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Lifestyle habits, macronutrient
intake, and obesity prevalence
among adolescents in
rural-periurban community
senior high schools in the Ho
municipality of Ghana
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Odeafo Asamoah-Boakye and Veronica Tawiah Annaful

Department of Biochemistry and Biotechnology, Faculty of Biosciences, College of Science,
Kwame Nkrumah University of Science and Technology, Kumasi, Ghana

Background: Adolescence is a critical stage in the life cycle that presents a
window of opportunity for the formation of lifetime habits or an aversion
to childhood malnutrition effects. This study assessed the lifestyle habits,
macronutrient intakes, and obesity prevalence among adolescents in some
selected Senior High Schools in rural communities in Ho Municipality.

Materials and methods: A cross-sectional survey was conducted among 272
adolescents aged 13-19 years and attending senior high schools in the Ho
Municipality of Ghana. Data on sociodemographic, physical activity levels,
dietary habits, and anthropometrics were obtained. A body mass index (BMI)
and waist circumference (WC) were determined, while a repeated 24-h dietary
recall was used to collect the dietary intakes of the participants.

Results: The majority of the adolescents did not meet the Recommended
Dietary Allowances (RDA) for calories (94.5%), dietary protein (68.8%), and fibre
(91.5%). Adolescent boys consumed more calories (1,969.7 4+ 579.9 Kcal) on
average than adolescent girls (1,658.0 4+ 458.7 Kcal) (p = 0.001). Overweight
and obesity prevalence were 15.8 and 8.5%, respectively. About 90.4% of the
adolescents did not meet the WHO recommended 150 min per week of
physical exercise. On sedentary, 97.6% of adolescents spent half an hourto 5 h
per day watching television when at home. Breakfast was the most frequently
skipped meal (47.9%), and 59.6% of adolescents consumed fast foods such
as pizza, burgers, and ice cream one to three times per week. Adolescent girls
also had higher odds of being overweight or obese compared with adolescent
boys (AOR = 2.4, p = 0.094, 95% Cl| = 0.9-6.4). Adolescents who did not meet
the RDA for calories had lower odds of being overweight or obese compared
with those who did (UOR = 0.3, p = 0.045, 95% CI = 0.1-0.9).

Conclusion: Poor dietary habits and intake, sedentary lifestyle, and obesity
prevalence were observed among the adolescents. Being an adolescent girl
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was associated with obesity risk, while not meeting caloric intake showed
a protective effect. Efficient and effective nutrition and lifestyle education
programme should be promoted in communities to improve the dietary intake
and lifestyle habits of adolescents.

lifestyle habits, macronutrient intake, obesity prevalence, adolescents, senior high

schools

Introduction

The incidence of obesity has tripled in developing countries
over the past three decades (1) with increasing urbanization,
flexible trade policies, globalization, and a massive increase
in food processing companies (2). While there has been an
18.3% reduction in underweight among adolescent students
in Ghana between 2007 and 2015, there has been a rise in
overweight and obesity from 8.7% in 2007 to 13% in 2015
(3, 4). Overweight and obesity are important risk factors for
non-communicable diseases (NCDs) such as cardiovascular
diseases, cancers, chronic respiratory diseases, and diabetes (5).
In addition, obesity in adolescents has been associated with high
sedentary behaviours (6), physical inactivity, long screen times,
and poor dietary behaviours (7) in different settings.

Due to globalization and the availability of fast-foods,
dietary intakes in Ghana have shifted from consumption of
wholegrain, non-refined carbohydrate intake in the past to a
significant amount of highly processed foods and fast foods
such as pastries, pizza, and sugar-sweetened beverages (8,
9). Severe food insecurity has also contributed to fast food
consumption among adolescents in low-income countries (10).
This is because people who are severely hungry may prefer
energy-dense foods to compensate for times when food is scarce
(10, 11). The consumption of sugar-sweetened beverages and
highly processed foods, which contain few micronutrients but
are high in calories, sugar, saturated and trans-fat, has been
the driver of increasing rates of obesity among adolescents
in low-and-middle-income countries (12). In Ghana, it has
been reported that the dietary patterns of schooling adolescents
are predominantly sugar-sweetened snacks, energy drinks, and
soft drinks (8). Prospective cohort studies in children and
adolescents also suggest that intake of highly processed foods
contributes to high levels of body fat and obesity (13-15). Other
dietary behaviour such as skipping breakfast and low dietary
fibre intake have also been reported among adolescents in Ghana
(8, 16), and may also contribute to the increasing obesity in this
population (17-19). Furthermore, inadequate nutrient intake
has also been found among schooling adolescents in Ghana (20).

In addition, low physical activity and sedentary behaviours
are increasing among children and adolescents (21). For
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adolescents, early exposure to unhealthy lifestyle behaviours
increases their risk of NCDs in adulthood. The United Nations
predicts that within the next few decades, Africa and Asia
will have the largest and fastest urban population growth (22).
High population densities in cities, particularly in low-and
middle-income countries, often increase sedentary lifestyles
(21, 23). In addition, urbanization, coupled with an influx in
motorized transportation use in densely populated cities (24)
may reduce physical activity participation (25). Available data
shows that 75% of adolescents aged 13-18 years in Ghana are
physically inactive (26). Sedentary lifestyles such as watching
television, using the computer, the internet, and social media are
also increasing among adolescents in Ghana (27). Inadequate
physical activity and sedentary behaviours may also contribute
to increasing obesity among children and adolescents (27).

For children and adolescents, the WHO (28) identifies
several strategies to prevent the insurgence of adolescent
obesity, including promoting an active lifestyle, reducing
television viewing, promoting fruit and vegetable intake,
creating more opportunities for family interaction (e.g.,
eating family meals), restricting the intake of energy-dense,
micronutrient-poor foods (e.g., packaged snacks) and the intake
of sugar-sweetened soft drinks. As adolescents spend the
most time in school and become more independent in their
food choices, the school environment becomes an important
place in shaping dietary behaviours (8). It may present an
opportunity to encourage physical activity and steer the diet
of adolescents toward healthier options (29), or lead to poor
dietary habits (30). Identifying lifestyle habits, macronutrient
intake and obesity prevalence among adolescents could be
important to understand the lifestyle and dietary behaviours of
adolescents and inform intervention for improved dietary and
lifestyle practice.

Materials and methods

Study design and population

The study adopted a cross-sectional design. The study
population comprised 272 adolescents aged 13-19 years
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attending Senior High Schools (SHS) in the Ho Municipality
of Ghana. The study population was male and female schooling
adolescents who either lived in the Ho municipality or stayed
in the municipality for school. The study population was either
day-going students who lived in the Ho communities and attend
school during the day or boarding students who stayed in the
school until vacation.

Ethics

The study was approved by the Committee on Human
Research Publication and Ethics, of the School of Medicine
and Dentistry, Kwame Nkrumah University of Science and
Technology, Kumasi (CHRPE/AP/026/20). Permission letters
to carry out the study were also obtained from the Head
Teachers of the selected Senior High Schools. Participation
in this study was voluntary. Written informed consent and
assent were obtained from parents or guardians and students
below the age of 18 years and below, respectively, before
enrolling them in the study. Similarly, written informed
consent was obtained from the adolescents aged 18-19 years
before being recruited to participate in the study. The study
included adolescent students who were physically healthy,
had attended school for at least one academic year, and
agreed to participate.

Sample size determination

The sample size of the study was determined using the
Cochran formula. The formula is stated as follows:

Z’pq
nyg = 62

Where e is the desired level of precision (i.e., the margin of
error) = (5%),

p is the (estimate) proportion of the population which has
the attribute in question = 50%,

qis 1-p.

