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ABSTRACT

Objective This study assessed stakeholder readiness

to address unhealthy food and beverage marketing and
availability in/around Public Basic Schools (for children
4-15 years) in Greater Accra Region, the highly urbanised
administrative capital of Ghana.

Design The community readiness model was used

to conduct in-depth mixed methods interviews with
stakeholders. Using predefined anchored rating
statements, quantitative readiness scores ranging from

1 to 9 were generated. Thematic qualitative analysis was
undertaken to understand barriers and facilitators that
could influence the implementation of interventions.
Setting Greater Accra Region, Ghana.

Participants 18 key informants from various school/
education/citizen sectors, which together represented the
‘school community’ of Greater Accra Region.

Results The mean readiness scores indicated that the
‘school community’ was at the ‘preplanning’ stage of
readiness (4.44+0.98) to address the marketing and
availability of unhealthy food and beverages in and around
schools. The mean readiness score for ‘leadership’ was
the highest of all dimensions (5.36+1.60), corresponding
to the ‘preparation’ stage. The lowest scores were found
for ‘community knowledge of efforts’ (3.19+2.45) and
‘resources for efforts’ (3.64+0.87), both of which were at a
‘vague awareness’ stage.

Conclusions The ‘school community’ recognised that the
marketing and availability of unhealthy food and beverages
was a problem. Additionally, current leadership was
actively supportive of continuing/improving efforts that
create healthier children’s food environments. However,
actions that aim to increase the ‘school community’s’
knowledge of existing interventions and securing
resources to sustain those interventions are needed before
introducing readiness appropriate strategies.

INTRODUCTION

Protecting children from food environments
that do not provide diets that safeguard
health and well-being is a global priority.'

STRENGTHS AND LIMITATIONS OF THIS STUDY

= The community readiness model (CRM) integrates a
community’s context and stage of readiness, allow-
ing for appropriate and acceptable interventions to
address unhealthy food marketing and availability in
and around schools.

= CRM was conducted with an ‘interest’ communi-
ty (rather than ‘geographical’), that is, the ‘school
community’.

= (Qualitative data were collected to supplement quan-
titative CRM scoring, therefore, providing additional
insight into barriers and facilitators that can be lev-
eraged during intervention development.

= The CRM captures readiness at the time of inter-
views; however, readiness is not necessarily static

and could be subject to frequent change.

Broadly, food environments comprise the
physical, economic, policy and sociocultural
factors that impact diets at international,
national and subnational levels.*”

It is well recognised that the school setting
provides an effective platform to deliver
interventions that can promote healthier
diets, and opportunities for equitable access
to improved health outcomes for children
from various socioeconomic backgrounds.’ !
In many parts of the world, children spend
between 7 and 8hours at school every day,
where they consume between a third to a
half of their daily calories.® Most often, the
domino effect of dietary behaviour and asso-
ciated health outcomes during childhood
extends into adulthood. Unhealthy diets
can place children on a trajectory that can
adversely affect their long-term prospects as
adults, including an increased risk of devel-
oping dietrelated diseases, low educational
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attainment, low economic productivity and overall quality
of life'* !

Currently, a growing body of evidence shows that
food environments in and around schools in Ghana
are characterised by heavy marketing and sale of ultra-
processed foods and energy-dense and nutrient-poor
foods and beverages.'”*"” Exposure to these unhealthy
foods may adversely influence dietary behaviour in an
environment lacking adequate policies and standards to
counter unethical marketing and sale of foods to chil-
dren.'® The linkage between such school environments
and Ghanaian children’s consumption patterns has been
documented.” """

Recent estimates indicate that in the last two decades,
the prevalence of overweight among Ghanaian children
aged 5-19 years has almost doubled from 8.5% to 16.7%
for girls and tripled from 2.6% to 7.4% for boys.*’ Addi-
tionally, it has been projected that by the year 2030, obesity
will affect 6.6% of Ghanaian children aged 5-9 years and
4.1% of adolescents aged 10-19 years.”! Therefore, there
is a need for interventions that could improve Ghanaian
children’s food environments, including in and around
school settings.

