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ABSTRACT

The study was conducted to detennine the prevalence of health related behaviours

among school going adolescents in the Central Region of Ghana, and explore

factors influencing these behaviours. A descriptive cross-sectional design with

multistage sampling procedures was used to sample 1,311 school going

adolescents. Binary logistic regression was computed to examine the influence of

some socio-demographic characteristics of respondents on the prevalence of the

health related behaviours. The findings from the study revealed prevalence ofthe

following health related behaviours: cannabis use (9%, n = 122), sexual

intercourse (26%, n = 342), cigarette smoking (9%, n = 120), alcohol drinking

(42%, n = 554), healthy dietary practices (50%, n = 654), physical inactivity

(52%, n = 675) among school going adolescents in the region. The findings also

showed geographical location as a significant detenninant of alcohol drinking

(OR = 0.69, P = 0.013). In the same vein, gender (OR = 1.36, P = 0.007),

academic perfonnance (OR = 2.19, P = 0.001) and geographical location (OR =

1.79, p = 0.001) were significant detenninants of healthy dietary practices in the

region. Also, age (OR = 1.483, P = .017), gender (OR = 0.65, p = 0.001) and

parental communication (OR = 0.69, p = 0.006) were significant detenninants of

lifetime sexual intercourse. Gender (OR = 0.52, p = 0.001), religious affiliation

(OR = 1.76, p = 0.034), socioeconomic backgrounds (OR = 0.52, p = 0.004) and

geographical location (OR = 0.53, p = 0.016) were significant detenninants of

cannabis usage in the region. Similarly, religious affiliation (OR = 1.70, p =

0.043) and socioeconomic backgrounds (OR = 0.53, p = 0.007) were significant

determinants of cigarette smoking among school adolescents. It was concluded

that multiple factors were responsible for health related behaviours in the region.

It was therefore recommended that distinctive public health education should

focus on both individual and environmental factors of susceptibility and resilience

in the region.
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CHAPTER ONE

INTRODUCTION

Background to the Study

Health is one of the essential requirements for adolescent development. It

is therefore necessary for health and school authorities of various countries to

develop policies that aim at setting up good environments for the development of

good health behaviours. Adolescence is one of the critical periods for the adoption

of health behaviours, relating to substance use and alcohol, sexual intercourse,

diet and physical activity. The formation of these behaviours are shaped by social,

economic, and cultural forces, and are major determinants of ill health and health

inequalities across the life course (Doyle, Mavedzenge, Plummer & Ross, 2012;

Ralph, Diclemente, Santelli & Crosby, 2009; Mackenbach, Stirbu & Roskam,

2008). Day in day out school going adolescents face multiple stresses of health

challenges, behaviour formation and academic requirements. However, young

people grow to adulthood within complex web of family, peer, community,

schools, and cultural influences that affect their present and future health and

wellbeing. These young ones spend much of their daily life in school settings.

Through school setting, the children interact with their peers and school

environment and these interactions influence the acquisition of health sustaining

behaviours or health compromising behaviours (Mukoma & Flisher, 2004)

Earlier developmental theorists have identified adolescence as a crucial

period of psychological and biological change, second only to early childhood, in

the rate and breadth ofdevelopmental changes (Erikson, 1998; Ralph et aI., 2009).

During adolescence, rapid development of the central nervous system (CNS) and

other biological systems interact with social development to emit new behaviours

1
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and allow many transitions important for an individual to function as a productive

adult. Interventions to problems in adolescent health have moved beyond

traditional risk-factor reduction focused on the individual to emphasise the

importance of enhancing protective factors in young people's lives. Such

resiliency based approaches have focused on family and peer factors as important

in protecting young people from harm and enhancing successful and healthy

transition to adulthood for positive social and emotional development through

avoiding drugs, violence, or sexual risk behaviour (Catalano, Hawkins, Berglund,

Pollard & Arthur, 2002).

According to Erikson (1998) and Ralph et aI. (2009), development of

humans continuously transcends through a gradual process of growth and change

(cephalocaudal and proximodistal directions). Humans grow at relatively even

pace, acquiring more complex cognitive, linguistic, social, emotional and

behavioural skills in a linear fashion. Some human developments are stage

specific, where individuals experience rapid change when transmitting from stage

to stage. This means that the patterns of children's' development and formation of

new behaviours occur at every stage of development from early childhood,

adolescent, puberty, to young adult and adulthood. For the development of

healthy behaviours, conducive environment needs to be created at each stage of

development, because through healthy and sufficient interaction at early stages of

life, elicit healthy behaviours. The interactions from the family, peers, media and

the school, play critical roles in the development of healthy behaviours in

adolescence.

