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Abstract

Aim This study assesses community readiness to prevent overweight/obesity among Ghanaian immigrants in Greater Man-
chester, England.

Subject and method The Community Readiness Model (CRM) was applied using a semi-structured interview tool with
13 key informants (religious and other key community members) addressing five readiness dimensions. A maximum of 9
points per dimension (from 1 = no awareness to 9 = high level of community ownership), was assigned, alongside qualita-
tive textual thematic analysis.

Results The mean readiness score indicated that the study population was in the “vague awareness stage” (3.08 + 0.98). The
highest score was observed for community knowledge of the issue (4.42 + 0.99) which was in the pre-planning phase, followed
by community climate (vague awareness; 3.58 + 0.62). The lowest scores were seen for resources (denial/resistance; 2.70 + 0.61)
and knowledge of efforts (no awareness; 1.53 + 0.44). Findings identified structural barriers, including poor living conditions as a
result of poorly paid menial jobs and high workload, contributing to the adoption of unhealthy lifestyle behaviours. Socio-cultural
factors such as fatalism, hereditary factors, and social status were associated with acceptance of overweight.

Conclusion Despite recognising overweight/obesity as an important health issue in these communities, especially among women,
it is not seen as a priority for targeting change. To help these communities to become more ready for interventions that tackle
overweight/obesity, the focus should initially be to address the structural barriers identified, including reducing poverty, alongside
designing interventions that work with these structural barriers, and thereafter focus on the socio-cultural factors.
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Introduction

Immigrants from low- and middle-income (LMIC) countries
are disproportionately affected by obesity and diabetes as
compared to host populations in Europe (Agyemang and
van den Born 2019). Findings from the RODAM (Research
and Obesity and Diabetes among African Migrants) study
show a higher prevalence of obesity and diabetes and car-
diovascular disease among African immigrants in Europe,
compared with compatriots in their home country (Agyem-
ang et al. 2016). Current evidence also shows a high preva-
lence of obesity among people of African origin living in
the UK (OHID 2021). Obesity impacts on the incidence of
type 2 diabetes, cancers, and hypertension, and the preva-
lence is reported to be higher for women as compared to
men (Agyemang et al. 2016).

The UK government has had several policies over the
years to prevent obesity, and despite limited progress to date,
the government has continued to show strong political com-
mitment to addressing the high rates of overweight/obesity.
The recent policy acknowledges the need to change the envi-
ronment, and to empower people to make healthier dietary
choices, in an effort to shift focus from curative care of obe-
sity to prevention (Tackling obesity: empowering adults and
children to live healthier lives: Public Health England 2020).
The importance of the environment’s influence on health
comes from ecological models of health behaviour which
advocate acknowledging that individuals, their health, and
their environment are interdependent (McLeroy et al. 1988).
This is further supported by some of the literature which
proposes community-based approaches, encompassing the
context of the family, school, and healthcare environment
in which obesity develops (Kesten et al. 2011). A system-
atic review of interventions that aim to prevent overweight/
obesity in pre-adolescent girls suggests that interventions
should include a broader range of social settings, support-
ing the potential effectiveness of approaches which focus on
community settings (Kesten et al. 2011). Furthermore, there
is a demand for community-tailored approaches to tackle
public health issues such as obesity (National Institute for
Health and Clinical Excellence, NICE 2012). However, lit-
tle is known about how these targeted approaches can be
achieved in an affordable and sustainable way (Kesten et al.
2013).

Given the potential importance of community and envi-
ronmental factors that contribute to obesity, the Commu-
nity Readiness Model (CRM) may be an effective means
of identifying tailored community-level interventions to
prevent obesity (Kesten et al. 2013). CRM proposes the
integration of a “community’s culture, resources, and level
of readiness” (Plested et al. 2016) to effectively address
community issues. “Readiness” refers to the preparedness
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of a group to “take action on an issue” (p 3) and can pre-
dict the likelihood that change will be achieved and be
supported by communities (Plested et al. 2016). In support
of the use of CRM, the NICE guidelines for working with
local communities in efforts to tackle obesity, advocate
engaging the community to identify local priorities and
the most appropriate actions to address these priorities
(Edwards et al. 2000).

CRM development and methodology has been described
in detail elsewhere (Plested et al. 2016). In brief, it is
based on the model of transtheoretical change (Prochaska
1992) and suggests that communities move through stages
before they are ready to implement programmes, develop
and deliver interventions, and take other actions to address
an issue in the community. To incorporate the theories
into assessing a community’s readiness, key informant
interviews with community leaders are crucial because
it is believed that within every community there will be
people with extensive knowledge about the issue under
study and the ability to suggest ways of tackling the prob-
lem (Oetting et al. 1995). The CRM to address an issue
is assessed on five dimensions: community knowledge of
the issue, community knowledge of efforts, community
climate, leadership, and resources (Plested et al. 2016).
The model was developed following expert consultation
and a modified Delphi procedure that produced anchored
rating statements describing a series of critical incidents
needed to perform a certain task (Oetting et al. 1995). The
CRM tool consists of 36 open-ended questions addressing
these five dimensions.

The CRM was originally developed in the USA to address
alcohol and drug abuse prevention (Oetting et al. 1995) but
has been applied to multiple community health problems
internationally. The model has been applied to childhood
obesity prevention in the USA (Sliwa et al. 2011) and Aus-
tralia (Millar et al. 2013). More recently, it has been applied
to obesity prevention in adolescents in South Africa (Pra-
deilles et al. 2016) and adults in Ghana (Aberman et al. 2022;
Pradeilles et al. 2016). However, obesity studies involving
ethnic minority groups, particularly African immigrants, in
the UK have seldom used the CRM, which is considered a
suitable approach for understanding how ready community
members are in addressing health and/or social issues in
their communities (Edwards et al. 2000). It is for this reason
that this study was needed to explore the views of Ghanaian
immigrants’ resident in Greater Manchester regarding the
problem of obesity, and their readiness to embrace and sup-
port policies/interventions to tackle the problem.