There are many considerations for the design and
implementation of actions/activities that shape healthy
food environments. As with other interventions, the
potential to make significant impact is increased when
beneficiaries and local stakeholders recognise an issue at
hand as an important problem, demonstrate readiness to
act, and are engaged as active participants in planning
and implementing interventions that seek to solve the
problem.*

The concept of readiness has been described as the
‘degree’ of preparedness to act on an issue and can be
measured across multiple dimensions, and different
community segments.”> While several methods exist to
assess readiness,” a widely used participatory tool that
provides a framework to understand a community’s read-
iness to act on an issue is the community readiness model
(CRM).%

Inherent to CRM is the integration of a community’s
context, stage of readiness and resources available to
‘develop effective, culturally appropriate and community-
specific strategies’ that address an issue of concern and
also increase a community’s level of readiness. The CRM
tool has been applied to assess readiness to address
various health issues including prevention of childhood
obesity.”*® Recent studies in low-income and middle-
income countries, such as Ghana, have used the model
to assess readiness to promote healthier diets and prevent
obesity/overweight in women and/or adolescents.??

To date, little is known about community readiness
to reduce the widespread marketing and availability of
unhealthy foods and beverages in and around Ghanaian
schools. Engaging relevant stakeholders to determine
their readiness and capacity to accept interventions to
tackle this issue needs to be understood before intro-
ducing appropriate interventions. Against this backdrop,

this study assessed the readiness of school stakeholders
to accept interventions and determine the barriers and
facilitators that could influence the implementation of
interventions targeting unhealthy food and beverage
marketing and availability in and around Public Basic
Schools (for children aged 4-15 years) in the Greater
Accra Region.

METHODS

Study community

The term ‘community’ typically covers a group of people
who live in a defined geographical area and share
common characteristics.” In this study, the interest
community described as the ‘school community’ was
operationally defined over the geographic area (Greater
Accra Region, the highly urbanised administrative capital
of Ghana) and stakeholders of interest.”> The stake-
holders of interest included individuals from within and
outside the geographical area, with a responsibility or
interest in child nutrition and health at the school level
and adjudged to be able to provide in-depth viewpoints
on existing actions, barriers and facilitators to address
the marketing and availability of unhealthy foods in
and around Public Basic Schools. Key informants were
identified from six key sectors: (1) government (health
and agriculture); (2) government (education and social
protection); (3) regulatory and local government; (4)
school authority/parent teacher association; (5) youth/
student leadership and (6) non-governmental organisa-
tions (local, civil society and international organisations/
United Nations (UN) specialised agencies).

Following the identification of relevant sectors, key
considerations including recommendations in the CRM
protocol to achieve theoretical saturation and maximum
variation sampling to ensure a breadth of views across
the ‘school community’,”® guided the estimation of the
number of stakeholders to interview. Developers of the
CRM suggest that while it may be necessary to conduct
more interviews in some communities, between 4 and
12 key informant interviews are ‘often sufficient’ to
understand how a ‘community’ views an issue.”” A brain-
storming session by the research team identified 22
potential organisations, from the 6 sectors, that could
have an impact on the issue of unhealthy food availability
and marketing in and around schools. Key informants
were recruited by sending written requests to relevant
agencies/organisations and followed up with emails/
phone calls. Eighteen people responded to participate.
Four potentially relevant key informants from two sectors:
government (education and social protection) and non-
governmental organisations did not respond to the invita-
tion to participate in the study.

Public Basic School system in Ghana

In Ghana, Public Basic Schools are non-residential,
government funded and provide opportunities for
learning at the kindergarten, primary and junior high
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levels for children in ages 4-15 years. Children enrolled
in Public Basic Schools spend about 40 hours per week
in school for 40 weeks each year.”* During school hours,
most pupils consume at least one meal, either through
food brought from home, provided by schools or sold
within and around schools by often unregulated informal
food vendors.'? * 17

Various policies and programmes have been formulated
to support children’s diets in Basic Schools. Key among
these are the Ghana School Feeding Policy and the School
Health Education Programme (SHEP) coordinated by
the Ghana Education Service. Nutrition intervention
areas under SHEP focus on promoting healthy eating
habits among school children; identification, training
and monitoring of school food vendors in food hygiene
and micronutrient supplementation programmes among
others.”

