.

Even when

Oh y«,l, I,,.,
7 *“*and lost W(- 

severe malaria and )VOf „rl. ..... . 8 ' had
ll,e hospitai

tonic for
— -■ .musnea, mv 

lO l,Uy same
J me. I was just taking /he 

n mother sfood. She was so helpflll jn 

sense that whenever food ls „ ; *

hungry, she would gel me something to be eutlng.

21 years, normal weight

Weight Loss Considerations and Experiences

By sharp contrast, all the women in ths overweight and obese category 

in .heir narratives had tried various strategies ro lose their weight. The most 

common weight loss strategies employ6 Y 

practices including fasting (abstaining fro 

consuming fruits —-

Although these women made deliberate efforts to gain weight, they 

seemed to do so only as a reaction to particular life events that exposed them

vvas admitted at



to consuming only foods
considered to be “light”

tca, soups and

women drinking lime

old obese woman shared her experience of how she

whenever she gains extra weight:

Oh I used to be fat but then I began taking ginger blended

again after the last

gaining extra weight.

50 years, obese

Contrary to

excerpt:
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porridge.

uses the lemon and ginger

in their weight. A 50 year

successes registered by some women upon 

expressed their

as a very popular weight loss i 

attempted to lose

disappointment after trying 

women narrates in the following

with some lemon. I would put half a tea-spoon into warm

the apparent
weight loss measures, other women 

measures without success. One of such

water every morning and drink. It helps burn a little fat. So 

now I’ve lost some weight. I haven’t made the lemon mixture 

one; I'll begin again when I realize I'm

such as

~ ingredient 

some weight. According to the 
O' 'C'”°nmi’“!d with tea and 8ingcrdrai„stllebody<)f 

“leading .» weigh, loss. Herba, h

ointments and drugs were also
measures desperately 

employed by these women in their bid t„ lose weight Altl,„gh efficKy Qf 

such desperate weight loss tactics could not be ascertained in this study, some 

of the women claimed to have seen some reduction i

among the common

Lime or lemon was perceived 

among the women who

using such unconventional

various



Myself, I have hied

also tried it
but it didn’t also

's the

drug
1{S to smear on our

/ have bought several herbal

from drugstore; they

39 years, obese

Of the women interviewed, only one respondent went on a “proper”

weight loss programme or therapy in a bid to lose weight. She described where

private “wellness centre” where “they have

reversing your body to what it is supposed to

be, because lifestyle and

function”. Apart from going

daily therapy saying:
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women who sell those 

hei bal medication for potency and stuff like that.

are sold by the

various ways of helping you, or

other things affect how the body is supposed to 

on a diet as part of her weight loss therapy, she 

“food replacements” She narrated her typical

she sought this therapy as a

was given certain proteins as

lot of therapy- Now 1

°f my sisters

W°rk- They say it drain, 

body, the water in the body makes 

too that a certain

doesn 7 work. I was told to 

drmki„s bm i, didn.: wo,k ^

water in the

US fat- Tl,e'-e were times

I’m on diet now and I'm on therapy, a

edica“°',s md ntse ma

was sold to 

tummies, it didn’t work.



given, proteins. food

satisfies the body,
Set the

tea. and th,

can only
vegetables. In also do

have done.

31 years, obese

For her, the success of this therapy or programme was a matter of mind

conditioning, “just like faith”. She intimated:

Hmmm... I think so. It should be, just like faith, just like faith,

mind is telling youresults so much, your

there’s progress.

did not emergeor
In the interviews.

weight loss
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physical

measure by

Electrotherapy,

I have the

people go to church expecting that God will do something for 

on diet and

favourably as a

basically, let me

yet you

in the morning with

activity or exercise

the respondents. They complained

t^eir right 

I take that one 

en ‘n the afternoon
^‘C> is i„ lhe

s take the proteins too, and 
that is it for me. In-between I

them. And so the same attitude, if they put you

those therapies, you have io have faith in ii and do Sieves 

they ask you io do. And 1 ihink even if,on ’re noi seeing ihe 

that you know

struct that

nutrients in

take fruits and

electrotherapy.

put it this way, there are machines that will 

vibrate the body, open the pores, to do what an exercise would



about their inability to

lot of gyms

t0 S° 10 the gym, and
not be late for work

27 years, obese

The women who were overweight or obese mentioned a number of

reasons for which they considered finding remedies for their excessive weight

gain. Two specific issues emerged as their motivating factors for attempting to

her health:
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to pain 

exertion. The 

respondent

exercise due 

tiredness during physical

health related consequences of being overweight 

about not wanting their weight to lead to illnesses. Hence, 

weight was all it

another factor as one

weight I was feeling

lose weight at one point or the other. The first motivation was the apparent 

or obese. Respondents

The last time 1 intentionally tued lost g

time. I for one ha ve to be at

weight or 

lack of time was

expressed concerns

a physical manifestation of the implications of their excess

took for them to initiate weight loss strategies. A respondent recount

. it became apparent her weight was affecting
she modified her died as soon as it

aSSOci*ted with their

Stress of work and 

narrated:

Tl’e stress ofwork doesn’t permit.
P U‘eXercisi>'S-Now there are a

afford be goi„g ,hm

WOf* latest by 7:30am and gets 

home like 7pm, what time will I have



went for

decided to just watch what I

sugar, I avoided milk,
and I

because are
cholesterol and margarine,

cucumber, I

29 years, overweight

The other major motivation as indicated by the women for attempting

to manage their weight was mostly for aesthetic reasons. For some, it was

simply to fit into particular dresses, while for others it was the general

her decision to lose weight:

and then I saw one
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avoided shrimps

was growing too big,

the class and I

dissatisfaction with their current physical appearance when compared with an

lady that was

a lot of

been experiencing pains th 

the lab lest to be done, „■

, i Saw some other
! decided to be slim. I don't

now and if I am hold

'Ol<gh my c)lest 

ny liPid levels were all ,
al1 up there, so I

WClS Wholly I avoided

1 aV°ided ‘io.fish ancl the oils, 

shrimps

didn 7 like the way she was looking.