Thus, the aim of the current research was to assess the
stage of community readiness to prevent overweight/obesity
among Ghanaian immigrants in Greater Manchester, Eng-
land. The results from this research will inform the design of
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tailored community-based interventions to tackle the prob-
lem of overweight and obesity.

Methods

This research was conducted in Greater Manchester in the
Northwest region of the UK. Greater Manchester is a region
with nearly 3 million people. According to the 2011 cen-
sus, the total Black (African and Caribbean) population
is almost 3% (Office for National Statistics 2014). Greater
Manchester was selected because the prevalence of obesity
is significantly higher than the national average, with 63%
of adults estimated to be overweight/obese. Current adult
obesity prevalence data show an increase from 23% in 2003
to 29% in 2017 in England (Council MC 2022). The rates
are particularly high among Blacks and other minoritised
communities. For instance, in 2020, 67.5% of Black adults
in the UK were overweight or obese — the highest percent-
age of all ethnic groups (Edwards et al. 2000). According to
the census data, Ghanaians are one of the largest immigrant
population groups from Sub-Saharan Africa living in the UK
and Greater Manchester (Office for National Statistics 2014).

Data collection

Previous work in the UK (Agyemang et al. 2015) suggests
that involvement of Ghanaian community leaders from reli-
gious groups and local key community members enhances
study participation and could help promote understanding
about the relevance of the study. Purposive sampling was
therefore used to recruit key informants into the study from
religious and ethnic groups using information sheets and
mobile phone calls and through snowballing techniques.
Other key informants were identified by the lead researcher
(HO-K) through personal contacts within the Ghana Union
Greater Manchester Branch.

Key informants in this study were therefore religious
leaders such as elders, pastors, leaders of Muslim groups,
hometown leaders, chiefs, and a queen mother (a power-
ful female leader who plays an important role in local
government), and leaders of the Ghana Union of Greater
Manchester.

Participants were eligible if they were > 18 years, resi-
dent in Greater Manchester and self-identified as Ghanaian.
Recruitment ceased when preliminary analysis revealed that
no significant new issues emerged. Ethical approval for the
study was obtained in January 2021 from the University of
Sheffield.

Prior to interviews, participants were assured of confi-
dentiality and anonymity. Participants were told that they
could withdraw before, during, or after data collection with-
out any negative consequences. Interviews were conducted

by the lead researcher (HO-K), who has extensive qualita-
tive research experience (see, e.g., Osei-Kwasi et al. 2017
and 2019), between September and November 2021 either
via mobile phone or virtually using Zoom because of the
ongoing COVID pandemic in the UK at the time. Interviews
were conducted mainly in English: however, some partici-
pants preferred to provide responses both in English and
the Ghanaian language, Akan Twi (HO-K is fluent in Twi
and English).

The interview guide was adapted from the CRM question-
naire to suit the aim of the study as recommended by the
authors of the CRM tools (Plested et al. 2016). The CRM
was first piloted with two community volunteers. As a result,
the tool was adapted by rephrasing of sentences and altering
of terminologies (S1 Table).

Data analysis

All key informant interviews were recorded with permis-
sion from participants using a digital audio recording device.
Interviews were transcribed verbatim and where neces-
sary translated, reviewed for accuracy, and scored by two
independent scorers (HO-K and RA) following the CRM
handbook (Plested et al. 2016). Prior to scoring, respond-
ent validation was undertaken by discussing a sample of
the transcripts for accuracy, and resonance with responses
provided by two of the key informants via a phone call. Each
transcript was read through thoroughly in full to gain a gen-
eral idea of the content. For each of the five dimensions of
the interview guide, there are nine anchored statement rat-
ings. Each transcript was read systematically and compared
to the most appropriate anchored statement in the handbook
corresponding to a level of readiness on a scale from 1 (no
awareness) to 9 (high level of community ownership). Once
all transcripts had been scored, the average score for each
dimension was calculated and a score for each key informant
was calculated. Then the overall average was calculated by
adding the scores across all of the interviews and dividing
by the number of interviews. To calculate the overall com-
munity readiness score, the average of the five dimensions
was calculated. The overall mean score was then compared
with the nine stages of community readiness as depicted in
the CRM handbook (Fig. 1), to assess the level of readiness
of the community.

After scoring, thematic analysis was conducted using
NVivo. To identify themes, a combination of inductive
and deductive approaches was employed. HO-K conducted
line-by-line coding to generate initial ideas that were later
built into sub themes. A priori themes informed by the five
dimensions of readiness served as themes, while new expla-
nations that emerged from the interview transcripts were
used to develop sub themes.
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Fig. 1 The nine stages of

Stages of Communitv Readiness

Community Readiness. Source:
Adapted from the Tri Ethnic
Center Community Readiness
Handbook, 2nd Edition

The Community Readiness Model
defines 9 stages of readiness.

Community ownership

t

Expansion/Confirmation

]

Stabilization
Initiation t
Preparation '
Preplanning t
Vague Awareness t

Denial/Resistance

1

No awareness

Three of the transcripts were independently coded by a
second coder (RA) and final codes were agreed upon discus-
sion. The codes were consolidated into a number of themes
that were applied to all subsequent transcripts (S1 File).

Results

Thirteen key informant interviews were conducted with
nine males and four females. Table 1 shows the socio-demo-
graphic characteristics of the key informants interviewed
from the Ghanaian community in Greater Manchester. Dura-
tion of stay in the UK ranged from 4 years to over 40 years
since migration.

