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ABSTRACT

Context: Noncommunicable diseases (NCDs) such as cardiovascular diseases, cancers, hypertension, kidney diseases, and diabetes
account for sizeable proportion of global deaths. The proximate causes aside biological and genetics are behavioral risk factors include
dietary practices. Unhealthy dietary practice leading to the occurrence of NCDs blamed for the drawback of social and economic
development of lower- and middle-income countries.

Aims: This research focuses on establishing links among the political economy framework (education, occupation, income, residential
place, and mass media), dietary practices, and the occurrence of NCDs in Ghana.

Settings and Design: It adopted a mixed method approach using the Ghana Demographic and Health Survey (2014), with a sample
of 4122 and 32 qualitative interviews from four regions.

Subjects and Methods: In-depth, key informant interviews, focus groups discussions, and secondary data were used. The qualitative
arm was analyzed using the thematic content analysis.

Statistical Analysis Used: Descriptive statistics and probit regression were used to ascertain the influences of the constituents of
political economy using individual’s dietary intakes.

Results: The present study found that, differences in income levels (P < 0.05), residential place of stay (P < 0.05), and access to mass
media (P < 0.05) were statistically significant to dietary practices and had major implications for NCDs occurrence. The qualitative
outcome revealed that, educational and occupational status of individuals may influence dietary practices. The regression revealed
that females are exposed to unhealthy dietary practices by 6.2% points. Moreover, rural dwelling had moderate influence on unhealthy
dietary practices (3.3% points) than urban dwelling. Again, professionals, sales, and service categories have 5.8%, 5.7%, and 7.6%

points unhealthy practices, respectively.

Keywords: Dietary practices, framing, Ghana, noncommunicable diseases, political economy framework, receptacle

Introduction

Noncommunicable diseases (NCDs) such as cardiovascular
diseases, cancers, hypertension, and diabetes account for
sizeable proportion of global deaths yearly with about
two-thirds occurring in developing countries.? Aside
genetic orientation, acquiring NCDs may be influenced
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by the nature of the political economy framework, which
have implications for individuals dietary practices.* The
political economy framework made up of income status,
educational level, occupational status, residential place
of stay, and access to media are important, particularly
in developing countries. Chronic NCDs are no longer
diseases of rich economies but also becoming widespread
in poor countries. This article, therefore, seeks to portray
how the political economy framework, and dietary
practices as a “receptacle” predisposes individuals to
NCDs in Ghana.

Empirical literature

Unhealthy dietary practices have been found to be one
of the major risk factors of NCDs. For healthy living,
fruits and vegetables are pencilled as one of the regular
required nutrition. Habib and Soma®* have highlighted the
daily required intake of fruits and vegetables to be 400 g.
However, the elements of the political economy framework
and other confounding factors may either promote food
insecurity, unhealthy dietary practices or vice versa in
many households.>® For instance, in Malawi, about 40%
of the population lacked vegetable and fruits intake.”

Again, the educational status of individuals has influence
on dietary practices. For instance, research outcomes
have revealed that, peoples fat intake is over 30% of total
energy intake, carbohydrates is below the recommended
55%-75% and added sugar is mostly above the recommended
10%.48 Many people are not privy to this information due
to ignorance. People therefore continues to consume more
than the recommended 5%6% of saturated fats in diets and
exceed the recommended 5 g of salt intake per day which has
implicatons for the prevalence of cardiovascular diseases.** 1l

Majority of the middle and high income earners have
resorted to the intake of excessive meat, milk, ice cream,
solid fats, butter, cakes, and saturated oil. All these are
precursors of NCDs.!*11]

Again, geographical area of location has implications for
dietary practice. Globally, more than half of population stay
in the urban areas and there are projections that 70% of the
population may be living in urban areas by 2050.!'>'3 This
trend has implication on food access, quality of prepared
foods, and dietary practices such as consumption of
saturated fats, junk food, canned products, frozen foods,
salt intake, late night eating among others.”*'¥

In addition, healthy media projections form the basis
of a healthy information environment that can help the

world deal with dietary diseases. The media projects food
and beverages intake within the population. The active
projections of imported and other locally manufactured
food items by the media raise public awareness about the
existence of those products.!"'* This becomes serious if
those items concerned are injurious to health as people
patronize with implications for cancers, diabetes, and
kidney conditions.