72 is the abscissa of the normal curve that cuts off an area at
the tails. The value of Z is found at a 95% confidence level is 1.96
(Z 1.96) as found in the statistical table.

The sample size is calculated as:

1.962 s (0.5)(0.5)

M f—
0 0.05

An estimated sample size of 305 participants was the
target population, however, we obtained 282 participants due
to time constraints and the global pandemic that caused
restrictions.
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Data sampling

The study used both stratified and simple random sampling
approaches to recruit participants from eight (8) senior high
schools. Ten SHS in the Ho Municipality were deemed
appropriate for the study. First, the SHS was stratified into
government-owned and private-owned senior high schools. In
each stratum, numbers were given to each school on pieces
of paper. The papers were folded and placed in opaque boxes
according to each stratum. Five SHS each from each stratum
were randomly drawn from the opaque boxes. However, only
three (3) private SHS responded to our research invitation, so
we had eight SHS participating in the study. Using convenient
sampling, we aimed to select 40 students from each SHS.
However, in some schools, we fell short of the target number
of participants, resulting in 282 participants in all.

Data collection

A questionnaire was developed and used to assess the
gender, age, physical activity levels, and dietary habits of
participants. Other sociodemographic characteristics of the
participants were obtained but are not reported in this
manuscript. A repeated 24-h dietary recall on two consecutive
weekdays and one weekend was used to assess the nutrient
intakes of the participants. We took weight (in kg), height
(in centimetres), and waist circumference measurements.
Day training workshop was organized for all enumerators
to confidently equip themselves with anthropometrics while
MPhil Human Nutrition and Dietetics students collected
the diet history.

Anthropometric measurement

All anthropometric indices were carried out following WHO
standardized protocols. The weighing scale and stadiometer
were placed on a flat and smooth surface to ensure accuracy in
measurements. The heights of the participants were measured
using a stand-alone stadiometer (SECA 213, Hamburg,
Germany). The students were asked to stand straight on the
stadiometer with their heads, buttocks, and heels touching
the pole of the stadiometer. Readings were taken at eye level
to ensure the correct measurement and were taken to the
nearest 0.1 cm. These measurements were taken twice, and the
average was recorded.

A weighing scale (Omron BF211, Tokyo, Japan) was used to
determine the weights of the participants, in light garments and
with no shoes on. They were asked to stand in the centre of the
platform such that their weight was evenly distributed to both
feet. The weight was measured twice, and the average was taken
to the nearest 0.1 kg. Body mass index (BMI) was calculated
using weight divided by height squared, and classification
was based on WHO cut-offs (31) (i.e., underweight, normal,
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FIGURE 1
Adequacies and inadequacies in calories and macronutrient intakes, and BMI status.
TABLE 1 Sociodemographic variables, calories and macronutrient intakes, and anthropometric variables.
ender -value € grou ears -value
Gend P-val A, ( ) P-val
Variable Boys Girls 13-17 years 18-19 years
Nutrient intakes N =40 N =232 N =155 N=117
Calories, Kcal
Met RDA 2(5.0) 13 (5.6) 1.000%* 7 (4.5) 8(6.8) 0.432%
Not met RDA 38 (95.0) 219 (94.4) 148 (95.5) 109 (93.2)
Mean calories 1969.7 +579.9 1658.0 & 458.7 0.0017 1670.6 £+ 461.9 1747.8 £ 523.3 0.2431
Dietary carbohydrate, g
Met RDA 40 (100.0) 228(98.3) 1.000% 153 (98.7) 115 (98.3) 1.000%
Not met RDA 0(0.0) 4(1.7) 2(1.3) 2(1.7)
Mean dietary carbohydrate 310.6 + 92.6 264.9 +£70.9 0.005" 267.7+£72.3 276.9 + 80.7 0.348"
Dietary protein, g
Met RDA 12 (30.0) 73 (31.5) 1.000% 49 (31.6) 36 (30.8) 0.896%
Not met RDA 28 (70.0) 159 (68.5) 106 (68.4) 81(69.2)
Mean dietary protein, g 5124 17.7 41.6 + 10.4 0.001" 423 +11.5 439 +13.1 0.379"
Dietary fibre, g
Met RDA 6 (15.0) 17 (7.3) 0.123% 14 (9.0) 9(7.7) 0.827%
Not met RDA 34 (85.0) 215 (92.7) 141 (91.0) 108 (92.3)
Mean dietary fibre 244489 17.8 +£5.3 <0.001t 49.9 +19.2 53.9 +22.9 0.0471
Mean dietary fat, g 61.3 +20.0 50.0 & 20.6 <0.001" 182+6.3 19.6 £ 6.5 0.2051
Anthropometry
Mean waist circumference, cm 745+ 55 7334 10.7 0.0797 73.1412.0 740+ 6.7 0.028"
BMI, Kg/m?
Underweight 3(7.5) 23(9.9) 0.120% 97 (62.6) 83 (70.9) 0.339%
Normal 32 (80.0) 148 (63.8) 41 (26.4) 25(21.4)
Overweight/Obese 5(12.5) 61 (26.3) 17 (11.0) 9(7.7)
Mean BMI 216429 233+45 0.0317 23.1+438 23.0+3.8 0.776"

Mean =+ SD (standard deviation), TMann Whitney test, ¥ Fisher’s test p-value, RDA, Recommended dietary allowance; BMI, Body Mass Index. Bold values means the p values are

significant.
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overweight, and obese). A BMI > 25.0 kg/m? was considered
overweight or obese.

Waist circumference (WC) was measured using an
inextensible measuring tape. The tape was placed at the
midpoint between the lower margin of the last palpable rib and
the top of the iliac crest according to WHO protocol (32).

Dietary intake assessment

A repeated 24-h dietary recall on two weekdays and
one weekend was used to obtain the dietary intake of the
participants. The first 24 h recall was taken from the previous
day’s dietary intake. The recalls were conducted via face-
to-face interviews by trained MPhil Human Nutrition and
Dietetics students, who were also enumerators. The portion
sizes of the adolescent students’ food intake were estimated
using household food measures. The portion sizes in household
food measures were converted into their gram equivalents (33).
The trained MPhil Human Nutrition and Dietetics students
recorded grams of the foods consumed into a nutrient analysis
template designed by the University of Ghana, Department of
Food Science and Nutrition (Accra, Ghana) (34), which contains
macronutrient and micronutrient levels in most Ghanaian
foods. The nutrients from the 3-day dietary recall were obtained
and an average of the 3 recalls was calculated. We compared
the mean macronutrients obtained to the Recommended
Dietary Allowance (RDA) of the same age group using the
National Academy of Sciences, Food and Nutrition Board
cut-offs (35). Mean calories were compared to estimated energy
requirement (EER) using the National Academy of Sciences,
Food and Nutrition Board cut-offs (35). Adequate nutrient
intakes were categorized as “met RDA” and inadequate intakes
were categorized as “not met RDA.”