Community readiness scores

The mean community readiness score for Ghanaian immi-
grants in Greater Manchester was (3.10 + 0.98) which cor-
responds to vague awareness (Table 2). This stage corre-
sponds to the third lowest of the nine stages of community
readiness. The vague awareness is reached when: i.) a few
community members have at least heard about local efforts
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Table 1 Socio-demographic characteristics of the sample (n = 13)

N %

Sex Male 9 69.2
Female 4 307

Age (years) 25-34 1 76
35-44 2 154
45-54 4 307
55-64 3 231
65 and above 3 231
Role Religious leaders 5 455
Ethnic group (regions of origin in 3 272

Ghana, e.g., Central Region)

Ghana Union of Greater Manchester 2 18.1

Non-governmental organisation 1 90

Queen mother 1 9.0

Other 1 9.0
Duration of stay in < 10 years 6 545
Greater Man- 11-20 years 4 364

chester 21-30 years 1 90

31-40 years 1 90

40+ years 1 9.0
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Table2 Community readiness score (possible range 1-9) from key
informants

Dimensions Mean score (SD)
Knowledge of community efforts 1.50 (0.44)
Leadership 3.35 (0.66)
Community climate 3.58 (0.62)
Knowledge of the issue 4.42 (0.99)
Resources 2.67 (0.61)
Overall readiness stage 3.10 (0.98)

but know little about them, ii.) the leadership and commu-
nity members believe that this issue may be a concern in the
community, but they show no immediate motivation to act,
iii.) the community members have only vague knowledge
about the issue (e.g., they have some awareness that the issue
can be a problem and why it may occur), and iv.) there are
limited resources (such as a community room) identified that
could be used for further efforts to address the issue.

The highest score was seen with community knowledge
of the issue (4.42 + 0.99) which was followed by community
climate with a score of (3.58 + 0.62). The lowest scores were
observed for resources (2.7 + 0.61) and knowledge of efforts
(1.53 £ 0.44).

Community knowledge of efforts

Community knowledge of efforts raises the question “How
much does the community know about current programmes
and activities to address overweight or obesity within the
Ghanaian immigrant community in Greater Manchester?”
The score for this dimension was the lowest (1.53) which
suggests that only a few members have any knowledge
on current programmes and activities or local community
efforts in place to address overweight/obesity for the com-
munity. The following themes were used to interpret the
community knowledge of effort score: other priorities, indi-
vidual efforts, and socio-cultural factors.

Other priorities

Although most key informants stated that overweight/obe-
sity was of concern to the Ghanaian community, the low
score suggests that there was no knowledge of local efforts
specifically addressing overweight/obesity for their com-
munity. From the qualitative data, participants mentioned
health seminars that had been organised on other health
issues, such as on cancer, blood pressure, and diabetes, but
not overweight/obesity.

“As I said earlier, we haven’t discussed anything, but
it’s a concern for us. Personally, I need to reduce the
size of my stomach. We have discussed blood pressure,
stroke, and sugar. We get the nurses, but we haven’t
tackled overweight” (#1, leader of an ethnic group).

Two key informants mentioned efforts by general prac-
tices (GP) and Slimming World targeting weight loss. There
was also the mention of the Caribbean and Health Network
by one key informant and the recognition of ongoing nutri-
tion education sessions on social media.

“At the moment the efforts are at the GPs. For exam-
ple, when I got to 40 onwards, every year I went for
check-up, and I realised my sugar was going up, BP
was going up, and my weight was also going up, so 1
needed to look at two things, diet. Are you eating too
much sugar or salt, so I realised I had to cut down”
(#4, leader of an ethnic group).

Generally, the interviews suggest that addressing over-
weight/obesity is not deemed as a priority by the Ghanaian
community. Participants considered social events like funer-
als and birthday parties were more important. For instance:

“Like the way we plan for parties, funerals, no, we
haven’t planned anything that will look at our diets or
obesity. Even though that’s what is killing us, we don’t
focus on that” (#3, local key figure).

Individual efforts

According to majority of the key informants, very few
people were engaging in any activities to address the prob-
lem. For those who were motivated to take action, this was
reported to be undertaken at the individual level, by for
instance, subscribing to a gym, making dietary changes, and
listening to talks on social media. For example:

“When we talk about obesity itself, I haven’t heard
of any programme but individually people are talking
to each other, people are taking courses at home and
doing exercises” (#10, pastor).

Socio-cultural factors

All key informants indicated that although overweight/
obesity is an issue it is not prioritised in the community
because of various reasons: cultural acceptance of over-
weight/obesity, higher social status attached to overweight,
and time constraints making it hard to do anything to tackle
overweight/obesity due to busy work schedules. Some key
informants used expressions like “our culture” and “as Gha-
naians” in describing the cultural acceptance and preference
for overweight. For instance:
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“I think most people know that it’s not right but, in our
culture, people think when you are slim or thin then
you are not well. But people know it’s not right. (#7,
leader of an ethnic group).

Furthermore, overweight/obesity was also described as a
sign of good living by some Ghanaians. For instance:

“So, within the community, people on the bigger side
are seen as a sign of good living. It is not really high-
lighted as a problem until it becomes critical, and hos-
pitalisation is involved”

Some factors associated with being an immigrant, and
trying to settle in a new environment and poor living condi-
tions were also identified by key informants as this quote
illustrates:

“So, it is important to us, but our living conditions as
immigrants does not allow for us to focus on it [obe-
sity]l." (#3, key informant)

Consequently, the need to take action is only apparent
when it becomes critical and severely affects people’s health
rather than thinking about prevention as an option.

Leadership

The leadership score was 3.35, which suggests that the
Ghanaian community leadership believes that overweight/
obesity may be a concern in the community; however, it
may not be seen as a priority because leadership shows no
immediate motivation to act. Key informants revealed that
although they know it is an issue, they have not prioritised
it as this quote illustrates:

“Hmmm, we think about it but we haven’t taken action
to take this forward” (#2, queen mother).

All key informants interviewed noted that they and other
community leaders will actively support efforts once they
have understood the need and will mobilise their group
members to get on board. However, a lot of awareness needs
to be created among the community members about the need
to take action. For other groups, like churches, the hierar-
chical structure means all directives had to come from the
church headquarters. Thus, for any effort to be undertaken
it must get the support from national headquarters before it
can be supported at the community level.

There were conflicting responses to support for expanding
efforts to other groups. For some churches due to competi-
tion, the leaders did not think scaling up would be possible
even if there was interest. For instance:

“No, no because we don’t even communicate
amongst ourselves as different churches because of
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competition in terms of membership. Some will feel
like you are trying to poach their membership. So,
scaling it up to the community will be very difficult.”
(#11, church elder).