Issues assessed using the CRM

Unhealthy food availability

Unhealthy food items were described using a study
specific operational definition informed by existing
research including the Nutrient Profile Model for the
WHO African Region36 and an earlier study that had cate-
gorised the healthiness of foods available, marketed and
commonly consumed in Ghana using research on nutrient
profiling, nutrient density and energy scores.”” Here,
unhealthy foods comprised food items, such as sugar and
sweet spreads; cakes and sweets; sugar-sweetened bever-
ages/sodas; deep fried potatoes/yam/plantain and other
fatty foods/dishes; condiments, such as salad dressing
and mayonnaise. Additionally, unhealthy foods included
food that was not safe to eat because it was unhygienic or
contaminated.”

Unhealthy food marketing

Marketing refers to ‘any form of commercial communi-
cation or message that is designed to, or has the effect of,
increasing the recognition, appeal and/or consumption
of particular products and services and comprises anything
that acts to advertise or otherwise promote a product or
service”.® Often, the marketing of unhealthy foods and
beverages targeting children uses an array of techniques
for commercial gain. These techniques include preda-
tory marketing which has been defined as ‘the subset of
targeted marketing that promotes unhealthy products to
vulnerable populations’.” Adapting these existing defi-
nitions, unhealthy food marketing was described in this
study as the communication (using advertising, promo-
tion and sponsorship) of ultra-processed/energy dense
nutrient poor foods and beverages to Ghanaian children
for commercial gain. Currently, national regulation on
food marketing is through guidelines for the advertise-
ment of foods issued by Ghana’s Food and Drug Authority
in accordance with the country’s Public Health Act, 2012,
Act 851. Specifically, the guidelines prohibit alcoholic
beverage adverts targeted at children below 18 years and

stationary outdoor adverts of alcoholic beverages within
200 m of Basic Schools"’

Data collection

The interview guide included in the CRM protocol® was
adapted for this study. This interview guide contains 36
open-ended questions addressing 5 readiness dimensions:
community knowledge of efforts, leadership, commu-
nity climate, community knowledge of the issue and
resources. Two categories of questions are included in the
guide: (1) mandatory questions for generating readiness
scores and (2) optional questions which are not essential
for determining readiness scores. In adapting the inter-
view guide, we followed recommendations by authors of
the CRM. First the issue of interest (ie, the marketing and
availability of unhealthy foods and drinks to children in
and around Basic Schools) was substituted at the sections
noted in the questions. Additionally, we confirmed that
the wording of questions would be understood in the
Ghanaian context (online supplemental material—CRM
interview guide). A pilot test was conducted with two key
informants from different sectors within government
(education and social protection; health and agricul-
ture) to identify any potential issues with the interview
guide and determine the feasibility of the data collection
process, which was to be done via telephone because
of the COVID-19 pandemic at that time. Following the
pilot, some questions were rephrased to provide clarity
and ensure key informants answered them in a consis-
tent and meaningful way. Additionally, to avoid respon-
dent fatigue, it was decided to keep interview questions to
those essential for generating readiness scores.

Telephone interviews were conducted in English with
18 key informants between March and August 2021,
lasting 30-60 min. The interviews were undertaken by
two female researchers, AT (doctoral student) and a
postdoctoral fellow working on the project. The two
interviewers had relevant experience in qualitative
methods and training in using the CRM tool. Some key
informants (4/18) were professionally known to one
interviewer through previous research projects but had
no ongoing relationship at the time the interviews were
conducted.

Each key informant provided informed consent and
permission for the interview to be audiorecorded. As
part of the informed consent process, participants were
provided with detailed information about the study and
the research team. Notes were taken and written up as
summaries after each interview.

Data analysis

As specified in the CRM protocol,” each interview was
transcribed verbatim and checked for accuracy. The
interviews were then scored independently by two teams
(AT/ALP and HO-K/GSA) using anchored rating scales
to obtain a community readiness score for each dimen-
sion and an overall community readiness score on the
nine-stage readiness scale. The nine stages of readiness
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defined by the model range from ‘no awareness’ of the
nature or extent of an issue through to a ‘high level
of community ownership’ of ways to address the issue
of concern (box 1).Where there were variations in
scores, MH and RP reconciled differences and reached
a consensus on what the score should be. The mean
and SD for each dimension were calculated. The overall
community readiness score was determined by finding
the average readiness score for each of the five dimen-
sions assessed. Thematic analysis of interview transcripts
was undertaken to provide additional understanding
of the quantitative scores obtained and determine
possible barriers and facilitators that could influence
interventions. Using a deductive/a priori approach, a
codebook consisting of predetermined themes from a
community readiness study previously implemented to
improve diets in Ghana® was adapted and used to code
all transcripts. Coding of the transcripts was undertaken
by AT using NVivo.*" Twenty-five per cent of transcripts
were double coded by a second coder (AL) to confirm
if the codebook was applied consistently. Any discrepan-
cies identified during the double coding process were
discussed to achieve consensus.