old photo, an earlier point in time or compared with others. This issue of social 

comparison served as a driving force for initiating weight loss efforts. In the 

following narrative, a respondent indicates the effect of social comparison on

ve'y high in

e8gs, and I ate

wanted to become slim 

wished that I was like them, so

When I came to the university, I fait I

so fat in

s0 in a moment I just

slim ladies and I

vegetables. Lettuce and carrots and tomatoes, 

minimized my bread intake, bread and pastries.



breakfast, I would

their weight loss

The respondents were asked to

followed by the collection of anthropometric

measurements of heights and weights at the end of each interview. The

anthropometric data collected was used to compute the BMI of each

respondent for classification into the various weight categories (underweight;

status of all

some of the overweight

status being concordant
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normal weight, overweight; and obese). This allowed for a comparison to be 

made between the self-perceived weight status of respondents and their actual

Self-Weight Status Representation versus Actual BMI Categorisation

during the interviews; this was

e my

take something just little. 7Vv, 

27 years, normal weight

W0l<Hn 7 l(lkl 

and in the eve'iing. / lr;7/
'aSStarvingmyself

respondents within the noi

interviewed in this study. Whereas 

had their self-perceived weight 

others had distorted

self-assess their body weight status

weight status based on

for the overweight and obese respond

or obese respondents

wi.h their acn»l »=* SM“S’

lesP°ndents desired to shed 

making all kinds of frantic efforts, 

seen some improvements in 

efforts, they acknowledged the need for continued efforts.

weight status as measured by BMI in the analyses.

self-perceived weight

,mal weight range were concordat., with their actual
The comparison revealed that

Overall, the i„ttrvie„s suggK, 

some more weight for various reasons by 

Although some claimed to have

know, I just wanted tn a
C ° heco",e sdm, then.!

Iake my hmch



COfnpared

the
overweight and obese

denial
weight status, and

While these women had

and

promote their “normal” weight status. The following comment attests to that:

Hmmrn, I would describe that J am a normal one, (laughter).

27 years, obese

;elf-perceived weight
In other instances,

their weight statusdetermining
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Denial of Overweight or Obese Status

justified their perception of having a “i

normal. For myself I don 

don 7 usually like foods that are oily.

enierged from 

respondents:

acceptance of weight status.

recorded BMls which located th, 

clinical categories of overweight

therefore

as mothers

I am not so fat. I am normal. Yes. I take care of myself I take 

care of my eating well and things, that’s what makes me 

7 normally eat foods that are oily. I

With their

perceptions about their weight status when 

status. Two sub-themes

iem within the 

obesity, they would not identify 

themselves as ovenveighl or obese. Rather, they perceived .nd described their 

weight status as “normal” or “neither slim nor fat”. In most cases, they

normal” weight status by referring to

their lifestyle and dietary practices which they deemed healthy enough to

status by reporting their own 

including their general background 

and its associated responsibility

actual weight 

perceptions of the
of body

respondents qualified s' 

criteria for
as well as their status

ofsuch claims was reference to



themselves, therefore,
cultural

current weight status as okay”

respondent: one

Am good, I'm am fine, [ don’t see
overweight. 1

weight for

give birth. I don’t think I am overweight.

29 years, overweight

their distorted self

business without difficulty or hindrance

One respondent simply put it this way.

36years, obese
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Yet for some of the overweight and obese women, 

influenced by their ability to go about their 

associated with their body weight.

myself being

having the ideal

my height, by my

For me Ifeel my weight is normal because lam able to do all 

that I want to do. lam not lazy, I am very hard working.

transfer of

°r “fine” This

perceived weight status was

see myself as

my mother is big, not

acceptance of their 

was illustrated by

Srandmothi 

suggesting a
ers) having similng m!lar weight status as

myself Ideal by my own standards. Yes, by 

background, by what I do, Fm ok. Yes,

too big, just about me, so my grandmother is just about, me, 

so I am ok. As a mother I am not supposed to be skinny, I 

must eat good food to produce quality breast milk whenever I

family members (mothers and



is
Contrary to the

Nonetheless,
some respondents

status.

Almost all the women who acknowledged their excess weight status

expressed dissatisfaction with it. They blamed it mostly on genetic factors;

what I think. Hhmm,

47 years, obese
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overweight, yeah I am. In fact, I think I

I think it’s the genes.

one respondent narrated:

hence, they expressed the desire to lose weight mostly for health reasons, as

Oh for now am even 

am obese, I am yeah. Hhmm, for me, 

You understand? So for me, that is 
because come to talk of eating habits, Pm just cautious of all 

these things and probably I need to do a little more exercise 

because I don 7 want to be so fat, because I don t want to fall 

. . , • t not content with my current
sick due to my weight. 1 am not cut 

weight, so am seriously working on it sei io

»e “more polite” and which do 

Perhaps to distance themselves 

from the somewhat negative connotations associated with excess body weight, 

terms such as “plus size”, “XL”, or “fat” were used to describe this weight

Acceptance of Overweight or Obese Statu 

symptoms 

expressed by some of the women who 

overweight or obese, others in the

°rde"'al anddis'°r,ed bo<ly weigh, SIW„S 

“'“U'd bcsl b' descr'bed as . .... .

. . category acknowledged that their
body weight was above the nonml weighl

deSC,ibi"8 weight status, 

preferred to use terms which they considered to h 

not “make people feel bad about their size”



A few others
on

they placed their

expectation

A mother of two childre:

I think I have beco.
§ave birth. But it ls

39 years, obese

Discussion

attitudes related to the problem of overweight and obesity. It also provided

insights into the experiences of overweight and obese women in Ghana. The

findings offer important information

&

some

On the contrary.obese women.
describe
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well as the experiences of women

commonly used to

overweight and obesity in women, as

on prevailing attitudes surrounding

a woman if

The chapter sought to contribute to the growing interest in research on

'We thisf^ because I

however

....... ... ........ ......................

y°Uf' husband
^'m^^«reofroUiyM^isapnpeaiid 

enough food to eat.

concerning their body weight.