For others, this would depend on the level of education
the leadership have, suggesting that leaders with higher edu-
cation would support scaling up because they understand the
need for this and are motivated to do so. Others stated that
once it was initiated people would embrace it, support it,
and would scale-up efforts because of the perceived benefits.

“Most of us know that obesity is not a good thing,
we just need someone who will lead or initiate it, so
as soon as someone comes to lead it, there will be
so many people who will support it or contribute in
different ways “(#5, leader of an ethnic group).

Socio-cultural factors

Three sub themes emerged: the role of the church, living
conditions of Ghanaian immigrants, and social support.
According to two key informants interviewed, the church
just focuses on spiritual development and not physical
health, and therefore addressing overweight/obesity was
not important to leadership, as this quote illustrates:

“There has never been any seminar, or any preach-
ing on the pulpit about this issue, since my 20 years
that I have been with them. It’s all about the spir-
itual development only, nothing about the physical
health” (#11, church elder)

In contrast, a pastor interviewed emphasised the need
for good physical health as part of spiritual growth, and
therefore stated that he incorporated the need for a healthy
lifestyle in his sermons.

Participants also highlighted the poor living circum-
stances of most Ghanaian immigrants living in Greater
Manchester, which was perceived as discouraging leader-
ship from planning other activities. Poor living conditions
referred to types of jobs and work schedules—menial jobs
such as cleaning and working long hours coupled with the
stress associated with trying to settle in the UK. The lead-
ers are aware of these conditions, and assume that organis-
ing other programmes in addition to church service may
overburden such people, as this quote illustrates:

“I don’t like to put pressure on people who are
already under pressure (from work and trying to
settle in as immigrants). Even in church when I
ask people to become ushers, or volunteer to play
keyboard, they moan. So, it makes it difficult to get
things done.” (#11, Pastor).
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Furthermore, one participant stated the internal conflicts
within the leadership of the Ghanaian Union were an obsta-
cle to focusing on important topics like this.

“Because of all the issues (conflicts) going on in the
leadership, there is no transparency at the moment.
When I was involved in the union, we put a lot of
emphasis on health issues, and I believe if we have a
good proposal and bring this to the community we will
have people ready to support it.” (#6, Ghana Union
leader).

Some participants suggested that the social support that
exists within the African community will facilitate engage-
ment in programmes, as people like to support one another.

"As Africans we always look after one other, so some
may not even be interested in it [programmes to
address overweight/obesity] personally, but because
they care about other community members they may
participate" (#8, Muslim leader).

On the contrary, a participant was of the view that only
a few leaders will be willing to put in the commitment
to ensure the sustainability of efforts. According to her,
there was the need to motivate people to get involved and
described this as a challenge.

"I think it’s just a few that will be willing to put the
commitment in, to constantly drive the initiative, create
the awareness, and motivate people. So, one of the key
issues will be how to motivate community members to
really get involved. That’s the challenge" (#13, Muslim
women’s group leader).

Community climate

The third dimension — community climate — considers the
community’s attitude toward addressing the issue. The score
for the community climate was 3.58, at the vague awareness
stage which in accordance with the CRM handbook suggests
that some community members believe that overweight/obe-
sity may be a concern in the community, but it is not seen as
a priority, and they show no motivation to act.

The following themes were used to interpret the score:
prevention not a priority and socio-cultural factors.

Prevention was not a priority

There were conflicting opinions expressed on the commu-
nity level of concern on overweight/obesity. It appears to be
a concern for some participants even if nothing was being
done about it, and a priority when people are diagnosed with

a chronic illness where obesity is a risk factor. However,
overall, findings suggest prevention is not seen as a priority.

According to key informants, obesity was perceived to be
more of a problem among the Ghanaian women compared to
the men. Participants indicated that some women who were
concerned about this and the risk to their health were taking
some steps to lose weight and stay healthy. According to one
key informant, a few women who were also taking actions
to lose weight did so because they felt stigmatised in church
which had affected their self-esteem.

“I think it is very much of a concern. They think about
it a lot, for instance go to the gym. It is a big concern
for a lot of women” (#2, queen mother)

A few participants reported that members of their groups
take individual steps for instance, by going to the gym, but
generally it was perceived that the issue was not taken seri-
ously by most of the Ghanaian community. Some of the rea-
sons highlighted included the cultural acceptance of over-
weight and the social status associated with overweight i.e.,
it is a sign of good living. Therefore, it was only highlighted
as a problem when it becomes critical and severely affected
people’s health.

"We Ghanaians naturally tend to be big but we don’t
get the time for ourselves" (#1, leader of an ethnic

group).

Furthermore, the nature of the jobs that most Ghanaians
were perceived to be engaged in was highlighted as con-
tributing to an unhealthy lifestyle, which is associated with
overweight/obesity.

"Our jobs are on and off as Ghanaians. A White man
knows he works from 9 to S5pm, but the time we use in
working, doesn’t help. That also affects our dietary
behaviours. Our jobs tend to be warehouse, cleaning,
we have very few people doing office jobs, so depend-
ing on the job, someone might eat around 12 in the
night, and then after work come home and just sleep”
(#3, key informant).

Whilst discussing the potential for community engage-
ment, key informants indicated that a few community mem-
bers would support efforts to prevent overweight/obesity,
especially those who think their lives have been impacted
by it or are at risk. However, even fewer people would be
willing to put in the commitment to constantly drive the
initiative. For example:

“Maybe a few...people whose lives are being impacted
will take it up (#11, church elder)

“A few people will do that. I think it’s just a few that
will be willing to put the commitment in, to constantly
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drive the initiative, create the awareness, and motivate
people.”. (#13, Muslim women’s group leader)

Further, it was believed that generally most people will
expect anything to do with disease prevention to be free and
they would therefore not be willing to pay to take part in
initiatives. People will prioritise paying or contributing to
other social events like funerals. Only a few may be willing
to support with money once they are convinced about the
benefits.