Many countries have mounted dietary intake guidelines
and policies to reduce the incidence of NCDs.”™ In
Ghana, for instance, the Ministry of Health (MOH) outlined
Programmes of Work from 1997 to 2011, the National
Health Policy, 2007, and the Regenerative Health and
Nutrition Policy in 2008. The health sector also launched
the NCDs Policy Documents in 2011.1'"

However, measures put forth in these policies and
programs to reduce the spread of NCDs are clinically
biased despite the evidence that, the nature of the
political economy framework of Ghana has consequential
effects on dietary practices.'®?! Therefore, the verdict
on the implementation of new health care programs for
improving dietary practices and fighting the spread of
NCDs is that, they are yet to demonstrate the desired
results as NCDs prevalence continuous to increase and
remain the major cause of hospital admissions and deaths
yearly.!1721-241

Subjects and Methods

The study adopted mixed methods to address the
objective. The qualitative arm was primarily the first
hand information obtained from the in-depth interviews
while the quantitative arms employed the data of the
2014 Ghana Demographic and Health Survey which was
basically secondary data.*!

Qualitative study

A total of 32 qualitative interviews were conducted to
ascertain the pattern on how the elements of political
economy framework influence dietary practices. This
section also sought to identify the various themes
emerging out of the study.

Quantitative study

The quantitative approach employed the Ghana
Demographic and Health Survey (2014) to ascertain the
associations among the elements of the political economy
framework, dietary practices, and manifestation of NCDs.
This survey is the sixth in a series of population and health
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data collected in Ghana involving 9396 women and 4388
men from 11,835 interviewed households. The primary
purpose of the GDHS was to generate reliable information
on health indicators within the population every 5 years.

Sampling

The sample for the qualitative studies involved 15 in-depth
interviews from patients living with at least one NCD
condition, 11 key informant interviews involving 6 health
care professionals, and 5 health-care policy-makers, and
6 focus groups discussions (FGDs) conducted in gender
dynamics among comunity members who may not
necessarily be NCD patients. The NCDs patients were
selected by simple random sampling technique using the
NCDs patients’ hospital attendance list. The patients were
therefore selected at the hospital and contact numbers
taken. The actual interviews took place in their homes at
their convenient time. The key informants such as doctors,
nurses, pharmacists, NCDs focal persons, and health
directors were purposely recruited using their knowledge
and authority in NCDs issues. The FGD respondents
were purposefuly selected using age status, gender,
socioeconomic status, residential status, occupational
status, and among others.

Relating to the quantitative samples of 13,784 respondents
involved in the GDHS, 2014, our study filtered the total
sample data using age limit of 30 years and above, the
political economy elements, dietary practices, and NCDs
status to obtain 4,122 respondents.

Ethical considerations

The study was approved by the hospitals where qualitative
respondents were selected. The study followed all the
ethical principles from the selection of samples within
the population, interview process, data management, and
data analysis. All respondents consented to participate
in the study voluntarily and were given consent forms to
sign and date.

Data extraction

The qualitative interviews were done using interview
guides. The voices of respondents were recorded,
transcribed, and coded. The qualitative data were
extracted based on themes guided by the study objectives.
In extracting the quantitative data, the main questionnaire
of the 2014 GDHS was consulted. Variables such as age
of respondents, geographical location of stay, educational
level, occupational status, income level, access to media,
perspectives of government regulation on manusfacturing,
sales and importation of food products, and among
others were noted and re-coded. The diseases status
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of individuals such as having an NCD or not, the kind
of NCD afflicting respondent, knowledge of the cause
of the NCD in question were also noted and re-coded.
Again, dietary-related issues such as contents of food
frequently patronized, how such foods were acquired,
how such foods are prepared, possible knowledge of
the ingredients, eating times of respondents within the
day, and among others were noted and re-coded. At the
end of this exercise, the researchers had considerable
information of socioeconomic status of respondents, the
diseases status of respondents and the dietary practices
of the respondents.

Analysis

First, thematic analysis was employed to ascertain the
pattern on how the elements of political economy
framework and dietary practices predispose individuals to
NCDs in Ghana. The global themes were broken down into
organizing themes using the objectives of the study. We
also looked at the emerging themes relating to the coded
transcription and related them to the organizing themes.
Where appropriate, sample quotations from the voices
of the respondents were quoted to support the basic
theme. Second, the Chi-square test was applied on the
2014 GDHS data to examine the nature of the association
between statistically significant variables in the political
economy framework and dietary practices using P < 0.05.
Third, probit regression was used to establish the marginal
effects of a change in a variable of the political economy
framework on dietary practices.