The evidence suggest that attitudes relating to overweight or obesity 

were rather mixed, and seemed to be influenced by the social context, as well 

as the weight status of the respondents. As reported in prior studies (Puhi 

Heuer, 2009; Sikorski et al., 2012), some negative attitudes towards 

q emerged, particularly from respondents drawn 
overweight or obese persons e D

, nc “iazv” “dull", and “suffering” were 
from Accra. Negative attributes sue i

overweight or

childbinhi
a niUch broader 

and interpretations of body Wei ■

blamed it

weight status within



s a

constructionsof body weight perceptions

nness as the

associated with body weight.

are deemed wealthier, healthier and more attractive (Puoane et al., 2010).

Nonetheless, this relativity in attitudes towards overweight or obesity could be

a reflection of shifts in body size preferences

(2006).

2012). Normal

weight respondents were more
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between perceptions of individual 

clearly exhibited by

as suggested by Duda et al.,

associated with

a reflection of prevailing city values

Tamale could be symptomatic of communities in which large bodied women

e attribution

or obese

to overweight or obese persons, 

stigmatization. Contrary to Ayesu 

Poobalan, Simkhada, Amalraj, and A 

respondents were mostly reluctant to g

°111Cn "Crc lalW held by 

matler fact, thinness was 

"lterviews in Tama|e 

bunted for byrelativesoc.ai 

Which reflect values, beliefs 

associated with the different study areas. Accra as 

various forms of western influences such as 

acceptable body size for women. The

Further, the expected association 

controllability of weight status and negative attitudes was 

respondents within the normal weight category (Sikr 

inclined towards ascribing negativ.

indication of possible 

with Simkhada,

or obese

Tamale, a.

positive attitudes towards overweight 

respondents who were drawn from 

rather viewed in negative light from the j

These finding could be

Likewise, Tamale is socioeconomically disadvantaged compared with

Acct a. Hence, the positive attitudes toward overweight or obese women in

which could be an

(2013). but consistent

(2011), overweight 

attributions to themselves

and expectations 

the capital city is subject to 

ideals that uphold thi

negative perceptions
overweight or obesity could simply be



and to overweight

no

the

research

study), normal weight respondents reported previous attempts to increase their

body weight, with various degrees of successes.

when

or
as
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escape similar 

pejorative descriptions (“skinny” or “prone to illnesses” in the case of this

By mainly resorting to increased caloric intake from consuming larger 

portions and the use of multivitamins or blood tonic, participants demonstrated 

some understanding of the basic underlying principles of weight management, 

the time of the interviews and indicating 

that somehow they

certain parts of sub-Saharan Africa 

where pejorative descriptions depicting poverty, despair and deprivation were 

often given to women who were considered to be thin. To

or obese

m as (Corri 

the data that 

experiences of attempting to alter their 

the other. Their

Persons in 
indications of existing self-stigma 

Self-stigmatisation is linked

and family members 

disapproval (Montano & Kasprzyl 

effect cannot be overemphasize

Being of normal weight at 

satisfaction with their current weight status, sugg 
experienced .he desired resnl.s. Nene.beless, sud. deiito.e p.acdces .He 

View of increasing wergh. sb.aid no. be —d in an er.

• iobal health problem. Here again, the role of peers 
overweight or obesity is a global heait P 

important referent in«^ *

.k2M)»r«hdelibe.o.eP«"“»“ 

finding ia»»S"»»'«h

or obese

one direction or 

so varied between those within 

overweight or obese. Prior 

(Renzaho, 2004) has reported instances in

general.

among 

with the i - respondents. 

on of negative attributes by 

0,rigan & Wassel, 2008).

respondents had histories and 

body weight towards

motivations for doing

normal weight category and those

Hencc. there were 

overweight

"tternalisati
stigmatised individuals, regarding (her

It was realised from



from other studies (Befort

Lovejoy, 2004). Thus, it

negative)

or Prevent

sporadic dietary

successes were reported with such weight loss efforts. Failed attempts at

losing weight due to lack of knowhow could dent self-efficacy for weight
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or exercise

lmportant in

Ct a1’ 2008; Hcs! 

appears that the 

one gets from friends or 

and behaviours that could either

common techniques 

previous studies (Ayesu, 

notwithstanding, resorting to such 

unconventional techniques (such as the use of lime, tea and ginger) without 

much attention to diet and physical activity is perhaps an indication of poor 

understanding of the physiological basis of weight reduction. Hence, limited

management, thereby discouraging future weight loss attempts altogether.

Due to pressure from their weight, overweight or obese persons often 

feel pains or aches and easily get fatigued making them unable to engage in 

ight loss technique (Nantel, Mathieu, & 

attested to by the

Howling. Lcavy 4 

Sm»f^eks|rither|J0siiiveoi. 

fam,1Y are imnort^ ....
eliciting attitudes 

n „ promote or Brevent „ve™eight or obesity.
On the contrary, some of the ovewei.ht or ohr.

»Moi obese respondents had tried 
to lose weight by employing «cgies. In addWon 

restrictions, the use of lime or lemon, ginger „d „„ 

employed. Similar findings have been reported in

2013; Mvo, Dick, & Steyn, 1999). That

physical activity or exercise as a we. 

Prince, 2011; Schmalz, 2010). Similar experiences were 

respondents in the study, and this explains why physical a

 n measure employed in their weight 
was hardly mentioned in the interviews

c • nnd fatigue counted as perceived barriers
loss attempts. Thus, feeling of pain,

tsl)y the overweight or obese respondents in y
to weight loss attempts by . respondents suggest the possible

These findings about the ovcrwcig scnse
. - ,1S cycle which commences wuh

occurrence of a vicious y



attempts to

weight loss

'e such action will

respondents in the current

threat to their health as

experiencing sharp pain in her chest and numbness on one side of her body.

Similarly, Befort et al., (2008) found that participants in their study shared

similar sentiments about health as important motivation for wanting to lose

with the desire to
to
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efficacy to control weight and lack 

lose weight, which further l0Wl

weight.