Furthermore, early adolescence is a crucial developmental period and at

this stage, individuals must cope with the biological challenges associated with

2
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puberty, the psychological challenges of increased identity differentiation

(Erikson, 1998; Schickedanz, Schickedanz, Forsyth & Forsyth, 2001), and the

scholastic challenges arising from transitions across school types (Roeser, Eccles

& Sameroff, 2000; Roeser, Midgley &Urdan, 1996). Adolescents encounter these

challenges in a variety of different ways. While some adolescents have great

difficulty coping, many others experience relatively little destabilization (Berk &

Levin, 2003; Kuperminc, Leadbeater & Blatt, 2001; Steinberg & Morris, 2001).

Unsuccessful coping, however, can lead to the emergence of maladaptive

symptoms and psychosomatic complaints (Murray & Greenberg, 2000).

Again, during the adolescent stage, school becomes a crucial socio

psychological context for development (Hoge, Smit & Hanson, 1990; Kuperminc

et aI., 2001; Samdal, Nutbeam, Wold & Kannas, 1998; Veronneau & Dishion,

2011). Not only do adolescents spend a considerable portion of their wake hours

in school (Kasen, Johnson & Cohen, 1990), but is also prominent in their out of

school time. For example, through homework, clubs and sports; relationships and

friendships are developed and established from the school setting. The school

environment is also a potential source of stress for early adolescents, for instance

the pressures of school work and social school climate, shaped by teachers and

peers influence behaviours (Torsheim, Aaroe & Wold, 2001; Torsheim & Wold,

2001). Positive perceptions of school social climate ofclassrooms or of the school

as a whole are associated with fewer emotional and behavioural problems

(Bradshaw & Keung, 2011; Kuperminc et aI., 1997).

The World Health Organisation (WHO) Commission on Social

Determinants ofHealth, identified two main levels at which determinants operate:

structural and proximal (Commission on Social Determinants of Health, 2008).

3
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Structural detenninants are the fundamental structures that generate social

stratification, such as global and national policies and systems. The interactions of

the young adolescents with the structural systems have effects on health

behaviour building. Proximal; (also called intennediate), detenninants are the

circumstances of daily life. These include the quality of the family environment,

peer relationships, availability of food, housing, recreation, and access to

education. Proximal detenninants are generated by the social stratification that

result from structural detenninants, and also through cultural, religious, and

community factors. These proximal detenninants establish individual differences

in exposure and vulnerability to health compromising factors that generate health

or ill health (Commission on Social Detenninants of Health, 2008). These levels

closely correspond to environmental spheres of influence affecting a young

person, from family and peer group, to school, to neighbourhood, and to wider

society (Irwin, Siddiqi & Hertzman, 2007).

An increasing body of research reinforces contention that experiences at

school have a profound influence on the social and emotional development of

young people. In particular, adolescent health behaviours and their perception

have been shown to be related to their life in school (Bradshaw & Keung, 2011).

For many young people, sc hool is a richly satisfying experience. A positive

attitude towards school is constantly reinforced by teachers' recognition of

students' achievement and by their involvement in the social life that centres

around the school.

In recent years, the learning potential of a significant number of children

and young people in the developing world is compromised (UNESCO, 2001).

Hunger, malnutrition, micronutrient deficiencies, parasite infections, drug and

4

University of Cape Coast       https://ir.ucc.edu.gh/xmlui

Digitized by Sam Jonah Library



alcohol abuse, violence and injury limit the health of the youth. Early and

unintended pregnancy, infection with HIV and other sexually transmitted

infections also compromise the health and lives ofchildren and youth.

In Ghana, the majority of the youthful years are spent in school, and this

puts schools in appropriate position to affect the life of children. There is a body

of evidence from studies that completion of senior high school (SHS) provides

great benefits for adolescents (Kravdal, 2002). Kravdal further posited that

completion of SHS improves health and wellbeing, increases capacity of

adolescence and motivation to prevent teenage pregnancy, empower youth to take

responsibility for their own lives and for improving the lives of others. Education

also improves survival ofchildren (Gakidou, Cowling, Lozano & Murray, 2010).