Box 1 The nine stages of readiness* of the community

readiness model

= Stage 1. No Awareness: The community and leaders believe that the
issue is not a concern, and the community has no knowledge about
local efforts addressing the issue.

= Stage 2. Denial/resistance: Leadership and community members
believe that the issue is not a concern, or they think it cannot or
should not be addressed.

= Stage 3. Vague awareness: Leadership and community members
believe that the issue may be a concern but show no immediate
motivation to act.

= Stage 4. Preplanning: Leadership and community members ac-
knowledge that the issue is a concern and that something must be
done to address it.

= Stage 5. Preparation: Leadership is actively supportive of continu-
ing/improving current efforts/developing new efforts. The communi-
ty is concerned about the issue and want to do something about it.

= Stage 6. Initiation: Leadership plays a key role in planning, devel-
oping and/or implementing new, modified or increased efforts and
some community members are involved in addressing the issue.

= Stage 7. Stabilisation: Leadership is actively involved in ensuring/
improving the long-term viability of the efforts to address the is-
sue and there is ongoing community involvement in addressing the
issue.

= Stage 8. Confirmation/expansion: Leadership plays a key role in ex-
panding and improving efforts. There is a high level of participation
from community members and majority of the community strongly
supports efforts or the need for efforts.

= Stage 9. Community ownership: Leadership is continually reviewing
evaluation results of the efforts and is modifying financial support
accordingly. The community are highly supportive and actively in-
volved in efforts to address an issue.

*Readiness levels for an issue can increase and decrease.
Source: Adapted from Oetting et a/.®

Table 1 Characteristics of key informants (n=18)
n

Sex Male 7

Female 11
Age category  19-24 2
(years) 35-44 7

45-54 7

55-64 2
Key informant ~ Government—health and 4
sectors agriculture”

Government—education and 3

social protectiont

Regulatory and local governmentt 4

School authority/parent teacher 2
association

Youth/student leadership 2
Non-governmental organisations § 3

*Government—health and agriculture included respondents from
Ghana Health Service (Nutrition Department and Research and
Healthy Policy Department), Ministry of Health, Ministry of Food
and Agriculture.

TGovernment—education and social protection included
respondents from School Health Education Programme, Ministry of
Gender Children and Social Protection, Ministry of Education.
FRegulatory and local government included respondents from
Food and Drugs Authority and Accra Metropolitan Authority.
§Non-governmental organisations included respondents from local
non-governmental organisations/civil society organisations and
United Nations Specialised Agencies.

RESULTS

Sample characteristics

Characteristics of the 18 key informants (across 6 sectors)
are presented in table 1; with 2-4 respondents inter-
viewed per sector (11 female; 7 male).

Community readiness scores

Overall community readiness score

The overall community score was 4.44+0.98, corre-
sponding to the ‘preplanning’ stage of readiness to
address the marketing and availability of unhealthy food
and beverages in and around Public Basic Schools in the
Greater Accra Region of Ghana. Across the CRM dimen-
sions assessed, some showed more readiness for change
than others. The mean readiness scores ranged from 3.19
to 5.36 out of 9 (table 2). The ‘preplanning’ stage of read-
iness suggests that, overall, in the Greater Accra Region:
(1) Some members of the ‘school community’ had, at
least, heard about programmes and activities to address
unhealthy food and beverage marketing and the avail-
ability in and around schools, but know little about them;
(2) Leadership and community members acknowledged
that the marketing and availability of unhealthy food
and beverages in and around schools was a concern and
that interventions were needed to address the issue; (3)
Community members had some amount of knowledge
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Table 2 Community readiness scores obtained from key informants (n=18)

Knowledge of efforts Leadership Community climate Knowledge of issue Resources

Community mean scores (SD)
Overall readiness score (SD)

3.19 (2.45)
4.44 (0.98)

about the marketing and availability of unhealthy food
and beverages in and around schools and (4) There were
limited resources that could be used for additional efforts
to address the marketing and availability of unhealthy
food and beverages in and around schools.