For those who did not perceive their weight to be interfering with their 

immediate physical threat to their

weight.

for such

or anticipated physical

were different. For such women,

particular clothes were the factors

These findings corroborate those found by Pu

al., (2008) in which it was noted that dissatisfaction w.

look good. The mismatch between
ployed to attain the desired we.ght 

weight, and the strategies employ

Ing to fai|cd 

efficacy to lose 
was « major 

attempts. According t0 Champion and Skin„, 

motivated to adopt healthy behaviours 

decrease their chances of develooi

day to day activities, and those with no 

health as a result of their weight, their motivations for attempting weigh, toss

their dissatisfaction with their physical 

u rdinto or not being able to fit into appearance compared with others or an old pho ,
that pushed them to want to lose we.ght. 

et al., (2010) and Chang et 

ith body image is linked 

the motivations to lose 

loss is

,er (2008), peop|e tend to be 

when they believ, 

-»Pmgadise.se.l„,hMreg.rd,aniimber(ifihe 

study pointed to the direct 

enough reason for them to want to lose weight.

This finding is consistent with Chang, Nitzke, Guilford, Adair, and 

Hazard (2008) who observed in their study that concern for health urged one 

overweight respondent to quickly modify her dietary regimen when she started

of knowhow, ieadi 

ers Perceived self-,
It emerged that health



excess

observations when studying African American women, and indicated that such

flattering terms chosen by the participants had a huge impact on their positive

self-worth or self-definition.
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By sharp contrast, it emerged that

about their current weight status

con-ectly perceived their 

actual BMI

some other overweight or obese

they are

knowledgeable about how ove

respondents had distorted perceptions

compared with the actual BMI categories. They perceived .hemsel.es to be

‘■normal” or ‘‘neither slim nor fat”. A number of previous studies ha

women

a negative connotation and 

impacted on their self-esteem. Rather, they suggested that terms such as “plus 

size” or “XL” were preferable and “more polite”. Speaks (2012) noted similar

PUbl'C hea'th Cff°rtS Shoi'ld emphasise the

such underestimations of body weight or size to be common among 
w al 2010'Puoane et al, 2005). As Moore et al.

(Befort et al, 2008; Moore et al, ZUiu,
■ . nf hodv weight could mean that:

(2010) suggested, such misrepresentation
. 1f their own weight category;

the women are knowledgeable but isnorant

„ bom .heir »»" ** uninformed about
rweigh.or obesity is calogonzd.

highlighted in this study. Therefore

right strategies for weight management.

Some of the overweight or nhp
& 01 obese respondents

current weight status compared with their - ■ ■
. t u “ DIV" categories. These

respondents accepted that they had excess bn i
body weight. Although they

.bey expressed the desire aud aekmMedged .he need.. p„. in mcasnrcs ,0 

reduce their weight. They were, however, „M in f„our ,ems 

“overweight” or “obese” which to them carried

hemsel.es


Introduction

between childbearing and non-childbearing women; the socio-demographic,

and behavioural factors associated with overweight or obesity. Further, the

Consequently,
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mixed methods research

of both quantitative

and qualitative techniques 

perspective. Hence, both quan

a broader

using parity as a

perceptions of women about overweight and obesity were explored in order to 

gain in-depth insight into important issues concerning the phenomenon. This 

required the application of the pragmatic perspective, which is based on 

practical reasonability, using diverse approaches, giving primacy to the 

research problem, and valuing both objective .nd subjective knowledge. This 

understanding of the multi-fecurrial n.wre of the

Based on this, the present study specifically sought to compare

CH*pTER NINE

summary, conclusions
OMMENDATIONS

or obesity 

was premised in this study that 

obesity operate in fundamentally 

diffeient ways among childbearing and non-childbearing women.

approach allowed for the

problem of overweight or obesity.

the sequential explanatory

t„ guide the legitimate
in studying overweight or obcs,,y front 

^ve^d^veda^u—»*

Studies on ovenveigh, and obes^ 

ages (>5-49) in Ghana often generalize a gene,al,a among won]^

e„varia,e. Given .ha, women who i„itiate cbUdbe„inE 

who do no, are more exposed ,o the risk of developing overweight 

due to retention of gestational weight gain, it 

factors associated with overweight or

design was employed



non-

factors showed some

significant predictors of

significantly increase in the same direction with wealth status across both

women groups and survey years, particularly for those in the richer and richest

in agriculturalwomen
obesity were obese in 2003,

were

women
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or obesity 

18% in

— in terms of the 

overweight or obesity across both

compared with 

2008).

socio-demogiaphic

consistencies and variations in ,

of overweight or

by overweight 

childbearing women (2003, 15% in 2003.

The results

women groups (childbearing and non- 

childbearing), and both surveys (2003 and 2008), AMng bMh w.™ sroups 

and across both surveys, n inverted U-shaped relationship was found between 

age and ovenveight or obesity, with significant higher probabilities among 

women in the 35-44 age group. Similarly, overweight or obesity was found to

or obese in 2003,

;n profess 
non-childbearing women 
significantly more likely to be overweigh

irrespective of whether a
tad initiated tlll

not. However, childbearing womc„ 
v^//o m :

disproportionately affected ,n 2008) were

on the

irrespective of which women

which they belonged. The occupational

rather mixed. While childbearing

, 111/pIv to be overweight or
occupations were significantly ess

jonal/managerial cccup.t.ons

in 2008.

,e P,0«*s of childbearing or 

2003: 34% ,

who were currently married/cohabiting

significant higher probabilities of being overw g 

group (childbearing and non-childbearing) to

status predictors

wealth quintiles.

Marital status was significantly associated with overweight or obesity 

across both women groups in 2003, but not 2008. The results revealed those 

and those previously married had



media exposure and

were variations

found to be significantly

childbearing women with high

that for

religious affiliation (Catholic, Muslim

to become overweight or obese. These results were significant only from the

analyses of the 2008 data, but not so in the cases of the 2003 data.

obesity were also

only the 2008
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- —mg women with high exposure 

more likely to be overweight or obese.