Skills-based health education has been shown to make significant

contributions to the healthy development of children and adolescents, and can

have a positive impact on health behaviours (Samdal, et aI., 1998; Sparrow,

2010). At appropriate developmental levels, from pre-school through early

adulthood, young people can engage in learning experiences that help them

prevent disease and injury and foster healthy relationships. The young ones can

acquire knowledge and skills they need to practise basic hygiene and sanitation;

negotiate and make healthy decisions about drug use, physical activity, diet,

sexual and reproductive health choices; or listen and communicate well in

relationships. As they grow into young adults, these children can play leadership

roles in creating healthy environments, advocating for tobacco-free school or

community. Schools have an important role to play in equipping children with the

knowledge, attitudes, and skills they need to protect and promote their health

(Samdal, et aI.; Sparrow; WHO, 2003a).

5
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Ensuring that children are healthy and able to learn is an essential part of

an effective educational system. Education and health are inseparable. A child's

nutritional status affects cognitive perfonnance and test scores (Vince-Whitman,

Aldinger, Levinger & Birdthistle, 2001). However, structures and conditions of

the learning environment are essential in ensuring healthy behaviour. Children

cannot attend school and concentrate if they are emotionally upset or are in fear of

violence. On the other hand, children who complete more years of schooling tend

to enjoy better health and have access to more opportunities in life. Vince

Whitman et al. further explain that equipping young people with knowledge,

attitudes, and skills through education is analogous to providing a vaccination

against health threats.

Furthennore, according to Vince-Whitman et al. (2001), skill development

has always been included in health education. Psychosocial and interpersonal

skills are central in school health education and include communication, decision

making and problem solving, coping and self-management, and the avoidance of

health-compromising behaviours. As health education and life skills have evolved

during the past decade (Vince-Whitman et al.), there is growing recognition of

and evidence for the role of psychosocial and interpersonal skills in the

development of young people, from their earliest years through childhood,

adolescence, and into young adulthood. These skills have an effect on the ability

of young people to protect themselves from health threats, build competencies to

adopt positive behaviours, and foster healthy relationships. Life skills have been

tied to specific health choices, such as choosing not to use tobacco, eating a

healthy diet, or making safer and infonned choices about relationships (Green,
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•

Kreuter, Deeds & Partridge, 1980; Joint Committee on National Health Education

Standards, 2007).

Young people aged between 10 and 15 years face many pressures and

challenges, including growing academic expectations, . changing social

relationships with family and peers and the physical and emotional changes

associated with maturation (Health Behaviour of School Aged Child [HBSC],

2012). These years mark a period of increased autonomy in which independent

decision-making that may influence their health and health related behaviour

develops. Behaviours established during this transition period can continue into

adulthood, affecting issues such as mental health, the development of health

complaints, tobacco use, diet, physical activity, sex and reproduction, and drug

use. Family communication and school environment play critical roles in shaping

the life of these young ones. Parental communication is one of the key ways in

which the family can act as a protective health asset, promoting pro-social values

that equip young people to deal with stressful situations or buffer them against

adverse influences.

Knowledge about young people's attitudes, behaviours, physical and

psychological well-being, and the factors that influence them are essential for the

development of effective health education and school health promotion policy,

programmes, and practice. To gain knowledge into adolescent behaviour, there is

a need for an ongoing research to identify indicators of health related behaviours

among school going adolescents.

Statement of tbe Problem

All over the world, societal shifts and behavioural patterns, exacerbated by

unique developmental vulnerabilities of adolescents, create a confluence of

7
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factors that place adolesents at heightened risks for poor health outcomes. The

health of adolescents and young adults is therefore affected by social factors at

personal, familial, community, national and global levels (Viner et aI., 2012).