Mean readiness scores for each CRM dimension

Community knowledge of efforts

The score for ‘community knowledge of efforts’ was 3.19,
corresponding to the ‘vague awareness’ stage of readi-
ness. This was the lowest score among the five community
readiness dimensions assessed in this study. At the ‘vague
awareness’ stage, although there were programmes that
aim to address the marketing and availability of unhealthy
food and beverages, only a few community members
had heard about them. Further, among those who had
heard about efforts, they knew little about them. Ongoing
programmes and activities were focused on food safety
and hygiene, banning the sale of unhealthy foods and
beverages by some schools, and nutrition education as
part of the academic curriculum (eg, what constitutes
a healthy diet and the benefits of choosing and eating
healthy foods). The target groups for these programmes
and activities included school children, caterers and food
vendors. Additionally, some ongoing programmes, such
as the Nutrition Friendly School Initiative, were being
implemented on a pilot basis in selected schools within
the Region (online supplemental table 1).

Leadership

‘Leadership’ comprising persons who have influence and
could help to improve the healthiness of children’s food
environments—particularly in schools—were found to
be at the ‘preparation’ stage of readiness to change. At
this stage of readiness, leaders were actively supportive
of continuing or improving current programmes and in
developing new interventions that address the marketing
and availability of unhealthy food in and around schools.
While most key informants gauged the issue to be of
some concern and priority for those in leadership roles,
they thought that it could move higher up the concern
and priority scale. Further, they noted that once leaders
understood the importance of the issue at hand, they
were likely to engage or play a key role to check the issue.
Various categories of leaders mentioned by key infor-
mants to be influential in addressing the issue included:
government ministries, departments and agencies (eg,
Ghana Health Service, Ghana Education Service, SHEP;
Ministry of Health; Food and Drugs Authority); local
metropolitan, municipal and district assemblies; school
heads; school groups such as parent teacher associations

5.36 (1.60)
‘Preplanning stage’

4.72 (1.47) 5.28 (0.99) 3.64 (0.87)

and traditional/local community leaders including
chiefs, queen mothers and opinion leaders (online
supplemental table 2).

Community climate

The prevailing attitude within the community was found
to be at the ‘preplanning’ stage, with a readiness score
of 4.74. Most community members acknowledged that
the marketing and availability of unhealthy foods in and
around schools was of concern and required interven-
tions to address it. There was consensus among key infor-
mants that, although the issue was of concern to some
community members, desire to address the issue was a
low priority. That was because despite current efforts,
children were still bombarded by heavy marketing, and
unhealthy foods and beverages were sold by some commu-
nity members in schools and the wider community. The
involvement of some community members in the sale of
unhealthy foods and beverages influenced their engage-
ment with ongoing efforts to improve children’s food
environments. Whereas those who were concerned about
the issue were willing to engage and support the imple-
mentation of efforts, community members involved in the
sale of unhealthy foods and beverages were sometimes
hesitant in supporting efforts, worried that it would nega-
tively affect their livelihoods. Key informants noted that
community members involved in driving efforts included
opinion and traditional leaders, as well as parents with
children enrolled in Basic Schools (online supplemental
table 3).

Knowledge about the issue

The community’s level of knowledge on aspects such
as the occurrence of unhealthy food and beverage
marketing and availability, its consequences on children’s
diets, factors leading to its occurrence and awareness of
measures to prevent its occurrence was at the ‘prepara-
tion’ stage of readiness with a score of 5.28. Most key infor-
mants noted that although most community members
were knowledgeable about the issue, its consequences
on children and preventive measures, there were likely
to be variations in their level of knowledge with some
better informed than others. Furthermore, community
members tended to have a greater level of knowledge
on what influences the availability of unhealthy foods
and beverages, as compared with the marketing of such
foods. Regarding examples of factors contributing to the
issue, key informants highlighted the lack of regulations
to control the kinds of food sold in/around schools and
the perception that children have a strong preference
for unhealthy foods and beverages, meaning that it was
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profitable to sell in and around schools. Misconceptions
held by community members were centred around the
benefits and health implications of unhealthy foods and
beverages. Key informants reported that some of these
misconceptions were driven by messages contained in
adverts and widely held views that people had been
consuming food items such as sugar sweetened beverages
over many decades without experiencing negative health
implications (online supplemental table 4).