Analyses of the data showed non-childbearing women, 

and Traditionalist) and ethnicity 

(Ga/Adangbe) were significant positive predictors of overweight or obesity;

whereas childbearing women in urban settings were significantly more likely

e'er, there

eari"g women, aild

analyses. In 2003,

m°re likely

The results indicated

Some spatial variations in the predictors of overweight or obesity were 

the Northern Region had significantly lower

among the three mass 

overoeight or obesity was 

am°ng childbearing and non- 

eXP0SUre t0 Print media and television 
respectively. In 2008, however, only childbearing worn™ , ■ L 

to television were significantly

found among childbearing women

Ahafo and Ashanti regions. Non-childbearing wome

were more IWy .0 be overweight er obe«, bur only in 2003.

ia,ed with « °b“"y b“' °n

consistencies and variations between 

nsumption was found to 

obese for both childbearing and

also found. Notably, only

probabilities of overweight or obesity among both women groups and across 

both surveys. The significant lower odds of overweight or

in the Upper West, Upper East, Brong 

in the Central Region

Behavioural factors assoc

data also revealed some
rti_ Alcohol co: 

childbearing and non-childbeaimg won 
be more associated with being overweight or

a significant 

overweight or 

between childbearing and

Clarion between mss 
obes'ty. How,

non-childb

media channels considered in the



obesity such as the effect of the

°f affectedpersons.

Both negative and
attitudes

commonly used to describe

overweight or obese
associated with

Either way, the motivations varied between those overweight or obese

and those in the normal weight categories. The overweight or obese women

pointed to health and dissatisfaction with their physical appearance or their

blood tonic were the
Increased food intake and the

other hand, those who

dietary restrictions, lime or

replacements.
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main measures employed by those

had attempted

lemon, ginger, tea

correctly Peri

but preferred to

of “overweight” or

• , -----  in the normal weight

category had previously tried to increase their body weight.

Phenomenon

women about 
“dul1”, and “suffering” were 

women, particularly among 

the normal weight category, 

mainly positive attributes

women. Related

inability to fit well in clothes as enough reason for previous attempts to lose 

weight; while the normal weight women were motivated by the need to avoid 

being described by their friends and family as “skinny” or “prone to illnesses”, 

use of multivitamins or

who had attempted gaining weight. On the 

losing weight resorted to the use of 

and food supplements or

acknowledged their

0,1 thc sexual |ivcs

P0SkiVe .......- -re held by the

overweight or obesity. Attributes such as “lazy”

overweight or obese 

respondents recruited from Accra and those in 

Respondents from Tamale used

•ceived and

be described using terms

"obese". It was

Some of the women 

overweight or obese weight sta

"XL” instead
such as “plus size or

when referring to

to the attitudes
overweight or obesity, most of the ove„eig|„

and experiences of weight loss attempts, while those i



to be
their

us’ as they perceived

aspire for such a body image, with their rationalisations based on: the need to

of the

provided the structuie
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study. These assessment

for apply"1®

control.

reduce thei-

have enough “flesh” to fit well and look good in clothes; body shape that gives 

prominence to hips, buttocks and breast; increased self-esteem; and relative

expressed the desire to put in

acceptable body size 

women perceived “not too skinny, but not too fat” 

or image for a Ghanaian

by socio-cultural traditions of body size norms. Some women felt pressured to

ease with which to go about activities.

Evaluation of Conceptual Framework
The PRECEDE-PROCEED mode!, developed by Green and Krue.er

, « fnr this study on overweight and 
(2005), provided the overarching structur

■ Ghana Due » - obesity among women in f■ a variety of contexts, phases 2 and 3 of 
oRera for srudylng heahh prob

the PRECEDE component ol prECEDE-PROCEED model
components of the

ctructs of behavioural and socio- 
construct

or weight status, the 

as the preferable body size 

woman. This perception of preferable body size, 

which would be slightly above the upper limits of the normal weight category 

(according to BMI), but not necessarily obese seemed to be influenced more

convenient for those who accepted their
"Weight or obese er-,*

on factors they perceived to bP k tatus to blame it
De beyond their .

°ntro1' DesP"e this, they 

° ledUCe the" Weight-Some others had 
distorted percepttons about their overweight nr u 

or obese stati 
themselves to be “normal” or “neither slim nor fat”

Despite recognizing the



Of factors
obesit

Ghana.

compared between
childbearing and non-childbearing women revealing similarities and

of modem contraception, the use of other

vegetable oils for cooking and the consumption of eight or more glasses of

women.
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water per day were identified as risk factors specific to childbearing women.

women groups; whereas the use

f overweight or

these behaviours, as

these behaviours, particularly those relating to di

I, behavioural and environmental assessment 

selection and assessment of residence

■ inistrative regions of Ghana) as 

overweight or obesity similarly or 

It emerged

behavioural

differences between the two women groups.

and non-childbcaring

was protective o

This component of the model also guided the question routes used in the in- 

depth interviews which helped elicit information concerning such risk 

behaviours. In the interviews, the women revealed .heir knowledge of some of 

well as theit experiences in trying co modify some of

Alcohol consumption was identified as a risk factor common to both

P’’Cvious research in H
Ch 111 lc selcction 

yani°ng womcn in 

and environmental

On and asse:

factors were

differently between

that, living in the Northern Region

ecological theories in tandem with

for assessing the problem of overweight 0[.