Data analysis

The Statistical Package for Social Sciences version 26 (SPSS;
IBM Inc., Chicago, IL, United States) was used to analyse the
data. A test of normality was performed on the anthropometric
measurements and nutrient intakes. Descriptive statistics were
performed on gender, age group, dietary habits, physical
activity levels, anthropometric indices, and nutrient intake
categories. Crosstabulation tests were used to compare the
frequencies of nutrient intake status, BMI status by gender,
and age group of participants. Similarly, a chi-square (Fisher’s
exact test) crosstabulation test was performed to compare the
frequencies of dietary habits, physical activity levels, nutrient
intakes, and BMI status. An independent f-test was used to
compare the mean difference between BMI, WC, and nutrient
intakes by gender and age group, and a significant difference
was determined using the Mann-Whitney “U” test for non-
parametric comparison. An analysis of variance (ANOVA)
analysis was performed to compare the mean difference
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between waist circumference, nutrient intake, and BMI status
of participants. The significant difference was determined using
the Kruskal-Wallis test for non-parametric comparison. Data
for mean comparison were presented as mean + SD (standard
deviation). A Pearson correlation controlling for gender and age
was performed to determine the association between WC, BMI
and nutrient intakes. Unadjusted and adjusted (for age) binary
logistic regression tests were performed to determine predictors
of overweight/obesity. All statistical tests were two-tailed, with
p-values less than 0.05 considered significant.

Results

Figure 1 presents adequacies and inadequacies in calories
and macronutrient intakes, and BMI status. The majority of
the adolescents did not meet RDA for calories (94.5%), dietary
protein (68.8%), and dietary fibre (91.5%). Obesity prevalence
was 8.5%, while 15.8% of adolescents were overweight.

Table 1 presents the relationship between gender, age
group, calorie and macronutrient intakes, and anthropometric
variables. Adolescent boys (15.0%) met the RDA for dietary
fibre non-significantly more than adolescent girls (7.3%).
More 18-19 years old adolescents (6.8%) met the RDA
for calories (p = 0.432) than 13-17-year-old adolescents
(4.5%). Adolescent boys (1969.7 £ 579.9 Kcal) consumed
more mean dietary calories than adolescent girls on average
(1658.0 £ 458.7 Kcal) (p = 0.001). Adolescent boys consumed
more mean dietary carbohydrates (310.6 + 92.6 g) than
adolescent girls (264.9 £ 70.9 g) (p = 0.005). Similarly,
adolescent boys consumed more mean dietary protein
(51.2 £ 17.7 g) than adolescent girls (41.6 &= 10.4 g) (p = 0.001).
Adolescent boys had higher mean dietary fat (61.3 4 20.0 g) than
adolescent girls (50.0 & 20.6 g) (p < 0.001). Also, adolescent
boys had higher mean dietary fibre (24.4 + 8.9 g) than
adolescent girls (17.8 & 5.3 g) (p < 0.001). Adolescents aged
18-19 years consumed more mean dietary fibre (53.9 & 22.9 g)
than adolescents aged 13-17 years (49.9 £ 19.2 g) (p = 0.047).

Adolescent girls were more likely to be overweight or
obese (26.3%) than adolescent boys (12.5%) (p = 0.120).
Overweight or obese adolescents were more prevalent among
13-17 years old (11.0%) than among 18-19 years old
adolescents (7.7%) (p = 0.339). The BMI of adolescent girls
was higher (23.3 4+ 4.5 kg/m?) than that of adolescent
boys (21.6 £ 2.9 kg/mz) (p = 0.031). On the average,
18-19-year-old adolescents had higher waist circumference
measurements (74.0 & 6.7 cm) than 13-17-year-old adolescents
(73.1 £ 12.0 cm) (p = 0.028).

Table 2 indicates the relationship between physical activity
participation and body mass index status. About 7 in 10 (70.6%)
of the adolescents participated in high-intensity exercises, while
22.8% of the adolescents performed no physical exercise. In the
previous week, 54.0% of the adolescents exercised once to three
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times. The majority of the adolescents (55.9%) participated in
20 min or more of physical exercise in the past week. However,
90.4% of the adolescents did not meet the WHO recommended
150 min per week of physical exercise. In terms of sedentary
activity, 61.4% watched television 1-3 times per week when
at home, while 97.6% of the adolescents spent half an hour
to 5 h per day watching television. Adolescents who did not
engage in any physical activity were more likely to be slightly
overweight or obese than those who engaged in moderate- to
high-intensity physical activity (p = 0.755). Adolescents who
watched television 1-3 times per week (27.5%) had the highest
proportions of overweight or obesity compared with those who
watched television every day (20.2%) and those who rarely
watched television (22.2%) (p = 0.159).

Table 3 shows the relationship between the dietary habits
of participants and body mass index status. The majority
of the adolescents consumed three meals per day, while
21.0% skipped one of the daily meals. Breakfast was the
most skipped meal by these adolescents (47.9%). About 25.7%
of the adolescents sometimes took snacks, and these were
mostly soft drinks (47.4%) and regular yoghurt (12.9%).
About 59.6% of adolescents usually consume fast foods

TABLE 2 Physical activity participation and body mass index status.

10.3389/fnut.2022.955898

such as pizza, burgers, ice cream, etc. More than 3 in 10
(38.5%) adolescents consume fast foods one to three times
a week. Adolescents who skipped supper (27.9%) were the
most overweight or obese compared to those who skipped
breakfast (23.3%) and lunch (18.8%) (p = 0.198). A higher
proportion of adolescents who sometimes took soft drinks
(27.9%) were overweight or obese (p = 0.476) than those
who took other snacks. Adolescents who took fast foods daily
(27.9%) had the highest proportions of overweight or obesity
compared with those who took fast foods 1-3 times per
week, 4-5 times per week, and those who took no fast foods
(p = 0.456).

Table 4 presents the relationship between calories,
macronutrient intakes, and body mass index status. More
adolescents who met the RDA for calories were overweight or
obese (46.7%) than those who did not meet the RDA (23.0%)
(p = 0.074). Similarly, a higher proportion of adolescents
who met the RDA for dietary protein were overweight or
obese (28.2%) than those who did not meet the RDA (22.5%)
(p = 0.145). More adolescents who did not meet the RDA for
dietary carbohydrates were slightly overweight or obese (25.0%)
than those who met the RDA (24.3%) (p = 0.804).

Body Mass Index status P-value
Physical activity level (PA) Total for PA Normal Overweight/obese Underweight
Type of physical activity N=272 N=180 N =66 N=26
High intensity" 192 (70.6) 129 (67.2) 43 (22.4) 20 (10.4) 0.755'
Moderate intensity® 18 (6.6) 11 (61.1) 5(27.8) 2(11.1)
None 62 (22.8) 40 (64.5) 19 (29.0) 4(6.5)
PA in the past week
None 68 (25.0) 43 (63.2) 20 (29.4) 5(7.4) 0.419'
1-3 day(s) 147 (54.0) 98 (66.7) 31(21.1) 18 (12.2)
4-5 days 28 (10.3) 18 (64.3) 7 (25.0) 3(10.7)
More than 5 days 29 (10.7) 21(72.4) 8(27.6) 0(0.0)
Duration of physical exercise
Less than 20 min 120 (44.1) 79 (65.8) 28 (23.3) 13 (10.8) 0.800%
>20 min 152 (55.9) 101 (66.4) 38 (25.0) 13 (8.6)
PA recommendation
Met 150 min/week 26 (9.6) 16 (61.5) 9 (34.6) 1(3.8) 0.310°
Not met 150 min/week 246 (90.4) 164 (66.7) 57(23.2) 25(10.2)
Home TV watching frequency
Never/occasionally 13 (4.8) 8(61.5) 2(15.4) 3(23.1) 0.314/
1-3 times per week 167 (61.4) 109 (65.3) 45 (26.9) 13 (7.8)
Everyday 92 (33.8) 63 (68.5) 19 (20.7) 10 (10.9)
TV watching duration
Never- <30 min 9(3.3) 5 (55.6) 2(22.2) 2(22.2) 0.159'
30-2 h/day 149 (54.8) 99 (66.4) 41 (27.5) 9 (6.0)
3-5h/day 114 (41.9) 76 (66.7) 23(20.2) 15(13.2)

¥Chi-square p-value, 'Fisher’s test p-value, PA, Physical activity; TV, Television; THeavy intensity exercise-running, aerobics, fast dancing, lifting heavyweight, playing football, or

basketball, * Moderate intensity exercise-dancing, swimming.
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Overweight/obese adolescents had the highest mean
caloric intake (18049 =+ 565.4 Kcal) compared with
underweight (1570.8 =+ 344.3 Kcal) and normal BMI
adolescents (1685.9 =+ 473.3 Kcal) (p = 0.282). Similarly,
overweight/obese adolescents had the highest mean dietary fat
intake (57.0 £ 27.9 g) compared with underweight adolescents
(45.6 & 12.6 g) and normal BMI adolescents (50.6 £+ 18.4 g)
(p = 0.950). Overweight/obese adolescents had the highest
mean waist circumference (82.3 + 7.0 cm) compared with
underweight (68.4 £+ 20.5 cm) and normal BMI adolescents
(71.0 £ 6.2 cm) (p < 0.001).