Over the past two decades, theorists have argued that understanding and

enhancing health of young ones need serious focus, from an individual's risk or

protective factors to the social patterns and structures that shape people's chances

to a healthy childhood (HBSC, 2012). Adolescence as a crucial stage in life, sets

the foundation for the formation of behaviours for adulthood, whether healthy or

health compromising. This makes adolescents population a special group for·

guidance and counselling on behaviours related to nutrition, sexual intercourse,

drug use, alcohol drinking, physical activity and cigarette smoking. Driessnack

defmed adolescence as "the psychosocial, emotional, cognitive, and moral

transition from childhood to young adulthood" (2006, p. 502). This time of life

represents a great share of the founding of future health and health behaviour

patterns biologically, psychologically and behaviourally (Steinberg (2008).

Owing to this, studies have shown that health behaviour in adolescence often

follows the person into adulthood (pentz, 2009). Besides, longitudinal studies

found that unhealthy dietary and sexual intercourse, drug and alcohol use in this

period increase the risk of severe diseases and maladjusted behaviour in

adulthood (Pentz, 2009; Thee, Suchindsran, North, Popkin & Gordon-Larsen,

2010), depression and anxiety disorders (Anderson, Cohen, Naumova, Jaques &

Must, 2007), some types of cancer (Fuemmeler, Pendzich & Tercyak, 2009) and

cardiovascular risk symptoms (Reilly & Kelly, 2010; Ford, Nonnemaker & Wirth,

2008).

8
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Unfortunately, these health inequalities emerge or worsen during

adolescence, and may translate into lasting inequalities in adulthood; if for

instance, academic potential is not achieved (Viner et a!., 2012). In addition,

health-compromising behaviour increases during this stage through adventure and

experimentations of certain lifestyles. Similarly, early sexual activity is an

important marker for poor sexual health in adulthood, as well as other risk

behaviour in adolescence. HBSC (2012) reported that on average, 26% of 15

year-olds in England, Finland, Norway and sub-Saharan Africa are sexually active

and health enhancing behaviours such as eating breakfast, fruit and vegetables had

declined among school age children.

Emergence of these inequalities exacerbates the health status of

adolescents, hence, health and well-being of adolescents need to be well explored

for evidence based policies and approaches towards improving their health

(Currie et a!., 2008). The health and well-being of these youth are influenced

positively and negatively by many factors which pose physical and emotional

health risks with serious implications for public health (Tremblay, Inman &

Willms, 2000).

Studies have reported many risky health behaviours associated with

adolescents; physical inactivity (Tremblay et a!., 2000), unhealthy eating,

smoking, illicit drug use, alcohol drinking (Doku, 2012a), casual sex (Glover et

a!., 2003), bullying and negative peer influences (Viner et a!., 2012). Moreover,

these young ones are prone to the psychosocial environment of the school and

neighbourhood, family background including socioeconomic status and the

complication ofrelationships (Moreno et a!., 2010).

9
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In Ghana, most adolescents are involved in diverse poor health related

behaviours such as early and casual sex (Afenyadu & Goparaju, 2003; Kumi

Kyereme, Awusabo-Asare, Biddlecom & Tanle, 2007), smoking and illicit drug

use, alcohol use (Adu-Mireku, 2003; Doku, Koivusilta, Raisamo & Rimpela,

2011), poor eating habits (Amos, Intiful & Boateng, 2012), physical inactivity,

high injury rate and poor peer influences (Global School Health Survey [GSHS],

2008; Townsend, Flisher, Gilreath, & King, 2006), hygiene practices, loneliness,

lack of parental love and care and malaria attack (GSHS, 2008). These behaviours

are formed through environmental interactions. The interaction with the proximal

or distal social and environmental factors lead to new sets of behaviours and

capabilities that enable transitions among family, peer, and educational domains.

Regular checking of these trends is essential for development.

According to the WHO (2002), since the adolescent stage is characterised

by many turmoil and uncertainties leading to health compromising behaviours,

there is the need for regular profiling of health behaviours among adolescents for

differentiation. Although several studies have been conducted in Ghana on

adolescents' health related behaviour (Assabil, 2010; Cofie, 2010; Doku, 2012a),

little is known about health related behaviours of school going adolescents in the

Central Region of Ghana. Significantly, little is known about the extent of

differentiation of adolescents in terms of socio-demographic variables and their

health related behaviours in the region. This differentiation provides a more

nuanced picture ofthe dramatically changing health profiles across the adolescent

years, as well as their adult years, while also enabling greater national and

international comparison of the trends alongside modifYing childhood trajectories

towards health and wellbeing.