Results

Wealth Status and Dietary Practices

The GDHS (2014) data noted that, there is significant
association between wealth quintiles and dietary
practice (P < 0.05), as shown in Table 1.

Table 1: Wealth Quintiles and dietary practices

Wealth Healthy Dietary Practice
Index No Yes N/A Total
Absolute Poor 15(12.2) 28 (8.6) 0(0.0) 43 (9.5)
Poorer 19 (15.5) 31(12.5) 1(12.5) 51(11.2)
Middle 28 (22.8) 77 (23.8) 2(25.0) 107 (23.5)
Richer 30(24.4) 90 (27.8) 2(25.0) 122 (26.8)
Richest 31(25.2) 98 (30.3) 3(37.5) 132 (29.0)
Total 123 (100) 324 (100) 8(100) 455 (100)
Pearson Chi? (8)=6.143 P=0.000%***
likelihood-ratio Chi? (8)=6.670 Pr=0.00

Fisher's exact=0.614
Source: GDHS, (2014). Significance Level: 1% (***)
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The FGDs also revealed that, wealth quintiles have
influence on dietary practice and the rich people are
perceived to have poor dietary practices because, aside
from the patronage of junk foods, they consumed protein
and other minerals in excess which are injurious to health.
Two respondents said these below:

“Rich people have higher chances of acquiring the NCDs. At first
people called it “Diseases of the rich” because they have money to
enjoy all the junk foods, cow meat or canned beef. They will not
go to the market to buy smoked fish so within a short while they
are weak. So, the rich acquire NCDs much more than the poor...
."{Diabetic Patient_Male_Apatrapa_Kumasi_Ahanti Region

NCDs does not respect socio-economic status. All manner of
persons can be inflicted with NCDs. These days poor people
are increasingly becoming affected with NCDs. In some years
to come, the ratio of NCDs occurrence between the rich and
the poor may be equal. All we need to do is to take good care
of our diets, stop the consumption of junk food, do exercise
and we shall live NCDs free life....... "{Health Care Policy
Maker MOH_Accra

Educational status and dietary practices

The outcome of the GDHS data did not associate
educational status to dietary practices. The implication
is that, the educational level of a individual does not
influence healthy or unhealthy dietary practice. However,
the outcome of the qualitative perspective revealed
that, even though educated people have knowledge of
nutritional contents and have access to dietary guidelines,
their dietary practices are poor. These are the views of
some respondents:

“The educated ones living in the urban areas would work for
long hours in their offices and when they come home they will
feed on the junk food but an illiterate in the rural area comes
back from the farm to eat cocoyam leaves sauce (‘Kontomire’).
So, the illiterates are much stronger and healthier than the
educated ones....”(Diabetic Patient Female Apatrapa_
Kumasi)

“I do not need to explain. It is just westernization because
we are eating all the junk foods and the educated individuals
are mostly involved. Everything is fast, that is the fried rice
and so on. So that is the main problem. The soft drinks and
others are also part. At first our mothers and grandparents
walked long distances before they get to their farmlands
but right now within the shortest distance you will prefer to
sit in a car. Few people prefer eating ‘kontomire’ (cocoyam
leaves) but right now, to many people, everything is

“KFC”(restaurant) [Laughing]...... (NCDs Specialist, Regional
Hospital Sunyani)

Place of Residence and Dietary Practices

Again, the result in the GDHS, (2014) indicated
that, place of stay was not significant to dietary
practices (P = 0.035). The implication is that, living in
the rural or urban area does not influence people to
adopt healthy or unhealthy dietary practices. However,
almost all the respondents in the qualitative interviews
agreed that, living in a rural area is less associated with
NCDs due to good dietary intakes. They revealed that,
urban dwellers aside the pressure of meeting official and
unofficial work schedules, they are faced with poor eating
habits and may have higher rates of NCDs acquisition.
A stroke patient had this to say:

“Those living in the rural areas eat a lot of fresh leaves and
vegetables “Kontomire”, “Nkwaansusua”. When they go to
the farm they will get natural pepper (mesewa) “domo and
sasear” (mushroom) which will served as the pepper and fish
but those of us living in the urban areas will prefer frozen meat
and chicken which is not good health. So, living in the urban
area is not healthy...”{Stroke Patient Female Apatrapa_