Table 5 indicates Pearson correlation between calories,
macronutrient intakes and anthropometric indices, when age
and gender were adjusted. Independent of age and gender,
caloric intake (r = 0.196, p = 0.001), dietary carbohydrate

TABLE 3 Dietary habits and body mass index status.

10.3389/fnut.2022.955898

(r = 0.164, p = 0.007), protein (r = 0.160, p = 0.008), and fat
(r=0.215, p < 0.001) had weak, positive correlation with BMI.
There was weak, positive correlation between calories (r = 0.156,
p =0.010), dietary carbohydrate (r = 0.142, p = 0.020), protein
(r =0.166, p = 0.006) and fat intakes (r = 0.142, p = 0.019), and
waist circumference. There was a strong, positive correlation
between waist circumference and BMI (r = 0.585, p < 0.001).
Table 6 presents the predictors of overweight and obesity
among adolescents. Adolescent girls had 2.4 times higher odds
of being overweight or obese compared with adolescent boys
(adjusted odds ratio = 2.4, p = 0.094, 95% CI = 0.9-6.4).
Adolescents who did not meet the RDA for calories had
lower odds (unadjusted odds ratio = 0.3, p = 0.045, 95%
CI = 0.1-0.9) of being overweight or obese compared with
those who met the RDA. Adolescents who did not meet the

Body Mass Index status P-value
Dietary habits (DH) Total for DH Normal Overweight/obese Underweight
Number of meals/day N=272 N =180 N =66 N=26
Once 14 (5.1) 9(64.3) 5(35.7) 0(0.0) 0.516
Twice 55(20.2) 36 (65.5) 13 (23.6) 6(10.9)
Thrice 181 (66.5) 118 (65.2) 43 (23.8) 20 (11.0)
>4 22(8.1) 17 (77.3) 5(22.7) 0(0.0)
Skip meal
No 57 (21.0) 34 (59.6) 17 (29.8) 6 (10.5) 0.483%
Yes 215 (79.0) 146 (67.9) 49 (22.8) 20 (9.3)
Meal skipped, for Yes, N = 215
Breakfast 103 (47.9) 74 (71.8) 24 (23.3) 5(4.9) 0.198%
Lunch 69 (32.1) 46 (66.7) 13 (18.8) 10 (14.5)
Supper 43 (20.0) 26 (60.5) 12 (27.9) 5(11.6)
Sometimes take snacks
Yes 70 (25.7) 49 (70.0) 18 (27.3) 3(4.3) 0.220
No 202 (74.3) 131 (64.9) 48 (23.8) 23(11.4)
If snacking, which food
Soft drinks 129 (47.4) 81 (62.8) 36 (27.9) 12 (9.3) 0.476'
Fruits 32(11.8) 25 (78.1) 3(9.4) 4(12.5)
Cakes 12 (4.4) 7 (58.3) 3(25.0) 2(16.7)
Yoghurt 35(12.9) 22 (62.9) 8(22.9) 5(14.3)
Others 17 (6.3) 11 (64.7) 4(23.5) 2(11.8)
None 47 (17.3) 34 (72.3) 12 (25.5) 1(2.1)
Usually took fast foods
No 110 (40.4) 70 (63.6) 30 (27.3) 10 (9.1) 0.634™
Yes® 162 (59.6) 110 (67.9) 36 (22.2) 16 (9.9)
Number of times in a week for fast food
Daily 40 (16.2) 23 (57.5) 11 (27.5) 6 (15.0) 0.456'
1-3 times/Week 95 (38.5) 64 (67.3) 22(23.2) 9(9.5)
4-5 times/Week 24 (9.7) 20 (83.4) 2(8.3) 2(8.3)
None 88 (35.6) 59 (67.0) 22 (25.0) 7 (8.0)

¥ Chi-squared p-value, some cell count less than 5, so ‘Fisher’s test p-value, DH, Dietary habit, @ Fast foods included-pizza, chips, burgers, spicy fried chicken, potato chips, ice cream,

overweight/obesity as BMI > 25.0 Kg/m?.
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TABLE 4 Calories, macronutrient intakes, and body mass index status.

10.3389/fnut.2022.955898

Body Mass Index status P-value
Variable RDA cut-off Normal Overweight/obese Underweight
Nutrient intakes N =180 N =66 N =26
Calories, Kcal
Met RDA 8(53.3) 7 (46.7) 0(0.0) 0.074%
Not met RDA 172 (66.9) 59 (23.0) 26 (10.1)
Mean calories 1685.9 £473.3 1804.9 + 565.4 1570.8 4 344.3 0.282F
Dietary carbohydrates, g 130 g
Met RDA 177 (66.0) 65 (24.3) 26(9.7) 0.804%
Not met RDA 3(75.0) 1(25.0) 0(0.0)
Mean dietary carbohydrate 269.9 £ 76.6 283.4 £ 80.2 254.1£57.1 0.376"
Dietary protein, g
Met RDA 57 (67.1) 24 (28.2) 4(4.7) 0.145%
Not met RDA 123 (65.8) 42 (22.5) 22(11.8)
Mean dietary protein 427+ 12.1 451+ 13.6 40.34+9.0 0.378"
Dietary fibre, g
Met RDA 17 (73.9) 6(26.1) 0(0.0) 0.264%
Not met RDA 163 (65.5) 60 (24.1) 26 (10.4)
Mean dietary fibre 188+ 6.7 19.0+£6.2 184+47 0.302
Mean dietary fat, g 50.6 + 18.4 57.0+£27.9 45.6 £12.6 0.950
Anthropometry
Mean WC, cm 71.0£6.2 823+£7.0 68.4 +20.5 <0.001"

Mean =+ SD (standard deviation), tKruskal-Wallis test, Cells count less than 5, so ¥ Fisher’s test p-value, RDA, Recommended dietary allowance; BMI, Body Mass Index (RDA cut-off).

Bold values means the p values are significant.

RDA for dietary carbohydrates had higher odds (adjusted
odds ratio = 1.1, p = 0.962, 95% CI = 0.1-10.5) of being
overweight or obese compared with those who met the RDA.
Adolescents who did not meet the RDA for dietary protein
had reduced odds (unadjusted odds ratio = 0.7, p = 0.304, 95%
CI = 0.4-1.3) of being overweight or obese compared with those
who met the RDA.