10

University of Cape Coast       https://ir.ucc.edu.gh/xmlui

Digitized by Sam Jonah Library



Purpose of the Study

The purpose of this study was to determine the prevalence of health

related behaviours among school going adolescents in the Central Region of

Ghana, and explore factors influencing these behaviours.

Research Questions

To achieve this purpose, the study was guided by the following research

questions.

1. What is the prevalence of health related behaviours among school going

adolescents in the Central Region?

2. What socio-demographic variables predict health related behaviours

among school going adolescents in the Central Region of Ghana?

Hypotheses

In order to answer research question two, the following hypotheses have been

formulated based on the socio-demographic variables and health related

behaviours: It was hypothesized that Socio-demographic factors predict:

1. alcohol drinking behaviour among school going adolescents in the Central

Region.

2. healthy dietary practices among school going adolescents in the Central

Region.

3. sexual intercourse among school going adolescents in the Central Region.

4. cannabis use among school going adolescents in the Central Region.

5. cigarette smoking among school going adolescents in the Central Region.

6. physical activity among school going adolescents in the Central Region.

11
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Significance of the Study

Inequalities in the child and adolescent health call for international and

national policy fonnulation on adolescents that integrates interventions at the

individual, school, and family level, with a focus on opportunities and action to

give all young people the opportunity to maximize their current and future health

and well-being. Health promotion programmes particularly in schools should be

sensitive to age, gender and socioeconomic differences, and should aim to create a

fair situation for all young people. In addition, health-compromising behaviours

increase during the adolescent years and this has put schools at appropriate place

with resources to lead the life of these young ones in adaptation of healthy

behaviours. The findings could also help in guiding adolescents in schools to

adopt healthy behaviours while minimising health compromising behaviours.

The findings of the study would help to understand prevalence of health

behaviours of school going adolescents and identitY factors that influence these

behaviours. Also, the identification of factors would aid in the formulation of

health policies that would equip adolescents in the schools with necessary

knowledge and skills to develop healthy behaviours. Similarly, the findings will

give policy-makers an opportunity to act, to secure the health of the next

generation. The findings would again be beneficial to the Ghana Education

Service (GES) in enhancing adolescent health through the school health education

programme. In addition, it would also assist GES, Ghana Health Service (GHS),

WHO, Non-Governmental Organisations and their allies in planning health

programmes to promote adolescent health in the schools and in Ghana as a whole.

The outcome of the study would also serve as a foundation for conducting health

behaviour studies of school age children across the country. The study would
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provide valuable insights and materials on the needs, strengths, and challenges

facing school children. The study also envisions a world where families, schools,

and communities work together to promote children's success in school and life,

and to support the healthy development of all children. It will also add up to the

pool of literature on adolescence health in Ghana and serve as a reference material

for students in health behaviour research.

Delimitation

The study was delimited to school going adolescents in the JHS between

the ages of 10 and 15 years in the Central Region of Ghana. The constructs under

consideration are dietary practices (fruits and vegetables, soft drinks and junk

foods), alcohol use, physical activity, cannabis use, cigarette smoking, and sexual

behaviour (vaginal and anal sex). The study also focused on these socio

demographic variables; academic performance, parental communication,

geographical location, socio-economic status of parents, religion, gender and age

as influence of health related behaviours.

Limitations

Seasonal differences in the timing of the data collection may affect

particular variables, such as diet and physical activity. Timing of data collection

was done during the lean season where rainfall was low and this could also affect

the consumption of fruits and vegetables since they would be costly. Again,

classification of school going adolescents by gender became difficult, since some

schools had far more girls than boys. Older students above 15 years might have

also answered the questionnaire and their responses could have influenced the

outcomes. It was difficult to determine those students who were between ages 10

15. Sensitive nature of some questions could also have affected the responses of
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the respondents leading to unreporting of the phinomena. The cross sectional

design used for the study made some of the findings inclusive, particularly some

socio-demographic variables, smoking and cannabis use. Academic performance

causal relationships cannot be established as an etiological conclusion with a snap

shot studies. There was possibility of 'Hawthorne effect' (merely because the

subjects knew they were being studied, they might have responded to the

questions differently).