“I don’t think anyone will pay for it, if the church is
willing to take it up and then fine, if not for individuals,
it is not in the Ghanian DNA to pay for something like
that. They don’t see the need to do anything outside of
their jobs, and church. For instance, people die and
there is a burden on the church, so I have told people,
educated them, given them life insurance and funeral
plans, the uptake is .0000%, people are not receptive
to things that are important to their own life” (#11,
church elder).

Social support

Key informants stated that the social support that exists
within the Ghanaian community will facilitate engagement,
as people want to support one another in any way that they
can. Some members share social media videos on health
topics on the community WhatsApp platform so others can
benefit from it.

"Like I am saying, the project (social media video on
health) that was shared onto the platform was not initi-
ated by a leader, but a member, so that shows that it’s
important to them" (#5, leader of an ethnic group).

Cultural acceptance of overweight

According to some key informants, being overweight is
perceived as part of the Ghanaian culture and this accept-
ance together with other misconceptions (to be discussed)
were highlighted as barriers to prioritising the prevention
of overweight/obesity. However, this may not be the case
for the more educated community members, as this quote
illustrates:

"It is divided opinion, some people especially the
educated ones think it’s a problem, so it needs to be
tackled, but on the other hand, others think it’s not a
problem, because culturally, we think if someone is
obese, it's seen as good, and it’s not a problem. Those
who think it’s not a problem, don’t know the conse-
quences of obesity ,and that is concerning, because it
is our cultural representation of obesity” (#3, leader
of an ethnic group).
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Even when activities have been organised locally, it was
reported that participation was low as in the case of a wom-
en’s fellowship fitness activity that focused on cooking and
exercise. Another possible explanation for the low engage-
ment discussed was the recurring issue to do with work
schedules of Ghanaian immigrants because these schedules
do not allow them to fit in any other activities. For instance,
engaging in manual jobs and having night shifts means that
one will need to sleep during the day and eat late at night
which contributes to the problem.

Community knowledge of the issue

This dimension is concerned with how much the commu-
nity knows about overweight/obesity. The readiness score
for knowledge of the issue was the highest (4.42) of all the
dimensions. This result suggests that at least some com-
munity members know a little about causes, consequences,
signs, and symptoms of overweight/ obesity. In addition,
at least some community members are aware that the issue
occurs locally. Factors identified were mainly at the individ-
ual level. The themes that emerged were unhealthy dietary
behaviours, physical inactivity, lack of knowledge, and expe-
rience of living with obesity. Other socio-cultural factors
were cultural acceptance of overweight and misconceptions
such as ‘being fat’ was a sign of good living.

Key informants indicated that unhealthy lifestyles, such
as late-night eating and a lack of physical activity, were the
causes of overweight/obesity and this was seen as widely
known by the community. For example:

“Most people are beginning to understand that they
don’t have to eat fufu late in the night, otherwise they
will put on weight. Some ideas are there” (#11, church
elder).

In contrast, two community leaders did not think that the
Ghanaian community was well informed about the causes
because unhealthy behaviours persist.

“We know nothing about the causes, if we know, we
will not be eating certain foods we are eating” (#6,
leader of an ethnic group).

There was disagreement on the prevalence of overweight/
obesity in the community and how much the community
knows about it. Some key informants thought commu-
nity members’ perceptions on weight differed for different
people:

“Some people are naturally big, some medium, so most

people know when they are obese and do something
about it...but when they get the education they will
improve” (#1, leader of an ethnic group).



Journal of Public Health (2023) 31:1953-1967

1961

According to key informants, what is easily recognisable
is the extreme cases (i.e., morbid obesity) but overweight
may not always be perceived, as this quote illustrates:

“If one is too fat, people can tell, but if it’s just a little
they cannot tell (#6, leader of an ethnic group).

Perceptions of knowledge on the prevention of over-
weight/obesity varied. It ranged from no knowledge of pre-
vention to a lot of knowledge. Responses suggest that those
who were well informed about how to prevent overweight/
obesity were those who have experienced it and the people
around them.

“People are beginning to realise that, if you eat late
in the night or if you eat a lot of meat, so it’s all com-
ing out, this is because of the seminars we have on
diseases on other things. So, people are becoming
aware, especially people who are so obese and can’t
climb the stairs and come to church. So heavy that it’s
impacting their hips and knees. Some come to church
in crutches. So, people have become aware that if you
become overweight you will experience such problems.
The awareness is coming gradually” (#11, leader of
an ethnic group).

Misconceptions about obesity

Key informants had mixed views about whether misconcep-
tions still existed within the Ghanaian community. These
were perceived as cultural or superstitious. For instance,
‘being fat” was acceptable in the community because of the
social status linked to it indicating wealth and good living.
Some were fatalistic, suggesting that ‘being fat” was one’s
natural disposition or that it is hereditary, and nothing can
be done about it. For example:

“It’s seen as sign of good living, being overweight is
hereditary and there is nothing they can do about it,
it’s just in our family, and especially among women, it
is an expectation when you start having kids, there is
not much awareness that it can be corrected or some-
thing can be done about it” (#13, leader of an ethnic

group).

Furthermore, it was suggested that Ghanaian immigrants
had other priorities and did not care so much about their
eating habits, but would rather pay attention to their appear-
ance in terms of clothes and building properties as this quote
illustrates:

“As people think they have a natural predisposition to
be a certain weight, and we do not pay much attention
to our food and eating habits as we should, we perhaps
pay more attention to our appearance. And a classic
one is, I remember I went to this place, where people

were all wearing £70 hat, but they were eating burg-
ers from Iceland [a discount food outlet], and that’s
where they shop. These are Ghanaians. Interesting,
but generally Ghanaians we tend to buy our foods from
the cheapest places, and we want to use our money on
other things rather than food. Building houses, saving
our money, clothes” (#9, leader of an ethnic group).