Discussion

The key findings were: inadequate caloric, dietary protein,
and fibre intakes; inadequate recommended physical activity;
participation in a sedentary lifestyle at home; poor dietary
habits; and increased risk of overweight and obesity were
common among the adolescents. Being an adolescent girl may
be positively associated with the risk of obesity as well as, not
consuming enough calories may be negatively associated with
the risk of obesity among the adolescents.

In this study, the adolescents were more likely to perform
high-intensity physical exercises at school, but while at home,
they were more likely to live a sedentary lifestyle by watching
long hours of television. About 90% of the adolescents were
less likely to meet the WHO-recommended weekly 150 min
of physical exercise. A previous study in Ghana reported that
75.4% of schooling adolescents aged 11-19 years in SHS had less
physical activity > 60 min per day (36). Rhodes et al. (37) also
reported that 80% of school-aged adolescents did not meet the
recommended daily physical exercise. The drivers of physical
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inactivity and sedentary behaviour among adolescents may be
associated with affluent living and the use of communication
technology (27, 38). In Ghana, adolescents perceived walking to
school as an indicator of poverty, since it is common these days
to see parents with high-income status driving their children
to and from school (27). Also, adolescents in Ghana nowadays
spend much time on the internet, computers, and other social
media platforms rather than engaging in outdoor physical
activities (27), leading to an increasingly sedentary lifestyle.
The sedentary behaviour of adolescents poses a threat to our
public health because of the associated risk of lifestyle diseases
such as obesity, CVDs, and high blood pressure levels later in
life. Also, findings revealed that adolescents with no physical
exercise in the past week were more likely to be overweight

TABLE 5 Pearson correlation between calories, macronutrient
intakes, and anthropometric indices.

Anthropometric variable, r (p-value)

Variables WC, cm BMI, Kg/m?
WC, cm 1 0.585 (<0.001)
Calories, Kcal 0.156 (0.010) 0.196 (0.001)
Dietary carbohydrates, g 0.142 (0.020) 0.164 (0.007)
Dietary protein, g 0.166 (0.006) 0.160 (0.008)
Dietary fat, g 0.142 (0.019) 0.215 (<0.001)

Dietary fibre, g 0.112 (0.066) 0.114 (0.060)

Adjusted for gender and age, 1, Pearson correlation coefficient; WC, Waist circumference;
BMI, Body mass index. Bold values means the p values are significant.
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TABLE 6 Predictors of overweight and obesity.

10.3389/fnut.2022.955898

Overweight/Obesity, BMI > 25.0 Kg/m>

Variable UOR P-value 95% CI AOR P-value 95% CI
Gender

Adolescent boys 1.0 1.0

Adolescent girls 2.5 0.068 0.9-6.7 24 0.094 0.9-6.4
Calories, Kcal

Met RDA 1.0 1.0

Not met RDA 0.3 0.045 0.1-0.9 0.4 0.081 0.1-1.1
Dietary carbohydrate, g

Met RDA 1.0 1.0

Not met RDA 1.0 0.972 0.1-10.2 1.1 0.962 0.1-10.5
Dietary protein, g

Met RDA 1.0 1.0

Not met RDA 0.7 0.304 0.4-1.3 0.9 0.778 0.5-1.7

Adjusted for the age of participants, UOR, Unadjusted odds ratio; AOR, adjusted odds ratio; CI, Confidence interval; RDA, Recommended dietary allowance. Bold values means the p

values are significant.

or obese. Similarly, adolescents who watched television once to
thrice per week were more likely to be overweight or obese.
Although physical inactivity and sedentary lifestyle among these
adolescents were not related to their current BMI status, other
studies have shown that poor physical activity and sedentary
lifestyle are associated with a risk of obesity (7, 39).

The study revealed that the adolescents were more likely
to skip breakfast, and this was consistent with previous studies
among schooling adolescents in Ghana (40, 41). Poor breakfast
consumption among schooling adolescents in Ghana has been
attributed to lack of time, desire to sleep longer, financial
constraints, and lack of appetite in the morning (40, 41). The
adolescents were more likely to consume soft drinks for snacks
and frequently consume fast foods such as pizza, burgers,
and ice cream. Similar studies in Ghana (8, 16) and Nigeria
(42) have reported high consumption of sugar-sweetened
beverages, sweets, and pastries as snacks among adolescents.
The finding suggests that adolescents are developing unhealthy
eating habits, which, if carried over into adulthood, may have
a negative impact on their health. These fast foods contain
few micronutrients but are high in calories, saturated and
trans-fat, which when consumed may increase the risk of
obesity and other NCDs (15). Beyond lifestyle diseases, fast
food consumption is also associated with depression (43), and
suicidal attempts (44). Some studies in Ghana and Nepal have
reported that low socioeconomic status of parents (16), peer
group and media influences (45), single parenting and junk
foods available at home (46), in Nepal are the drivers of
unhealthy eating behaviours among adolescents. Adolescents
are fond of spending most of their time both in school and at
home with peers and media activities, and these peers and media
sometimes influence their choice of food (45). Additionally, the
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high influx of fast foods in the food environment may be the
reason for unhealthy eating behaviour among adolescents (9).
The dietary habits of adolescents were not related to their BMI
status, and this was similar to findings by Annan et al. (47), who
reported that breakfast consumption was not related to the BMI
status of schoolchildren in Ghana. However, adolescents who
ate fast food daily and those who sometimes drank soft drinks
were more likely to be overweight or obese. Regular breakfast
consumption was associated with a lower risk of obesity among
adolescents (AOR = 0.6, 95% CI = 0.3-1.0) in a South African
study (18), whereas skipping breakfast was associated with an
increased risk of obesity (17).

In terms of nutrient intakes, the adolescents were less likely
to meet the RDAs for calories, dietary protein, and dietary
fibre but met the RDA for dietary carbohydrates. Inadequate
caloric intake among adolescents has been reported in studies
in Tanzania (48), and Zambia (49). The tendency of adolescents
to underreport food intake might have contributed to the
underestimation of energy intake (50). However, factors that
affect their overall nutrient intake may include the kinds of foods
available at home/school, the amount of time available to make
food (51), knowledge of food content (52), and the ability to
buy healthy snacks (53). Sociodemographic, behavioural, and
environmental factors are also linked to different patterns of
adolescent nutrition (54). Adolescent boys were more likely
to consume higher calories, dietary carbohydrates, protein, fat,
and fibre. A similar study in Tanzania found adolescent boys
consumed higher dietary carbohydrates and protein than girls
(48). Older adolescents were more likely to consume higher
dietary fibre. The cause of the difference in nutrient intakes
between genders and age groups is not fully understood and
needs further exploration, especially the food sources and
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dietary patterns. However, differences have been attributed to
the portion size consumed between adolescent boys and girls
and age groups (48). Boys usually perform higher energy-
demanding tasks than girls, so they may be more prone to
the consumption of high-energy-dense foods, leading to higher
caloric intake (55).