Definition of Terms

School going adolescents: They consist of children in schools between the ages

of 10-15 years and are found in Junior High School

Health enhancing behaviour: Consists of engaging in healthy behaviours or not

engaging in health compromising behaviours

Substance use: This consists of all forms of cannabis usage (smoking, chewing,

drinking and eating cannabis related substance)

Sexual behaviour: The act ofengaging in sexual activities such as penile, vaginal

penetration, kissing, fondling, anal and oral sex

Organisation of the Study

This study is organised into five chapters. Chapter one presents the

background to study, the statement of the problem as well as the questions and

hypotheses guiding the study. Chapter two discusses theories of adolescents'

behaviours, concepts of health related behaviours and the determinants of these

behaviours. Chapter three explains the methods and philosophical underpinnings

of the study, description of the population and sampling methods as well as

instrument for data collection and analysis. Chapters four and five elucidate the
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presentation of the results and findings, discussing and making of inferences with

literature, as well as conclusions and recommendations.
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CHAPTER TWO

REVIEW OF RELATED LITERATURE

Introduction

The purpose of this study was to detennine the prevalence of some key

health-related behaviour and explore the socio-demographic trends of these

health-related behaviours among school going adolescents in the Central Region

of Ghana. For these purposes, books, magazines, journals and articles from

primary and secondary sources were perused and literature reviewed under the

following subheadings; Concepts of Health Behaviour, Prevalence of Health

Related Behaviours, Detenninants ofHealth Related Behaviours, Measurement of

health related behaviour, Theories of Health Behaviour and Conceptual

Framework.

Adolescence is an age of transition between childhood and adulthood.

During this critical time, health habits and behaviours are established that affect

health not only during adolescence but throughout the lifespan. According to

WHO (2004) the developmental stage of adolescence is understood as the period

from 10 to 19 years of age, acknowledging that characteristics of this stage may

extend up to age 24. Moreover, Ralph et al. (2009) described adolescence as a

period of rapid and transfonnative physical, intellectual, psychological, socio

cultural and cognitive development. To Ralph and colleagues, physical changes of

puberty including growth and maturation of multiple organ systems such as the

reproductive organs and brain lay biological and physiological foundations for the

other developmental changes. The development of the brain in the adolescents

lead to maturation of cognitive abilities as new cognitive abilities and are
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combined with life experiences resulting in the development of social judgment,

including judgment about risk and safety.

Ralph et al. (2009) further explained that adolescence is also marked by

critical transformation in the relationship of a young person to the world, as the

social circles of peers and the adult worlds of work, pleasure, and social

responsibility become more central and the family circle becomes somewhat less

prominent at least temporarily. Adolescents then learn to deal with an expanding

social universe and develop the social skills to find friendship, romance,

employment, and social standing within multiple social spheres. The development

of this skills lead to a critical task of adolescence in the establishment of a stable

sense of identity and the development of autonomy or agency. This development

of identity often occurs only after a period of exploration, of trial and error in

social roles and social behaviours. Although most adolescents navigate often

through turbulent course from childhood to adulthood to become healthy adults

and productive citizens, many more may fail in the development healthy

behaviours, hence leading to maladjustment. Many maladjusted adolescents may

fall prey to social and behaviour morbidities and mortality, and many fail to

achieve their full potential as workers, parents, and individuals in the future.

Between the ages of 10 and 19, observation is made on the initiation of

myriad health risk behaviours, such as alcohol and drug use, smoking, sexual

behaviours, physical inactivity, delinquency, and poor dieting behaviours leading

to intentional and unintentional injuries all of which can adversely influence

health of the adolescents in the short and long term. Research has shown, alcohol

and drug use are the proximate causes of unintentional injuries during

adolescence; they also can lead to adult addiction and social and health
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impairment (Doku, 2012a). This means that early identification of the

determinants that influence school going adolescent health related behaviour in

Ghana is paramount for onwards direction of schools in helping promote the

health of these young ones. Sexual behaviours often result in unplanned

pregnancy and sexually transmitted diseases, including HN infection. Physical

inactivity and unhealthy dietary practices have also been observed to lead to

adolescents' obesity and other cardiovascular diseases (Ralph et al., 2009). Social

and cultural factors such as family instability, poverty, and social class also seem

to drive adolescent risk -taking behaviours. Others are adolescent's new

identification with peers and the desire to attain adult status. Recent attempts to

understand adolescent resiliency and the positive health impact of school and

community connectedness can be seen as reciprocal processes such that

adolescents with greater social capital or with greater identification with society's

benefits and values may be more likely to eschew risk behaviours.