Others attributed being obese with superstition, praying
about it rather than taking action to lose weight:

“Most African communities will associate everything
to superstition. So, when someone is obese, instead of
using good nutrition, they may attribute it to supersti-
tion and pray about it” (#8, Muslim leader)

Lack of information

Almost all participants agreed there were no sources of
information on obesity as a condition within the Ghanaian
community. A few mentioned the news, social media, or
their GP. However, the general view was that even when
these are available, most people will not access them or
make the effort to go and find any resources because it was
not perceived as a big problem. It was stated that people
would prefer to listen to a presentation because they do not
have the time to read through brochures or may not be well
educated to comprehend the information. A participant also
mentioned others learn from experience, i.e., seeing others
or themselves get affected by overweight/obesity.

Maybe brochures, but I think what I have observed
in our community is that people don’t have time, so
they won’t have time for those resources, they prefer
to just listen to one time talk, and most people don’t
have much education, so they would prefer to just lis-
ten to talk, the last woman I invited brought her black-
board, posters and pictures to illustrate her talk, and I
think they appreciate those ones more than having to
read documents or brochures. (#1, leader of an ethnic

group)
Resources related to the issue
The CRM suggested that there are limited resources avail-
able that could be used for further efforts. There was no

action to allocate these resources to this issue. Funding for
any current efforts was not stable or continuing.

Funding, donations, and grants

Participants were either not aware or stated no/very little
funding (either locally or more generally from the council)
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was available for programmes to prevent overweight/obesity.
Although one participant stated that members have made
contributions to support a previous event, they had organised
to get a talk by an expert, most participants seem to suggest
that once the community groups made it a priority, they will
allocate funding to it as they do with other projects.

Three NGOs were mentioned by three different par-
ticipants (Humanity first, Jesuscina foundation and Sahara
Nutrition). Other participants did not know of any NGOs
within the community.

Similar to funding, some participants were not aware
of any financial donations and others stated they were not
receiving any. One religious leader indicated how the church
has funds, but this may not be used for such programmes
because it’s not a priority. No participants were aware of any
grants except for one, the director of an NGO who indicated
that they had applied for some grants in the past and had not
been successful.

“You won’t get donations within the African commu-
nity, but from the other side (non-African organisa-
tions), there are some donations” (#6, leader of an
ethnic group).

“Not at all, if something is going to come from the
church fund, it should come from the top, head-
quarters, but since it’s not their priority it won’t be
used and people don’t know that the city council is a
potential source of funding” (#11, leader of an ethnic

group).
Volunteers and experts

There were a lot of community members that would vol-
unteer to help, if recruited for a programme, especially the
youth. One key informant emphasised the need for incen-
tives to motivate volunteers, and another suggested that
volunteers may begin helping but may not continue to help
throughout a programme. On the contrary, a participant indi-
cated that because most immigrants struggle with issues in
trying to settle, it is difficult to ask them to volunteer for free.

“Because most people have their own problems and
others are now trying to find their feet here in Europe
so asking people to do this for free is not easy. Asking
them to leave their work and family to do something
totally different for free is not easy (#11, Pastor).

There was disagreement on whether there were experts
within the community. Some stated there were none while
others said there were nurses, medical doctors, and nutrition-
ists within the community who could educate people on how
to prevent obesity.

Two participants who were health professionals lamented
that, although they had the capacity to do education to
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prevent overweight/obesity, the community has not given
the opportunity, because it is not perceived as a big problem.

"They know I am a nutritionist, but they have never
called me to do a talk” (#12, leader of an ethnic

group).

"There are medical doctors, who give seminars here
and there when they are given the time, again it has to
come from the time. And we have annual health week.
Never have we actually talked about overweight and
obesity. There are few professionals who can do it but
if you are not given the chance, you can’t” (#11, leader
of an ethnic group).

Space for action

All participants were of the view that space was available for
any efforts or programmes to address the issue. This could
be rented space, or the properties owned by religious institu-
tions and other groups. Even when it was rented, they stated
that the space could be utilised for programmes, particularly
if it was embedded in the usual meetings of these groups.

“We have some space. It’s not a problem, we have our
own place that take over 200 people” (#11, church
leader).

“[ think, what we can use...in our association, we can
embed it into our meeting, and when people come for
the meeting, it becomes part of the events. Other than
that, Ghana community is planning to have its own
space. It’s in the pipeline, I believe when that is com-
pleted, then we can have that space” (#5, leader of an
ethnic group).

Action or inaction to mobilise resources

Generally, responses suggest that little to no effort is being
made to allocate resources to prevent overweight/obesity,
except for one participant who stated that the Ghana Union
in the past mobilised resources and collaborated with the
local council for various activities aimed at improving the
lives of Ghanaians, and this route could be leveraged to
tackle the issue:

“In the past we have worked in conjunction with the
Manchester social services council in Manchester. We
used to have Ghanaians working there, and we tap into
those resources. The city council recognised Ghana
Union as an organisation so with new leaderships, we
can have health topics. And the city council can sup-
port “(#7, leader of an ethnic group).

There was agreement that there will be support from the
leadership and the community once more awareness was
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created on the need to prevent overweight/obesity. Even
though the issue is not a priority, it was recognised as a
concern, and responses suggest that once efforts are for a
good cause that will benefit the community, there will be no
opposition by leadership or the community members:

“Yeah, they will support, sure. Because like I am say-
ing they know that obesity is not good, especially the
educated ones, though we know it’s not good, some
think it can be natural, which is the negative associ-
ated to it. So, since people know it’s not good, they will
support it”. (#7, leader of an ethnic group).

Discussion

This research assessed the stage of community readiness to
prevent overweight/obesity among Ghanaian immigrants in
Greater Manchester. While similar studies have been con-
ducted in high-income countries (Findholt 2007; Sliwa et al.
2011), in Africa (Aberman et al. 2022; Pradeilles et al. 2016
and 2019) and among other 'minoritised” communities in the
UK (Islam et al. 2018), this is the first study to apply CRM to
a Ghanaian immigrant group, making relevant comparison
with other Ghanaian immigrant groups difficult. However,
in the absence of similar studies, it is useful to make com-
parison with similar populations in different settings. The
operant model of acculturation (Landrine and Klonoff 2004)
suggests the need to understand the context of the country of
origin to be able to understand immigrant health behaviour
and therefore, findings of this study will be discussed first
by comparing with Ghanaian CRM studies (Aberman et al.
2022; Pradeilles et al. 2019) and other minoritised communi-
ties (Islam et al. 2018).