The study found the co-existence of undernutrition and
overnutrition among these adolescents. Slightly lower than
10% of the adolescents were more likely to be underweight,
while one in four (24.3%) adolescents were more likely to be
either overweight or obese. The proportion of overweight and
obese adolescents in our study is far lower than the 35 and
47.0% overweight and obese prevalence among adolescents in
South Africa (18) and Ghana (56). Our finding is higher than
the 17% overweight/obesity prevalence among 9-15-year-old
school children in urban Ghana (57). The high prevalence of
overweight and obesity is worrying as these adolescents may be
at risk of adult obesity and, consequently, may lead to a risk
of lifestyle-related diseases such as CVDs, high blood pressure,
and diabetes. An increased overweight or obesity prevalence
among adolescents highlights the necessity for regular surveys,
growth monitoring, and effective prevention strategies. For
instance, nutrition and physical activity education interventions
are reported to reduce the BMI-for-age status of schoolchildren
aged 9-13 years in Ghana (58). The study found that an increase
in calories, dietary carbohydrates, protein, and fat intakes could
be associated with an increase in BMI and WC levels. We
found that an increase in waist circumference was strongly
associated with an increase in BMI. In the regression analysis,
the adolescent girls were more likely to be overweight or obese
(AOR = 2.4, p = 0.094, 95% CI = 0.9-6.4). A similar finding by
Debaila et al. (18) showed that adolescent girls had increased
odds (AOR = 2.9, 95% CI = 1.7-4.8) of being overweight
or obese. The younger adolescents were more likely to be
overweight or obese. Adolescents who did not meet RDA for
calories had reduced odds (UOR = 0.3, p = 0.045, 95% CI = 0.1-
0.9) of being overweight or obese, implying that low caloric
intake may reduce obesity risk. We are aware that the cross-
sectional design of the study limits the interpretation of the
findings; however, this study has given insight and relevant
information on dietary behaviour, physical activity, sedentary
behaviour, nutrient intake, and obesity prevalence among
these understudied populations in Ghana, for stakeholders to
prioritize interventions tailored to suit this target population.

Conclusion

Poor dietary habits and intake and a sedentary lifestyle
were observed among the schooling adolescents. Overweight
and obesity are still prevalent among adolescents in Ghana.
Being an adolescent girl was associated with obesity risk,
while adolescents who did not meet caloric intake had a
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protective effect against the risk of being overweight or obese.
An efficient and effective nutritional and lifestyle education
programme should be promoted in the communities to adopt
a healthy lifestyle among adolescents in rural and peri-urban
communities in Ho municipality and the country at large.

Data availability statement

The raw data supporting the conclusions of this article will
be made available by the authors, without undue reservation.

Ethics statement

The studies involving human participants were reviewed
and approved by Committee on Human Research Publication
and Ethics, the School of Medicine and Dentistry, Kwame
Nkrumah University of Science and Technology. Written
informed consent to participate in this study was provided by
the participants’ legal guardian/next of kin.

Author contributions

SA, KN, and MT: conceptualization of study, study design,
and methodology. SA, MT, and OA-B: formal data analysis. SA
and VA: writing—original first draft manuscript preparation.
OA-B: review and second draft manuscript. MT and OA-B:
writing—review and editing. All authors read and approved
submitted manuscript.

Acknowledgments

We appreciate the support of the participants and the
teaching staff of the various selected Senior High Schools.

Conflict of interest

The authors declare that the research was conducted in the
absence of any commercial or financial relationships that could
be construed as a potential conflict of interest.

Publisher’s note

All claims expressed in this article are solely those of the
authors and do not necessarily represent those of their affiliated
organizations, or those of the publisher, the editors and the
reviewers. Any product that may be evaluated in this article, or
claim that may be made by its manufacturer, is not guaranteed
or endorsed by the publisher.

frontiersin.org


https://doi.org/10.3389/fnut.2022.955898
https://www.frontiersin.org/journals/nutrition
https://www.frontiersin.org/

Akoto et al.

References

1. Dai N, Tian L, Li TTT, Tang T, Sheng Y, Lu XQ, et al. Prevalence of obesity
among secondary school students from 2009 to 2014 in China: A meta-analysis.
Nutr Hosp. (2015) 31:1094-101. doi: 10.3305/nh.2015.31.3.8234

2. Steyn NP, Mchiza Z]. Obesity and the nutrition transition in Sub-Saharan
Africa. Ann N'Y Acad Sci. (2014) 1311:88-101. doi: 10.1111/nyas.12433

3. Manyanga T, El-sayed H, Doku DT, Randall JR. The prevalence of
underweight, overweight, obesity, and associated risk factors among school-going
adolescents in seven African countries. BMC Public Health. (2014) 14:887. doi:
10.1186/1471-2458-14-887

4. Kumah D, Akuffo K, Abaka-Cann J, Affram D, Osae E. Prevalence of
overweight and obesity among students in the Kumasi metropolis. ] Nutr Metab.
(2015) 2015:613207. doi: 10.1155/2015/613207

5. Alagappan M, Rampal L, Zalilah M. . Prevalence of overweight/obesity and
its associated factors among secondary school students in semi-urban areas in
Malaysia. Med ] Malaysia. (2019) 74:513-20.

6. Peltzer K, Pengpid S. Overweight and obesity and associated factors among
school-aged adolescents in Ghana and Uganda. Int ] Environ Res Public Health.
(2011) 8:3859-70. doi: 10.3390/ijerph8103859

7. Kerkadi A, Sadig AH, Bawadi H, Al Thani AM, Al Chetachi W, Al-Hazzaa
HM, et al. The relationship between lifestyle factors and obesity indices among
adolescents in Qatar. Int ] Environ Res Public Health. (2019) 16:4428. doi: 10.3390/
ijerph16224428

8. Abizari A, Ali Y. Dietary patterns and associated factors of schooling Ghanaian
adolescents. ] Health Popul Nutr. (2019) 38:5. doi: 10.1186/s41043-019-0162-8

9. Kroll F, Swart EC, Annan RA, Thow AM, Neves D, Apprey C, et al. Mapping
obesogenic food environments in South Africa and Ghana: Correlations and
contradictions. Sustainability. (2019) 11:3924. doi: 10.3390/sul1143924

10. Yau YH, Potenza MN. Stress and eating behaviours. Minerva Endocrinol.
(2013) 38:255-67.

11. Lee S, Barnett Y, Lopez-Sanchez E Shin J, Jacob L, Butler L, et al. Food
insecurity (hunger) and fast-food consumption among 180 164 adolescents aged
12-15 years from sixty-eight countries. Br J Nutr. (2021) 127:1-8. doi: 10.1017/
S0007114521001173

12. Salam RA, Das JK, Irfan O, Ahmed W, Sheikh SS, Bhutta ZA. Effects of
preventive nutrition interventions among adolescents on health and nutritional
status in low-and middle-income countries: A systematic review. Campbell Syst
Rev. (2020) 16:e1085. doi: 10.3390/nu12010049

13. Louzada ML, Baraldi LG, Steele EM, Martins AP, Canella DS, Moubarac JC,
et al. Consumption of ultra-processed food and obesity in Brazilian adolescents and
adults. Prev Med. (2015) 81:9-15. doi: 10.1016/j.ypmed.2015.07.018

14. Costa CS, Del-Ponte B, Assuncao MCE, Santos IS. Consumption of ultra-
processed foods and body fat during childhood and adolescence: A systematic
review. Public Health Nutr. (2018) 21:148-59. doi: 10.1017/S1368980017001331

15. Costa CS, Rauber F, Leffa PS, Sangalli CN, Campagnolo PDB, Vitolo MR.
Ultra-processed food consumption and its effects on anthropometric and glucose
profile: A longitudinal study during childhood. Nutr Metab Cardiovasc Dis. (2019)
29:177-84. doi: 10.1016/j.numecd.2018.11.003

16. Atorkey P, Akwei M, Asare-Doku W. Consumption of carbonated soft drinks
among Ghanaian adolescents: Associations with socio-demographic factors, health
risk factors, and psychological distress. Nutr Health. (2021) 27:329-36. doi: 10.
1177/0260106021996933

17. Sila S, Ilic A, Misigoj-Durakovic M, Soric M, Radman I, Satalic Z. Obesity
in adolescents who sip breakfast is not associated with physical activity. Nutrients.
(2019) 11:2511. doi: 10.3390/nul11102511