Resources for efforts

The availability of resources, such as money, expertise
and educational materials to support ongoing and future
interventions to address the marketing and availability
of unhealthy food and beverages in/around schools was
found to be limited. The readiness score obtained was 3.64
corresponding to the ‘vague awareness’ stage. Key infor-
mants noted that resources to inform/educate people
in the community mainly focused on the broad area of
food and health, rather than on the issue of marketing
and availability of unhealthy foods in and around schools.
Further, this information was mostly shared on radio
and television and sometimes through in-person visits to
schools by health professionals.

Regarding the availability of funding to address the
issue, most key informants acknowledged that while
funding for ongoing/currents efforts largely came from
UN specialised agencies and other donor partners/non-
governmental organisations; there could be some govern-
ment funding (although not specific to addressing the
issue) available to relevant ministries and agencies that
could be used to support efforts. Expertise identified
to be involved in ongoing efforts or who could support
future efforts included SHEP officers, nutrition officers
and community health nurses. Further, there was the
possibility of engaging volunteers to support efforts. Phys-
ical space to implement activities such as educational
forums and stakeholder engagements to address the
issue was reported to be widely available. Potential places
mentioned by respondents included community parks,
community centres, school halls and non-traditional
virtual spaces such as Zoom. Key informants also reported
that while most leaders and community members would
support using the resources identified, the mobilisation
of resources to address the issue was currently under-
taken by government agencies, academia and other non-
governmental organisations with little or no involvement
from people within communities in the Greater Accra
Region (online supplemental table 5).

DISCUSSION

Overall, this study found that the ‘school community’ was
at the ‘preplanning’ stage of readiness, which suggests
that community members recognised the problem of
unhealthy food and beverage marketing and availability
and the need for more efforts to structure school food envi-
ronments to promote healthier eating among children.

Qualitative findings indicate it was necessary for efforts to
extend into the wider community to complement efforts
implemented in schools. That was because in local neigh-
bourhoods, children were exposed to unhealthy foods
and beverages that could negatively affect the benefits of
healthy food environments within schools. A systematic
review to assess the effectiveness of school food environ-
ment interventions to improve dietary intake and prevent
childhood obesity confirms our findings. This review
reports that while school-based interventions were effec-
tive, regulatory policies on food and beverages within the
broader community food environments were necessary to
sustain healthy dietary habits/weight among children.**

An important policy option that could limit children’s
exposure to unhealthy food availability and marketing
within and outside of schools are legislative restrictions
by the government.” Indeed, a recent assessment of
government’s action, and priorities to improve food
environments in Ghana identified legislation to regulate
advertising and sale of unhealthy food as a high national
priority.'®

One barrier, this study identified, to implementing
healthy food environment interventions was the concern
about which alternative livelihoods could replace busi-
nesses selling unhealthy food and beverages to children
in and around schools. This is consistent with findings
in a previous study conducted in Ghana that focused
on reducing unhealthy food and beverage consump-
tion among women of reproductive age living in urban
communities.” While many traders believed selling
unhealthy food and beverages was driven by a reciprocal
relationship with children’s food preferences, efforts at
increasing the food literacy of business owners could
be beneficial to improve readiness to reduce unhealthy
food and beverage availability. Additionally, interventions
such as healthy store/supermarket initiatives that seek to
support business owners to make gradual, sustainable and
profitable changes to sell healthier food products could
be piloted. In high-income countries where such initia-
tives have been implemented, evidence shows widespread
public support™ and a positive effect on accessibility to
healthy foods by school children.**

Although overall the community was at the ‘preplan-
ning’ readiness stage, the mean readiness score for ‘lead-
ership’ and ‘community knowledge about the issue’ were
ata higher stage of readiness (ie, the ‘preparation’ stage).
The lowest scores were obtained for ‘community knowl-
edge of efforts’ and ‘resources for efforts’ both of which
were at a ‘vague awareness’ stage. Thus, increasing the
‘school community’s’ readiness for the two lowest scoring
dimensions was of priority. The authors of the CRM
recommend that it is important to increase the readiness
levels of dimensions that have the lowest scores before
implementing any interventions that seek to address an
issue.