The epidemiological

component provided basis for the selecti ' " aSSeSSment

factors (contraceptive method use days ft of b'h«»ranral risk
' ays“fphys“'»i«<yper«,.l„h.l

oi. nse and glasses of water intake per week) .f ovmeigl„ „

women in Ghana. These behavioural

Again, the epidemiological 

component of the framework guided t 

setting (rural/urban) and region (the 10 

environmental factors that could influence 

childbearing

of Ghana



The educational
assessments

and television exposure). Age and wealth status emerged as predisposing

factors associated with overweight or obesity among both childbearing and

differ between

in terms
identified as an

:rweight
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found to

of their effects on

non-childbearing women, while being in a professional/managerial occupation 

was identified as a predisposing factor associated with overweight or obesity 

In relation to predisposing factors, the

obesity among women in general

Ahafo or Ashanti regions

status, wealth status and parity); 

reinforcing factors (ethnicity and religion); and enabling factors (print, radio

overweight or obesity.

enabling factor with a positive 

childbearing women. The interviews

whereas the U, 

and urban 

protective for childbearing women 

regions were selected as

and experiences.

and reinforcingEnabling

childbearing and non-childbearing

High exposure

effect on ovei

alsorevealed ■“ Msy

women

t0 television was

or obesity, but only for 

access to blood

specifically 
qUent'y’ Greater Accra and Northern 

studies upon environmental 

011 the ConcePtual framework using

factors were

l’PCrW'“. Upper Eaa.B1,ng 

sel,,"Ss or Gha„a „„e 
Subse

locat'ons for qm|iMve

assessments were conducted, based 

quantitative data.

“nd e“l08KI11 ™»inents component of (he 

conceptual framework ..lowed for the

background factors of women into predisposj„g 

education, marital status, occupational

for only non-childbearing women.

framework guided the design of interview questions which subject.vely 

assessed women's; knowledge about overweight and obesity, possible causes, 

and weight gain and weight loss considerations 
and possible consequences; and weigm ga



tonics and multivitamins
serve

ethnicity were identified

overweight or obesity
women only. Given that

reward

as motivations for weight gain and weight loss attempts by normal weight and

women
obesity
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lack of information or

independent effects

overweight or obesity using

overweight or

serve as

as re

overweight or obese women, respectively. Likewise, direct impact of excess 

body weight on the health or day to day practical life considerations were 

factors for overweight or obese women’s

support for studying 

the application of

or incentives for certain 

behaviours or outcomes (Green & Krueter, 2005), such factors were explored 

in the in-depth interviews with women. Results from the interviews suggested 

that feedback provided by friends and family members (social support), served

identified as possible reinforcing 

intentions and attempts at managing their weight.

In terms of the analyses of quantise data, rhe conceptual frame™* 

provided a useful structure for running severs of

. effects of both socio-
enough flexibility to estimate t 

demographic factors, and W”'*®'1 “

logistic regression models.
^^oconeepmaifr—P—“

n in Ghana, t>y <<;nmcn *»* among

COuld -ive a. ,
. r , cnabhng fact

attempts for normal weight women p .
Furthermore, the i- ■ 

knowledge on effecti

or fatigue due to excess weight could 

weight loss attempts for overweight or obese wonKn.

Affinity to Catholic, Muslim “^““"’''uligion.andG./Ad.n.bo 

infoicing factors which positively affect 

among non-childbearing 

reinforcing factors provide continuing

01 weight gain

' - '"terviews showed

Ve Wt loss strategies, and pain 

negative enabling factors for



non-
P1 edisposin

conceptual framework offered

context.

Conclusions

Overweight or obesity has increased in prevalence between 2003 and

2008 among Ghanaian women in their reproductive ages (15-49 years), more

have
childbearing while

274

so among those who have initiated the childbearing process. Some significant

model, the 

robustness and ecological 

or obesity among women in the Ghanaian

childbearing women, in

constructs from theories

overweight or

quantitative 

tework has shown that 

een childbearing and 

ig, enabling,

associated with

overweight obesity between the two 

behavioural predictors of overweight or 

childbearing women in Ghana, compared with non-childbeaiing women.

Should this pattern continue, Ohan, is likely t» experience increases in 

health challenges front obesity related non^ntunie.bl. m.rbidi.ies (such as 

diabetes, hypertension, cancers, head disease), as «e!l as adverse — 

(gestational diabetes, hypertension in preg 
outcomes (congenital fetal anomalies, stillbirth). Moreover.

obese may have long-term

well as

j-term delivery) and infant

; women going into

implications for

socio-demographic factors similarly predict overweight or obesity among both 

childbearing and non-childbearing women; whereas others disparately predict 

women groups. The significant 

obesity disproportionately affect

and literature 

and qualitative research methods. Th 

there are some similarities

synergistically using both 

e conceptual fram

and differences betw< 

terms of r

environmental, and behavioural farm,-. . re'no'cms’
3 faC Ors assoclated with ovenveight or obesity.

Despite be,ng an adaptation of the „ri8inal precEDE-Proceed

some level of the

approach to this study of overweight



leir

obesity.

extremities of the body weight continuum, depending on the particular locality

in which one resides, and weight status of the perpetuator of such stereotypical

attitudes.

overweight or obese.

1. The findings
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underestimating and living in

There also appears to be some

cultural forces play

or size,

;dfor the Ministry of Health to

healthy lifestyles for

level of weight status stereotyping with 

negative attitudes commonly held towards women in the lower and upper

la’ tlleicby, multiplyin„ ,h
5 & thc severity of the 

the future.

increased childhood obesity in Gh

problem of overweight or obesity in

Women in the interviews seem

a key role in determining how

thereby, translating them

Recommendations
of the study underscore the nee1 . ,

Finally, social and 

women construct acceptable body we’o 
into the kind of choices they make about the weight status.

In addition, some overweight or obese women have the tendency of 

denial of their weight status, while those who 

are conscious of their weight status tend to be sensitive to being retaed to as

its classifications for defining weight W''h "" BM' ‘"<1
“ S a{US’comPelling them to resort to their 

own subjective creations of body wdglll in

,s the women interviewed were knowledgeable
g lE about some important causal

factors and imminent implication of overweight u ■
overweight oi obesity, such knowledge is 

yet to be translated into measures needed to prevent and manage overweight „



the prevention and

educatio

2. for the Ghana Health Service to include

part of ante-natal

motivation to maximise their

during pregnancy. Hence, the

gestational weight retention, and the subsequent development of

overweight or obesity among the children thereof in later years.

3.

4.