18. Debaila S, Modjadji P, Madiba S. High prevalence of overall
overweight/obesity and abdominal obesity amongst adolescents: An emerging
nutritional problem in rural high schools in Limpopo Province, South Africa. Afr ]
Prm Health Care Fam Med. (2021) 13:a2596. doi: 10.4102/phcfm.v13i1.2596

19. Ardeshirlarijani E, Namazi N, Jabbari M, Zeinali M, Gerami H, Jalili RB,
et al. The link between breakfast skipping and overweigh/obesity in children and
adolescents: A meta-analysis of observational studies. J Diabetes Metab Disord.
(2019) 18:657-64. doi: 10.1007/s40200-019-00446-7

20. Abiba A, Grace ANK, Kubreziga KC. Effects of dietary patterns on the
nutritional status of upper primary school children in Tamale metropolis. Pak |
Nutr. (2012) 11:591-609. doi: 10.3923/pjn.2012.591.595

21. Manyanga T, Barnes JD, Abdeta C, Adeniyi AF, Bhawra J, Draper CE, et al.
Indicators of physical activity among children and youth in nine countries with
low to medium-high development indices: A global matrix 3.0 paper. ] Phys Activ
Health. (2018) 15:5274-83. doi: 10.1123/jpah.2018-0370

Frontiers in Nutrition

11

10.3389/fnut.2022.955898

22. United Nations Department of Economic Development. World urbanization
prospects 2018- urbanization around the world multimedia library— United Nations
department of economic and social affairs. New York, NY: United Nations
Department of Economic Development (2018).

23. Johnson-Lawrence V, Schulz AJ, Zenk SN, Israel BA, Wineman J, Marans RW,
et al. Joint associations of residential density and neighborhood involvement with
physical activity among a multi-ethnic sample of urban adults. Health Educ Behav.
(2015) 42:510-7. doi: 10.1177/1

24. Larouche R, Sarmiento OL, Broyles ST, Denstel KD, Church TS, Barreira TV,
etal. Are the correlates of active school transport context-specific? Int ] Obes Suppl.
(2015) 5:589-99. doi: 10.1038/ijosup.2015.25

25. Muthuri SK, Wachira LJM, Leblanc AG, Francis CE, Sampson M, Onywera
VO, et al. Temporal trends and correlates of physical activity, sedentary behaviour,
and physical fitness among school-aged children in Sub-Saharan Africa: A
systematic review. Int ] Environ Res Public Health. (2014) 11:3327-59. doi: 10.3390/
ijerph110303327

26. Seidu AA, Ahinkorah BO, Agbaglo E, Darteh EKM, Ameyaw EK, Budu E,
et al. Are senior high school students in Ghana meeting WHO’s recommended
level of physical activity? Evidence from the 2012 global school-based student
health survey data. PLoS One. (2020) 15:¢0229012. doi: 10.1371/journal.pone.02
29012

27. Asare M, Danquah SA. The relationship between physical activity, sedentary
behaviour, and mental health in Ghanaian adolescents. Child Adolesc Psychiatry
Ment Health. (2015) 9:11. doi: 10.1186/s13034-015-0043-x

28. World Health Organization [WHO]. Diet, nutrition and the prevention of
chronic diseases. Geneva: WHO (2003).

29. Vorster HH, Kruger A, Margetts BM. The nutrition transition in Africa:
Can it be steered in a more positive direction? Nutrients. (2011) 3:429-41. doi:
10.3390/nu3040429

30. Kubik MY, Lytle LA, Hanna PJ, Perry CL, Story M. The association of the
school food environment with dietary behaviour of young adolescents. Am J Public
Health. (2003) 93:1168-73. doi: 10.2105/ajph.93.7.1168

31. World Health Organization. WHO expert consultation, appropriate body-
mass index for Asian populations and its implications for policy and intervention
strategies. Lancet. (2004) 363:157-63. doi: 10.1016/s0140-6736(03)15268-3

32. World Health Organization. Waist circumference and waist-hip ratio: Report
of a WHO expert consultation. Geneva: World Health Organization (2011).

33. Handy Measures Dietetic Group of the Dreyfus Health Foundation.
Mediterranean Diet score and glycaemic control of patients with type 2 diabetes at
korle-bu teaching hospital. Kumasi: Handy Measures Dietetic Group of the Dreyfus
Health Foundation (1994).

34. Food Science and Nutrition Department. The nutrient analysis template
software excel spreadsheet for ghanaian foods. Accra: University of Ghana (2010).

35. Escott-Stump S, Mahan L. Dietary reference intakes (DRIs): Recommended
intakes for individuals. In: Escott-Stump S, Mahan L editors. Krauses food
and the nutrition care process, 13th edn (Philadelphia, PA: Saunders Elsevier)
(2005).

36. Atorkey P, Owiredua C. Clustering of multiple health risk behaviours and
association with socio-demographic characteristics and psychological distress
among adolescents in Ghana: A latent class analysis. SSM Popul Health. (2021)
13:100707. doi: 10.1016/j.ssmph.2020.100707

37. Rhodes RE, Janssen I, Bredin SSD, Warburton DER, Bauman A. Physical
activity: Health impact, prevalence, correlates, and interventions. Psychol Health.
(2017) 32:942-75. doi: 10.1080/08870446.2017.1325486

38. Witts EA, Massman AJ, Jackson LA. Trends in youth’s videogame playing,
overall computer use, and communication technology use: The impact of self-
esteem and the big five personality factors. Comput Hum Behav. (2011) 27:763-9.
doi: 10.1016/j.chb.2010.10.025

39. Chaput J, Dutil C. Lack of sleep as a contributor to obesity in adolescents:
Impacts on eating and activity behaviours. Int J Behav Nutr Phys Activ. (2016)
13:103. doi: 10.1189/512966-016-042-0

40. Nti CA, Brown A, Danquah A. Adolescents’ knowledge of diet-related
chronic diseases and dietary practices in Ghana. Food Nutr Sci. (2012) 3:1527-32.
doi: 10.4236/fns.2012.311199

41. Ackuaku-Dogbe EM, Abaidoo B. Breakfast eating habits among medical
students. Ghana Med J. (2014) 48:66-70. doi: 10.4314/gm;j.v48i2.2

42. Sholeye OO, Animasahun VJ, Salako AA, Oduwule AD. Snacking and
sweetened beverage consumption among adolescents in Sagamu, Southwest
Nigeria. Nutr Food Sci. (2017) 48:442-52. doi: 10.1108/NFS-08-2017-0173