Ashanti Region }

Occupational status and dietary practices

The quantitative study revealed no statistically significant
association between occupational status and dietary
practices (P > 0.05). However, PLWNCDs and other
non-NCDs afflicted persons interviewed stated that,
their occupational status had influence on their dietary
practices. Below is a feedback from FGDs:

“Our diet is the cause of all these NCDs. Doctors have
explained several times that, we are not supposed to eat
heavy food after 6 pm. But nowadays, we keep long at our
workplaces, do all our errands and go home around 9 pm
even to eat “fufu”(cassava mixed with plantain, yam or
cocoyam and pounded). They have explained that if you eat
“fufu” late in the night. it will be difficult for it to digest so
the excess will turn into glucose that goes to build up the
diabetes. So, our activities are impacting negatively on our
eating habits {FGDs_Male_Kwatiri_Sunyani_Brong Ahafo
Region}

Access to media and dietary practices

The GDHS, 2014 established that, access to media
has statisitcally significant association to dietary
practices (P < 0.05), as shown in Table 2.
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Table 2:Access to Media and Dietary Practices

Access to Healthy Dietary Practice

Media No Yes N/A Total

Not at all 15(12.2) 40(12.4)  0(0.0) 55(12.1)

At least once a week 30(24.4) 72 (22.2) 0(0.0) 102 (22.4)

More than once aweek 78 (63.4) 212 (65.4) 8(100.0) 298 (65.5)

Total 123(100.0) 324 (65.4) 8(100.0) 455 (100.0)

Pearson Chi? (4)=4.5342 P=0.009%***

likelihood-ratioChi? (4)=7.0855 Pr=0.031

Fisher's exact=0.471
Source: GDHS, (2014). Significance Level: 1% (***)

Table 3: Regression of Political Economy Variables and Dietary
Practices

Political Economy dy/dx Standard. t-Statistics
Variables Error.
Demographics
Gender 0.062 0.013 4.68%**
Social Factors
Places of Residence
Rural 0.033 0.015 2.22**
Economic Factors
Wealth Quintiles
Poorer 0.010 0.017 0.60
Middle -0.020 0.019 -1.07
Richer -0.035 0.021 -1.61%%*
Richest -0.024 0.024 -1.02
Occupational Status
Professional 0.058 0.029 1.97%*
Clerical 0.006 0.051 0.13
Sales 0.057 0.024 2.46%*
Agricultural-SE 0.047 0.024 2.30%**
Agricultural-E 0.026 0.076 1.15
Services 0.076 0.039 2.84%*
Skilled 0.002 0.026 0.67

Source: GDHS, (2014). Significance Level: 1% (***)

The qualitative outcome revealed that, the media projection
can either positively or negatively influence dietary practice.
Some PLWNCDs confirmed the positive role the media plays
in demystifying NCDs occurrence per the voice below:

“Media reporting on NCDs are good for us. At first when |
prepare the soup, I do not take much but when [ listened to
the discussions on the television, I take a lot of soup now.
I was laying in my couch while they were showing it on the
television. But after applying it, I realized it has helped me.
When I take more soup, I feel like | have gained extra energy.
So, when I wake up early in the morning, I will be stretching
myself.................. "{Diabetic Patient_Female_Apatrapa_
Kumasi_Ashanti Region }

Regression of political economy variables and dietary
practices
The current study found that, the elements of political
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economy framework had influenced the dietary practices
of individuals by some percentage points. The study found
gender (6.2% points), staying in rural area (3.3% points)
and individuals within the richer quintiles (3.5% points),
as shown in Table 3.

Discussion

The current study associated wealth quintiles to dietary
practice (P = 0.000). Both the descriptive statistics and
the regression seem to potray that, people in the rich
category particularly those within the richer brackets are
associated with unhealthy dietary practice. The qualitative
respondents equally attributed unhealthy dietary practices
to the rich people as they patronize junk food, frozen
food, fastfoods especially canned products and many
more. This finding may perhaps be due to the fact that,
the members of the rich category can afford any food
substance. FAOP reports that, about 800 million (20%) of
people in developing countries have NCDs that are linked
to nutrition related conditions. The results of the current
study are broadly consistent with the study outcomes
revealing that socioeconomics status of people may
influence the kinds of foods they patronize.??”