276

managcm, 

among women. For the

pregnancy period may represent an ideal

opportunity to target lifestyle changes among women in order to minimise

into childbearing. The

measures

the quality

the evidence gathers

The success of intervention 

obesity would largely depend on 

disseminated to the public-Basc<*on

Additionally, findings of the study highlight the various population 

subgroups (for example women above 34 years, those in the high wealth 

quintiles, those in professional/managerial occupations among others) that 

are at risk, and could be targeted for intervention purposes. Hence, 

at both the health promotion, and the 

Ministry of Health should take into 

when planning public health

care services for
pregnant women. It has been proven Bonle„ „s„,,y

own health and that of their unborn child

Equally, it would serve well

cnt °f overweiahi 
tht or obesit

Purposes of Prjn, 
useful to target women early in tl ■ ? P'eVCnl,On’ '*

y ln their reproductive

"-entertainment 
of HIV/AIDS, family planningandmaia.a

appealing in that regard.

Y' Particularly 

' 11 w°uld be more 

ages before they enter 

c°ncept as used in the case 

Prevention could be useful and

programme planners and manageis 

non-communicable disease units of the 

consideration such population sub-groups 
interventions to prevent obesity and its related morbidilies.

aimed at prevent.ng overwe.ght o. 

of health promotion messages 

id through the in-

weight management counselling as



Programme with
towards:

size; and ensuring that the

potential channel through which intervention

programme messages could be routed. The Ministry of Health could

collaborate with the Ghana Media Commission and the television

education-entertainment concept to

preventive lifestyle practices.

of HIV and

overweight

engage
and agenciesdepartments
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potential for 

discrimination is at least minimised.

degenerative 

tailored

revamp the

—ynig health

the

or obesity

obesity prevention can

depth interviews, the Ministi

Health and Nutrition

Messages 
nnprov.ng knowledge about BMl f

11 for classify! ■ 
body weight; dissuading people from 

management measures (e.g lime „■

and unhealthy 

use of ineffective weight 
rf „ „ „. ■ gi"8"' *“’■ 1 ■ healthy
lifestyles and physical activity reorinnf

’ enting people at the individual, family 
community, and national towards accepting healthy BMI

where a number of ministries, 

in policy interventions

6. Likewise, the churches, mosques and shrines could serve as promising 

agencies through wh.ch the heaithy weigh, campaign for overweight or

be routed. As was done in the case
„ v the need for Ministry of Health to bring board 

AIDS campaigns, there is
• c efforts that aim to prevent 

religious leaders in intervention 
and obesity, as well as associated morbidities-

7. Overall, the sect„r-wide (SWAP)

are fused to

5. The findings have established the importance of television in influencing 

overweight or obesity among women in Ghana, thereby, underscoring the 

relevance of television as a

broadcasters to design television programmes and shows based on the 

promote overweight

as the ideal body

weight stigmatisation and

17 °r H“l>h C0„|d



would be the

problem of

Ghana Health Service could

or

Ghana Media

data in a mixed

a number of limitations that need to be

acknowledged.

First, merging the overweight and obese categories based on BMI

classifications due to data limitations made it impossible for the independent

in order to ascertain possibleevaluation of women in each category

recognised and has widely been

unhealthy weight.
to the use of primarywith respectlimitationsSecond, there are

explanationand provide
qualitative data to

associations much
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overweight and obese categories is

of women at a

most cffectiVe

differences. Nonetheless, collapsing the

used locally and internationally for assessing

method design, there are

Strengths and Limitations of the Study

While .he strengths of the study iud.de: the„se of |arge 

representative data sets for comparison, .he stadf,cation of women, and the 

complementary use of quantitative data with qualitative

aPProach to d >■dcallng with the 
Ghana-instance th m-

lte’ ule Mini,-' 
plan health 

policies, whereas the Ministry of

for some of the

overweight and obesity jn

-,st1^ °F Health and

Promotion

Education
Commission could serve as tmplementers of,

11 pr°»»mes or policies 
in schools and media outlets.

elaborate
1 This stems from the fact

found from ’Mly

collected from a group
quant.tat.ve data w the of thc

earlier point in time, which

Programmes

and the

iud.de


Finally, the

More specifically, the study revealed significant predictive factors associated

the two women groups.

speculated on the possible

found between various factois

some

:ulative.
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by providing

relationships which hitherto were

with overweight or obesity which have shared pathways between childbearing 

well as predictive factors that operate in

adds to the ever widening discourse on overweight and obesity among women.

Contributions to Knowledge

Existing studies on

elaborations

and non-childbearing women; as

fundamentally different pathways between 

overweight or obesity in Ghana had previously 

of the relationships they

ie study.

results based

all women in i

explanations to some

a„d overweight or obesity among women. By 

mixing quantitative and go— — “**

ri„i.„n>tions for explaining 
empirical qualitative c„ 

largely spec

This study is about the &5t t0 have explored the determinants of 

ovenveight or obesity in Ghana with panioolar „„ t||e

differences inherent between two women groups (childbearing and non

childbearing women) in their reproductive ages (15-49). The study therefore,

primary qualitative data was collcctcd 

of data provided some level

On the qualitative data is

Ghana is

Of ^ergy forth/ CthlS'thCmiX°fbOthSOWccs 

transferability of 

limited as far as generalising for 
—‘ vvumen in ci 

notwithstanding, some useM i„sights aboM "" “ Th«

_ P rccPtlons and experiences
ot women eoneemtng ove™eight Md



in

to
longitudinal studies would

over a

worth exploring in future research

provided there are available resources.

This study exploied the problem of overweight or obesity using

anthropometric data on weights and heights of women from nationally

representative data (GDHS). Similar anthropometric data were not collected
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directly observe 

prolonged period for 

pathways through which the various factors

on men in the surveys. Given the increasing nature of this global phenomenon, 

collect similar nationally

on overweight or obesity in Ghana,

sourced from gdhs 

association

assessing the

operate. This is one approach

overweight or obesity on

Further studies are required to provide more
the sexual health of women in Ghana, 

of overweight or obesity on the sexual

was useful in

Of various factors with

Provided

year interval (2003

Provide the best 

population cohorts of women

Recommendations for Further Rese h

The secondary cross-sectional data 

providing a means to evaluate the 

overweight or obesity among women. This also 

compare changes over a five an opportunity to 

2008). Nonetheless, 

means to

there is equally the need for future studies to 

representative data on men for comprehensive analyses and comparison.