In the present study, the highest score of 4.42 was seen
with community knowledge of the issue which assesses
how much the community knows about overweight/obesity.
This indicates that the Ghanaian communities in Greater
Manchester are in the pre-planning stage wherein at least
some community members know a little about causes, con-
sequences, signs, and symptoms. By comparison, the readi-
ness scores for the study conducted in Ghana (Aberman
et al. 2022) were lower (Hohoe 2.87 and Techiman 2.54),
indicating that both communities are moving towards stage
3, wherein they have some knowledge about the issue and
how to avoid it but do not prioritise it or appreciate the asso-
ciated health risks. Findings from the two communities in
Ghana suggest that although some information has been
disseminated in Ghana, this was not sufficient to support
deeper understanding of the health risks associated with
overweight/obesity. This difference in scores of the level
of awareness raises questions about the effects of migra-
tion on health literacy. Are Ghanaian immigrants exposed

to more information on the issue or are they selectively dif-
ferent? Another possible explanation could also be differ-
ences regarding the stages of nutrition transition between
Ghana and the United Kingdom. The two communities in
Ghana, like many communities in low- and middle-income
countries, may be described as being in the early stages of
the nutrition transition (Popkin 2004), whilst the UK may
be described as being in the advanced stage of the nutrition
transition. Although, in the present study the reported level
of awareness did not indicate that the Ghanaian immigrant
community has necessarily changed dietary behaviours
towards healthier ones, in another CRM study to address
obesity in a minoritised community, i.e., Roma communities
in the UK, an overall score of 3 was reported, also indicating
vague awareness about the issue (Islam et al. 2018). How-
ever, unlike the present study, the highest score was reported
for community efforts and knowledge of efforts, indicating
that most key informants acknowledged a variety of services
that had been made available to tackle obesity within their
communities. Community knowledge about obesity scored
low, indicating denial/resistance. This implied that while the
interventions were available, they had not yet penetrated the
Roma communities.

In the present study, it was suggested that more highly
educated people were most aware of the causes and con-
sequences than less educated participants, which concurs
with findings from the CRM study conducted in Ghana
(Aberman et al. 2022) that reported the wealthy to be more
likely to understand the causes and risks associated with the
issue. Wealth is often associated with increased education,
and both are very important factors that have been shown
to influence lifestyle behaviours amongst different popula-
tions (Gissing et al. 2017; Ismail et al. 2022; Osei-Kwasi
et al. 2016).

It is important to note that, although price is considered to
be a barrier to healthy eating (Osei-Kwasi et al. 2016), in our
study, affordability was not mentioned although indirect ref-
erence was made to Ghanaians choosing cheaper foods and
prioritising other goods over food expenditure. Unhealthy
dietary habits, such as the consumption of energy-dense
foods, which was perceived as part of Ghanaian traditional
diets and late-night eating, were referred to as drivers of
overweight/obesity. Late-night eating, however, was per-
ceived as unavoidable due to the kinds of jobs many Ghana-
ian immigrants in Greater Manchester engaged in. Earlier
studies among Ghanaian immigrants in Greater Manches-
ter have reported that many people engage in two or three
menial jobs that do not pay well, taking night shifts, and
these have been highlighted as barriers to the adoption of
a healthy lifestyle (Osei-Kwasi et al. 2017 and 2019). This
pattern of work is further supported by a survey conducted
in London focusing on Ghanaian and Nigerian immigrants
employed in low-paid sectors (Herbert et al. 2006). Findings
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showed that most respondents in the study engaged in clean-
ing jobs while others were employed as care workers. The
survey also reports that 94% of Ghanaians who participated
earned less than the minimum wage (£6.70/hour) in 2008
(Herbert et al. 2008). It is worth emphasising that the survey
only focused on low-income earners and thus cannot be gen-
eralised to all Ghanaian immigrants. Studies have shown that
many Ghanaian immigrants integrate into the UK system
by educating themselves and applying for high-paying jobs
(Orozco et al. 2005). This study also showed that most Gha-
naian immigrants had a financial obligation to remit money
back to family in Ghana towards supporting family members
and securing property. This was prioritised and thus had
implications for access to healthy foods. This finding has
been corroborated in an earlier study conducted amongst
Ghanaian immigrants (Osei-Kwasi et al. 2017) and among
immigrants in Australia (Koc and Welsh 2001), which shows
the importance placed on the extended family system within
the community.

Previous studies have highlighted the urban food environ-
ment and the increase in fast-food chains to be important
dietary causes of overweight (Pradeilles et al. 2019; Giss-
ing et al. 2017); however, there was no mention of this in
our study. A possible explanation may be that most Ghana-
ian immigrants do not necessarily eat out or buy fast foods,
unless they were buying to prepare at home (Osei-Kwasi
2017). Previous studies have shown that Ghanaians continue
to cook and eat traditional foods (Osei-Kwasi et al. 2017), as
this is important in maintaining Ghanaian cultural identity.

Overweight/obesity were generally perceived to be of
concern especially among women. It was suggested that
although acceptability and desirability of overweight women
persists within some members of the community, most peo-
ple were now aware that this needed to change. Similarly,
findings from a study conducted in Ghana (Aberman et al.
2022) indicates that overweight/ obesity were overwhelm-
ingly described as acceptable or desirable in both communi-
ties until it impacted on health negatively. Acceptability of
overweight among many African women has been reported
in a recent systematic review, which concluded that most
studies on body size preferences for adolescents and women
living in Africa reported a preference for normal or over-
weight body sizes (Pradeilles et al. 2022).