Again, educated people may be aware of the nutritional
benefits of macro and micro nutrients. However,
excessive use of some nutritional ingredients such as
fats, salt, and salt-preserved foods may result in NCDs
such as hypertension and cancers.*” In the absence of
intensive public education, this information may not be
available to the nonliterate person. Backholer et al.,?®
and Lépez-Olmedo et al.*! have established that, there
is statistically significant association between educational
status and dietary practices. Even though the qualitiative
outcome of our study corroborates this assertion, the
quantitative outcome had contrary results as P > 0.05.

Furthermore, the quantitative arm of the current study
did not establish significant association between area of
residence and dietary practices. However, the qualitative
respondents gave the impression that, area of residence,
with reference to urban living has negative influence
on dietary practices. Argument on this borders on
quality of available food, ingredients of food substances,
unscheduled dietary patronage times and among others.
This finding is consistent with the study outcome of
Eckert, Angkurawaranon®! and Juma et al.,’? who
reported of negative consequences of global urbanization
on dietary behavior and with considerable implications
for NCDs incidence.

/ Volume 6 / Issue 3 / July-September 2021




Brenyah, et al.: Political Economy Framework and the Occurrence of Non-communicable Diseases in Ghana

Again, the GDHS data revealed that, occupational status
was not significant to dietary practice but the qualitative
outcome had contrary results. Healthy dietary practices
encompass the acquisition of the right quantum of food
and the right combination of food nutrients. The qualitative
respondents argued that, occupational stress may act as
an inhibiting factor in healthy dietary practices. This is
especially so when ones occupational schedule encourages
irregular and late eating. Therefore, occupational stress
levels, work schedules and scope may influence dietary
practices and predispose individuals to NCDs.***! For
instance, occupational stress may promote low fruit and
vegetable in-take below the 400 g needed per day.**! Our
study noted that, most of the PLWWNCDs are not in any
gainful occupation but they face unhealthy dietary practices
due to their inability to purchase fruits and vegetables.

The study found that, the media plays crucial role in
public education about NCDs, especially about dietary
practices (P < 0.05). This is consistent with the study
outcomes of L’Abbe, Stender, and Skeaff,"™ and Foster,
Hillsdon, and Jones,"" From the GDHS (2014), it was revealed
that, about 65.4% of the respondents had access to media
more than once a week. Most media houses have special
programs tailored for the health needs of the population. If
the media could sustain its positive dietary recommendations
in the society, the incidence of NCDs may reduce.

Again, from the Table 3, females are exposed to unhealthy
dietary practices by 6.2% points. Moreover, residential place
of stay; rural has moderate influence on unhealthy dietary
practices by 3.3% points. The implication is that, urban
dwellers have higher percentage points in unhealthy dietary
practices and hence NCDs occurrence are more likely to be
high in urban areas. Furthermore, occupational category in
relation to unhealthy dietary practices found that, people
in the Professionals, Sales and Service categories have 5.8%,
5.7%, and 7.6% points, respectively. This may probably be
due to profesionals working times schedules, busy customer
drive and the act of commercial and service workers paying
much attention to clients and these activities distorts their
eating pattern and content of food they take.

Conclusion

Dietary practice is “receptacle” to educational status,
geographical location (rural or urban dwelling), occupational
status, wealth quintiles and access to media (Political
Economy Framework). Living a flourishing life in urban areas
means changes in dietary practices. Sedentary lifestyles
such as patronizing junk food, excessive intake of fatty

foods, red meat, soft drinks, confectionaries and among
others are characteristic of people living in urban areas.
The study found that, even though NCDs occurrence cut
across the elements of the political economy framework,
the incidence fall on the rich more than the poor as the
rich have bad dietary practices which act as “receptacle”
and may be leading to higher levels of cholesterol, kidney
diseases, hypertension, obesity, and among others. Rural
folks are not affected so much by NCDs as compared to
their urban dwellers partly due to the nature of their dietary
intakes holding all other confounders constant.

Recommendations

The need for promotion of daily dietary requirement
for healthy living is due. Health stakeholders should
form multidisciplinary teams to promote healthy living
in different local languages. This can be possible if
multidisciplinary teams undertake collective efforts to
educate the people and regulate the manufacturing of
junk foods. Again, Dietherapy and Occupational Health
Services should be made available in most organizations
to regulate stress- and work-related unhealthy dietary
practices. In all these, the role of the media should be
keen in mounting programmes aimed at demystifying
the effects of each of the political economy variables on
diet, reducing advertisement on unwholesome foods,
and bringing devastating outcoms to the public domain.
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