In the interviews, some women were very emphatic about the effects of 

the sexual lives of both women and their partners, 

detailed insights into the impacts
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some of the questions or have any 

discomfort, you have every right to refuse to

.dBigMto—“'R'se”rch

We will protect information about you to the best of our ability. You will not 

be named any of the reports that win be g»— from „ study. Where 

verbatim statements wih be stated-,unto.-- —

0Ur conversation 
verbatim only fOr lhp

recording will be treated “n>°SK °f res'“h-
identification of yours. The expected d • “k"""" “y

PeC e<^ ^t|ratlon of the interview is between 20

present. As part of thc
" 1 »ould like t0 

winch would later be transcribed

and Benefits

There are no foreseeable risks



withdraw at

encouraged. highly

Cape Coast, Cape Coast, or Frimpong

understood the conditions. I have had the opportunity to ask questions for

further clarification to my satisfaction. I consent voluntarily to participate in

this study and I understand that I have the right to withdraw from the study at

any point in time.

Date:Respondent’s Signature/thumpnnt:

Date:

Date:
Interviewer’s Signature:

Interviewer’s Name:
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Your participation in this

your right to 

participation is

Contacts for Additional Information 

You may contact the Mowing for f„h„ 

Kyereme (0244255234), Departmi

Witness’ Signature/thumpnnt:

tent of Population and Health, University of 

Ghana; or Hannah

(0243235225/0507041223), GHS-Ethical Review Committee, Research and 

Development Division, Adabraka-Accra, Ghana.

entirely voluntary and it is 

Nonetheless, your full

I have read the forgoing information or it has been read to me and I have

Prnject is

anY point.
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6.

■“ locality think or : 

>bese? What attributes

are overweight or

over his/her own

Background of Participant:
Age:

Level of formal education:

Marital status:

Ethnicity:

Occupation:

Number of children:

say about persons considered to 
, are they ascribed? (Probe for

GW

INTERVIEW GLIDE FOR WOMEN

OVERWEIGHT AND OBESITY „
ONG WOMEN IN GHANA

UNIVERSITY OF CAPE COAST 
FACULTY OF SOCIAL SCIENCES 

DEPARTMENT OF POPULATION AND HEALTH

for overweight persons? How about

1. When you hear that somebody is overweight, what comes to mind? (Probe 

for particular meaning; probe for description]
2. When you hear that somebody is obese, what comes to mind? (Probe for 

particular meaning; probe for description]
3. In your opinion, how does it happen that some people 

obese, yet others are not?
4. Are there any health complications 

obese persons?
5. What do people in your 

be overweight or oL__ 

associated reasons], „„ think a person can have conttol
In your opinion do you
body weight? |ProbC ideal for —P— *

7. What body size/wctght w ’ f<,

reasons and how to attain pre
324
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8. How would you describe yourse)f
for reasons for description and cu ” size/weigh‘? (probe

9. What do you think accounts f Cl"'ent b°dy size/weight satisfaction!
•. u . S y°Ur CU1Tent body size/weighf

' °'Have y°u ever intentional!, tried to gain weight1*

b) Have you ever i„tenti0M1Iy u &

for reasons and the outcome of such efforts!

11. a) Would you consider gaming weight now or in the future?

12. b) Would you consider losing weight now or in the future? (16a & 16b: 

Probe for reasons, measures to employ and anticipated outcomesl

13. How would you assess your weight prior to and after marriage (for single 

women ask for their anticipated assessment)? [Probe for what accounts 

for changes, if any]
14. How would you assess your weight prior to and after childbirth? (for non- 

childbearing women probe for their anticipated assessment) (Probe for 

what accounts for changes, if any)

Closing thoughts
Is there anything eise related t. overweight end obesity « — 

about?



Hannah,

has reviewed and given approval

1
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c I c

^Ppi'ovaj

Tuoyire Derek Anamaale
C'o Department of Population &. Health 
Faculty of Social Sciences 
University' of Cape Coast 
Cape Coast. Ghana

coviahttee

Cubical

Q tI ©..

Research & Development Division 
Ghana Health Service
P.O. Box MB 199 
Accra
Tel: -233-302-66) 109
Fax - 233-302-6^24
Email:
FrlmpongQghsmail.org

IS* May. 2015

GHANA HEALTH SER\1< 

hi case of reply the 
number and date of this 
Letter should he quoted.

ETHICS APPROVAL -11) NO: GHS-ERC: 06/0I/J5

The Ghana Health Service Ethics Review Committee 
for the implementation of your Study Protocol titled:

‘‘Overweight and Obesity among Women in Ghana”

This approval requires that you inform the Ethics Review Committee (ERC) when the 
study begins and provide Mid-term repons of the study to the Ethics Review Committee 
(ERC) for continuous review. The ERC may observe or cause to be observed procedures 
and records of the study during and alter implementation.

Please note that any modification without ERC approval is rendered invalid.

You are also required to report all serious adverse events related to this study to the ERC 
within seven days verbally and fourteen days in writing.

You are requested to submit a final report on the study to assure the FRC that the project 
was implemented as per approved protocol You are also to tnrorm the ERC ano your 
sponsor before any publication or the research findings.

CE ethics reViEw

My Ref. . GHS-ERC 3 
Yaur Ref. .Vo.

FrlmpongQghsmail.org


SIGNED.
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Please always quote the protocol identification number in all future correspondence in 
relation to this approved protocol

DR. CYNTHIA BANNERMAN 
(GHS-ERC CHAIRPERSON)

However, you are required to request for renewal of your study if it lasts for mere than 
12 months.

Please note fiat tnis approval is given for a penod of 12 months, bemnnim.' Max 28’"' 2015 
to 27“'May 2016 ~ '

Cc: The Director, Research & Development Division, Ghana Health Service. Accra