The ‘vague awareness’ stage of readiness observed for
‘community knowledge of efforts’ could be explained
by a number of factors. For example, it is possible that
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because ongoing programmes and activities had targeted
recipients (ie, school children, food vendors and
caterers), many community members were unaware of
the scope or effectiveness of such efforts. Additionally,
some programmes (eg, The Nutrition-Friendly Schools
Initiative) were at the pilot stage in selected schools and
may have contributed to community members having a
low awareness. In the context of these findings, actions
to raise the community’s knowledge of existing efforts
could include building collaborations and capacity of
stakeholders who have considerable interest in children’s
food environments. These stakeholders could include
parents/caregivers (through Parent Teacher Associa-
tions), school authorities and local opinion leaders and
would serve as influencers for information dissemination
and awareness creation. Existing studies have shown that
parents and caregivers are in a uniquely influential posi-
tion to support the successful implementation of commu-
nity level interventions that seek to improve children’s
food environments.*® Furthermore, other researchers
have identified that increased collaborative partnerships
with stakeholders is associated with improved community
readiness and facilitating community change activities
related to prioritised outcomes for an issue.*’

Resources to supportongoing and initiate further efforts
also had a low readiness score. While it was reported that
there was government support for efforts with minimal
funding, ongoing interventions and programmes were
largely dependent on funds from international donor
agencies. It has been reported that allocation for nutri-
tion interventions in Ghana’s national budget is meagre
and often embedded in other budget lines.*® Recently,
national experts also identified the need for sufficient
government funding for relevant research on diet-related
non-communicable diseases in Ghana as high priority."®
While partnerships with and financial support from inter-
national donor partners is an important resource, strong
government funding and political willingness is essential
to develop and sustain policies that improve food envi-
ronments to support healthier eating.*’ More advocacy is,
therefore, required to obtain funding from the govern-
ment and also encourage local community members to be
involved in mobilising resources to support interventions
that address the marketing and availability of unhealthy
food and beverages to children.

Broadly, the level of readiness determined across the
dimensions in this study suggests the need for future
interventions that focus on advocacy initiatives to stim-
ulate community ownership and collaboration for a
sustained reduction in the marketing and availability of
unhealthy food and beverages in and around schools and
beyond the school setting. Currently, there are ongoing
initiatives in Ghana’®' that build on these readiness find-
ings to advance advocacy and policy action. Specifically,
these initiatives seek to create a favourable environment
and stakeholder buy-in for food related fiscal measures
as well as support the government of Ghana to develop a
bundle of food-based policies that would enable healthier

food environments and respond to the double burden of
malnutrition.

Strengths and limitations of this study

The current study is the first in Ghana to assess the read-
iness of the ‘school community’ to reduce the marketing
and availability of unhealthy food and beverages in and
around Public Basic Schools. An added strength of this
study is the inclusion of participants from diverse sectors
involved in improving children’s food environments.
This resulted in eliciting a greater breadth of perspec-
tives to understand the ‘school community’s’ readiness
for change. Furthermore, the addition of a qualitative
component to the quantitative scoring helps shed light
on the reasons behind the CRM scores. These strengths
notwithstanding, this study has some limitations. Loca-
tion and deprivation are important influencers on the
prevailing food environment characteristics and could
likely impact on readiness for the uptake and imple-
mentation of interventions.”® > This study determined
an overall readiness for the Greater Accra Region but
did not consider the level of socioeconomic deprivation
for the various districts in the Region. There is ample
evidence in the literature to show that schools located
in deprived areas are more likely to have unhealthy food
environments.”* * Therefore, it is possible that the readi-
ness score for those communities would be different from
that determined for the entire Greater Accra Region and
could influence the uptake of interventions. Hence in
rolling out interventions, broader social and economic
issues need to be considered. Furthermore, issues related
to the application of the CRM tool, such as key informant
selection, and the ‘snapshot’ nature of the assessment™
could have affected the readiness scores determined for
the CRM dimensions.

CONCLUSION

There is awareness among the ‘school community’ about
marketing and availability of unhealthy food and bever-
ages in and around schools, but a low desire to act on
the issue among locals living around schools. There is
however a high level of active leadership for improving
food environments for children. For any intervention
to have maximum impact, initial actions must focus on
increasing the community’s knowledge of existing efforts
and securing resources to initiate and sustain efforts.
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