The readiness score for leadership in this present study
suggests that leadership believes that the issue may be a
concern in the community, but they show no immediate
motivation to act. Religious leaders highlighted obstacles
that members faced as immigrants and how this could affect
additional efforts or activities organised. On the contrary,
findings from the CRM study in Ghana showed health pro-
motion activities were being championed by religious lead-
ers (Aberman et al. 2022). Across both settings in Ghana,
localised efforts such as fitness clubs and health talks were
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commonly implemented, although they may not be targeted
at tackling overweight or obesity. These were perceived as
affordable and integrated into existing activities often organ-
ised by churches. Although churches are increasingly rec-
ognised as popular settings for implementing health promo-
tion programmes (Campbell et al. 2007; Ammerman et al.
2003; Corbie-Smith et al. 2003), the present study showed
that churches or mosques in Greater Manchester are cur-
rently not spearheading any specific activities to prevent
overweight/obesity. Given the extant evidence on health
promotion using church settings, the present finding could
be because these types of church-based interventions just
have not found their way to Manchester yet, so the church
leaders do not have an example of what can be done, or it
could be an artefact of the limited number of church leaders
interviewed. There is therefore a need for research to fur-
ther explore the potential to use religious settings for obesity
prevention within the UK-based Ghanaian community, as
these are important social institutions that can reach lots of
individual and families.

The readiness score for resources in this present study
suggests that there is no dedicated funding or action allo-
cated to address the issue. This is not surprising given that
overweight/obesity are not prioritised within this commu-
nity, but also because most people may not have the finan-
cial latitude to contribute to such programmes. However,
key informants suggested that the community had some
untapped potential, for instance there were experts such
as doctors, nurses, nutritionists, and other health workers
within the Ghanaian community who could be engaged in
interventions to address the issue.

In this study, ‘knowledge of efforts’ had the lowest score
of 1.35, which suggests that the community had little or
no awareness about local community efforts to address the
issue. Very few people stated the GP surgery as a resource,
although it was perceived that most people will not patronise
these, due to work commitments. These are structural bar-
riers that need to be addressed for such interventions to be
inclusive.

Over the years, there have been several policies and
strategies to address obesity. In 2020, the UK government
announced a new set of policies to tackle obesity alongside
a “Better Health Campaign” (NHS 2022: no date for cam-
paign). This campaign aims to reach millions of people to
lose weight and make behavioural changes to prevent dis-
eases. However, this has been criticised as being flawed as it
does not address the complex underlying causes of obesity
such as environmental and socioeconomic factors. Critics
have accused the UK government of putting the blame on
citizens for the obesity epidemic, rather than tackling its root
causes (LifeConnect24 2020).

The present study supports this criticism. The study popu-
lation is clearly an example of a group for which a simplistic
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message of eating less and moving more is not enough
because, except for a few people, most in the community
may not be able to do anything with the message. People on
low income often have more pressing concerns than losing
weight, which may explain why overweight/obesity is not
a major concern in this study. Greater Manchester declared
itself as a Marmot region in 2019 and worked towards devel-
oping a sustained programme of action on health inequalities
and inequalities in social determinants (Marmot 2020). The
Manchester Healthy Weight strategy has a vision to create
an environment and culture where all people of Manches-
ter have the opportunity and are supported to eat well, be
physically active, and achieve and maintain a healthy weight
(Council MC 2022). Its aim is to reverse the rising trend
of overweight and obese children and adults in Manches-
ter utilising a whole systems approach. It has four strate-
gic themes: food and culture, physical activity, prevention
and support, and environment and neighbourhood. Current
policies at the national and local levels targeted at obesity
including the Manchester Healthy Weight strategy (Council
MC 2022) are clearly not reaching minoritised communities
such as the Ghanaian community included in this study, as
evidenced by the very low scores for community knowledge
of effort observed.

An important question our study raises is: how do we
help this community to become more ready for interventions
that tackle overweight/obesity? Although education may still
be relevant, there is a need to address the recurring struc-
tural barriers highlighted in this study, such as low pay, poor
living conditions, and long working hours in multiple jobs
should be priority. These structural barriers are risk factors
for obesity, so policies should aim to work with communi-
ties to find ways to intervene that work with their structural
barriers.

Strengths and limitations of the CRM model

This study is the first to assess the stage of community
readiness to prevent overweight/obesity among a Ghanaian
immigrant community. The qualitative thematic data that
complemented the quantitative scores has provided impor-
tant contextual information that can be leveraged to plan,
design and implement effective interventions for the Gha-
naian immigrant community to tackle overweight/obesity
in the future.

While the views of the 13 key informants may be per-
ceived as small and not be representative of Ghanaian com-
munity groups in Greater Manchester, each key informant
was carefully selected to represent a distinct sub-group
within the community, and the number of interviews in this
study is in line with what is recommended in the CRM hand-
book. Also, given the disagreements in the literature about

who community leaders and key informants are (Marshall
1996; Poggie 1972), participants were therefore selected
from different ethnic and religious backgrounds, and varied
in age and gender. Thus, this study has a good coverage of
the variety of groups and demographics within this study
population.

Furthermore, the scoring systems used, as defined in the
CRM handbook, have been criticised (Kesten et al. 2015)
for the potential of researcher subjectivity. To reduce this
potential bias, however, the CRM interviews were scored
independently by two researchers, and all discrepancies
were discussed until a consensus was reached. Finally, by
focusing only on key informants, the CRM can be criticised
for placing undue responsibility for tackling obesity on the
community rather than on other institutions and government
actors with whom responsibility is shared.

Conclusion

The CRM assessment suggests that this community is in
the ‘vague awareness’ stage for prevention of overweight/
obesity. Despite recognising overweight/obesity as an
important health issue in the Ghanaian immigrant commu-
nity, especially among women, it is not seen as a priority.
Thus, there is an urgent need for interventions to be imple-
mented to tackle overweight/obesity amongst this popula-
tion. For such interventions to be successful, however, there
is a need to support the community to become ready. This
study concludes that the initial focus should be on address-
ing the structural barriers to community readiness, including
reducing poverty and addressing living conditions, alongside
designing interventions that work with these structural bar-
riers and thereafter focus on the socio-cultural factors, such
as body-size preferences.
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