frontiersin.org


https://doi.org/10.3389/fnut.2022.955898
https://doi.org/10.3305/nh.2015.31.3.8234
https://doi.org/10.1111/nyas.12433
https://doi.org/10.1186/1471-2458-14-887
https://doi.org/10.1186/1471-2458-14-887
https://doi.org/10.1155/2015/613207
https://doi.org/10.3390/ijerph8103859
https://doi.org/10.3390/ijerph16224428
https://doi.org/10.3390/ijerph16224428
https://doi.org/10.1186/s41043-019-0162-8
https://doi.org/10.3390/su11143924
https://doi.org/10.1017/S0007114521001173
https://doi.org/10.1017/S0007114521001173
https://doi.org/10.3390/nu12010049
https://doi.org/10.1016/j.ypmed.2015.07.018
https://doi.org/10.1017/S1368980017001331
https://doi.org/10.1016/j.numecd.2018.11.003
https://doi.org/10.1177/0260106021996933
https://doi.org/10.1177/0260106021996933
https://doi.org/10.3390/nu11102511
https://doi.org/10.4102/phcfm.v13i1.2596
https://doi.org/10.1007/s40200-019-00446-7
https://doi.org/10.3923/pjn.2012.591.595
https://doi.org/10.1123/jpah.2018-0370
https://doi.org/10.1177/1
https://doi.org/10.1038/ijosup.2015.25
https://doi.org/10.3390/ijerph110303327
https://doi.org/10.3390/ijerph110303327
https://doi.org/10.1371/journal.pone.0229012
https://doi.org/10.1371/journal.pone.0229012
https://doi.org/10.1186/s13034-015-0043-x
https://doi.org/10.3390/nu3040429
https://doi.org/10.3390/nu3040429
https://doi.org/10.2105/ajph.93.7.1168
https://doi.org/10.1016/s0140-6736(03)15268-3
https://doi.org/10.1016/j.ssmph.2020.100707
https://doi.org/10.1080/08870446.2017.1325486
https://doi.org/10.1016/j.chb.2010.10.025
https://doi.org/10.1189/s12966-016-042-0
https://doi.org/10.4236/fns.2012.311199
https://doi.org/10.4314/gmj.v48i2.2
https://doi.org/10.1108/NFS-08-2017-0173
https://www.frontiersin.org/journals/nutrition
https://www.frontiersin.org/

Akoto et al.

43. Sanchez-Villegas A, Toledo E, De Irala ], Ruiz-Canela M, Pla-Vidal
J, Martinez-Gonzélez MA. Fast-food, commercial baked goods consumption,
the risk of depression. Public Health Nutr. (2012) 15:424-32. doi: 10.1017/
$1368980011001856

44.Jacob L, Stubbs B, Firth ], Smith L, Haro JM, Koyanagi A. Fast-
food consumption and suicide attempts among adolescents aged 12-15 years
from 32 countries. ] Affect Disord. (2020) 266:63-70. doi: 10.1016/j.jad.2020.
01.130

45. Amos PM, Intiful FD, Boateng L. Factors that were found to influence
Ghanaian adolescents’ eating habits. Sage Open. (2012) 2:1-6. doi: 10.1177/
2158244012468140

46. Bohara SS, Thapa K, Bhatt LD, Dhami SS, Wagle S. Determinants of junk
food consumption among adolescents in Pokhara Valley, Nepal. Front Nutr. (2021)
8:644650. doi: 10.3389/fnut.2021.644650

47. Annan RA, Sowah SA, Apprey C, Agyapong NAE, Okonogi S, Yamauchi T,
et al. Relationship between breakfast consumption, BMI status and physical fitness
of Ghanaian school-aged children. BMC Nutr. (2020) 6:19. doi: 10.1186/s40795-
020-00344-9

48. Nicholaus C, Martin HD, Kassim N, Matemu AO, Kimiywe J. Dietary
practices, nutrient adequacy, and nutrition status among adolescents in boarding
high schools in the Kilimanjaro region, Tanzania. | Nutr Metab. (2020)
2020:3592813. doi: 10.1155/2020/3592813

49. Bwayla BB. Nutritional status among female adolescents aged (15-19 years)
in Zambia: Why it matters. Horizon ] Med Med Sci. (2015) 1:1-7.

50. Livingstone MBE, Robson PJ, Wallace JMW. Issues in dietary intake
assessment of children and adolescents. Br ] Nutr. (2004) 92:5213-22. doi: 10.1079/
BJN20041169

Frontiers in Nutrition

12

10.3389/fnut.2022.955898

51. Venter IM, Winterbach A. Dietary fat knowledge and intake of mid-
adolescents attending public schools in the Bellville/Durbanville area of the city
of Cape Town. South Afr J Clin Nutr. (2010) 23:75-83. doi: 10.1080/16070658.2010.
11734285

52.Li M, Dibley MJ, Sibbritt D, Yan H. Factors associated with adolescents’
overweight and obesity at community, school, and household levels in Xi’an city,
China: Results of hierarchical analysis. Eur J Clin Nutr. (2008) 62:635-43. doi:
10.1038/sj.ejcn. 1602757

53. Ahmed F, Rahman A, Noor AN, Akhtaruzzaman M, Hughes R. Anaemia, and
vitamin A status among adolescent schoolboys in Dhaka City, Bangladesh. Public
Health Nutr. (2006) 9:345-50. doi: 10.1079/phn2006858

54. Moreno LA, Gottrand F, Huybrechts I, Ruiz JR, Gonzélez-Gross M. The
HELENA (healthy lifestyle in Europe by nutrition in adolescence) study 1-3. Adv
Nutr. (2014) 5:S615-23. doi: 10.3945/an.113.005678

55. Amo-Adjei ], Kumi-Kyereme A. Fruit and vegetable consumption by
ecological zone and socioeconomic status in Ghana. J Biosoc Sci. (2015) 47:613.
doi: 10.1017/5002193201400025X

56. Amoh I, Appiah-Brempong E. Prevalence and risk factors of obesity among
senior high school students in the Adansi North district of Ghana. Int ] Commun
Med Public Health. (2017) 4:3762-9. doi: 10.18203/2394- 6040.ijcmph20174247

57. Aryeetey R, Lartey A, Marquis GS, Nti H, Colecraft E, Brown P. Prevalence
and predictors of overweight and obesity among school-aged children in urban
Ghana. BMC Obes. (2017) 4:38. doi: 10.1186/s40608-017-0174-0

58. Annan RA, Apprey C, Agyemang GO, Tuekpe DM, Asamoah-Boakye O,
Okonogi S, et al. Nutrition education improves knowledge and BMI-for-age in
Ghanaian school-aged children. Afr Health Sci. (2021) 21:927-41. doi: 10.4314/ahs.
v21i2.55

frontiersin.org


https://doi.org/10.3389/fnut.2022.955898
https://doi.org/10.1017/S1368980011001856
https://doi.org/10.1017/S1368980011001856
https://doi.org/10.1016/j.jad.2020.01.130
https://doi.org/10.1016/j.jad.2020.01.130
https://doi.org/10.1177/2158244012468140
https://doi.org/10.1177/2158244012468140
https://doi.org/10.3389/fnut.2021.644650
https://doi.org/10.1186/s40795-020-00344-9
https://doi.org/10.1186/s40795-020-00344-9
https://doi.org/10.1155/2020/3592813
https://doi.org/10.1079/BJN20041169
https://doi.org/10.1079/BJN20041169
https://doi.org/10.1080/16070658.2010.11734285
https://doi.org/10.1080/16070658.2010.11734285
https://doi.org/10.1038/sj.ejcn.1602757
https://doi.org/10.1038/sj.ejcn.1602757
https://doi.org/10.1079/phn2006858
https://doi.org/10.3945/an.113.005678
https://doi.org/10.1017/S002193201400025X
https://doi.org/10.18203/2394-6040.ijcmph20174247
https://doi.org/10.1186/s40608-017-0174-0
https://doi.org/10.4314/ahs.v21i2.55
https://doi.org/10.4314/ahs.v21i2.55
https://www.frontiersin.org/journals/nutrition
https://www.frontiersin.org/

	Lifestyle habits, macronutrient intake, and obesity prevalence among adolescents in rural-periurban community senior high schools in the Ho municipality of Ghana
	Introduction
	Materials and methods
	Study design and population
	Ethics
	Sample size determination
	Data sampling
	Data collection
	Anthropometric measurement
	Dietary intake assessment

	Data analysis

	Results
	Discussion
	Conclusion
	Data availability statement
	Ethics statement
	Author contributions
	Acknowledgments
	Conflict of interest
	Publisher's note
	References