WHO (2009) evidence based report alarmed that non communicable

diseases (NCDs) and the Human Immuno Deficiency Virus/ Acquired Immune

Deficiency Syndrome (HIV/AIDS) are by far the leading causes of death in the

world today, and their impact is steadily growing. According to WHO, in 2005,

35 million people died from NCDs, which represents 60% of the total number of

global deaths in that year. Moreover, between 2005 and 2015, deaths due to

NCDs are projected to increase by 17%. This largely invisible epidemic is more

serious in low- and middle-income countries, where 80% of all NCD deaths

occur. The main causes ofNCDs are known. A small set of common risk factors

is responsible for most of the major NCDs and HIV/AIDS: unhealthy diet,

physical inactivity, cannabis use, alcohol drinking, cigarette smoking, and
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unprotected sexual intercourse. Elimination of these modifiable risk factors early

among school going adolescents would prevent 80% of premature heart disease,

80% of premature stroke, 80% of type 2 diabetes and 40% of cancer in our

society.

Concept of Health Behaviour

Health behaviour has been defined in various ways. Conner and Norman

(1996) define it as any activity undertaken for the purpose of preventing or

detecting disease or for improving health and wellbeing. Gochman (1997) also

defines health behaviour as "behaviour patterns, actions and habits that relate to

health maintenance, to health restoration and to health improvement" (p. 3).

Sutton (2004) also defmes health behaviour or health related behaviour as any

behaviour that may affect an individual's physical health or any behaviour that an

individual believes may affect their physical health. According to Sutton, a great

distinction must be made in the classification of health behaviours as positive and

negative. Positive healthful or health enhancing behaviours are taking regular

exercise, going for annual health checks, eating at least five portions of fruit and

vegetables a day, and using a condom with a new sexual partner. Negative,

unhealthy, risky, health-compromising or health-impairing behaviours would

include, for example, cigarette smoking, alcohol drinking, unprotected casual

sexual intercourse and eating a diet high in saturated fat. In otherwise health

behaviours can be thought ofas dichotomous that have a positive alternative and a

negative alternative, thus for instance going for armual health checks versus not

going for annual health checks, or smoking versus not smoking.

According to Conner (2002), Schwarzer and Luszczynska (2008), to

describe health behaviour, it is essential to distinguish between health enhancing
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from health compromising behaviours. Health impairing behaviours have harmful

effects on health or otherwise predispose individuals to disease. Such behaviours

include smoking, excessive alcohol consumption, physical inactivity and high

dietary fat consumption. In contrast, engagement in health enhancing behaviours

conveys health benefits or otherwise protects individuals from disease. Such

behaviours include physical activity, healthy dietary practices in terms fruit and

vegetable consumption, protective sexual intercourse, non-use of drugs and

avoidance of smoking and drinking of alcohol. Many major health problems in

the world today are attributable to risk behaviours such as problem drinking,

substance use, smoking, reckless driving, overeating, or unprotected sexual

intercourse. Health behaviour change refers to the motivational, volitional, and

actionable processes of abandoning such health-compromising behaviours in

favour ofadopting and maintaining health-enhancing behaviours.

Prevalence of Health related Behaviours

Prevalence of key health related behaviours (cigarette smoking, diet,

physical activity, sexual intercourse, drug use and alcohol use) among adolescents

have si gnificant relationship to morbidity and mortality. The use of tobacco,

alcohol, and other substances during adolescence is sometimes regarded as non

normative and anti-social behaviour (Shakib et aI., 2005). Yet adolescents' desire

for independence and their curiosity to discover the world around them contribute

to initial experimental use of tobacco, alcohol, and cannabis. Many do not venture

beyond the experimentation phase, but others continue to be involved in a

lifestyle that predisposes them to various health risks (Hanson & Chen, 2007).

Engaging in health risk behaviours influences the morbidity and mortality of

adolescents adversely (Sells & Blum, 1996). These behaviours tend to reoccur

20

University of Cape Coast       https://ir.ucc.edu.gh/xmlui

Digitized by Sam Jonah Library



together in youth, creating a health compromising lifestyle with consequences for

physical health (pickett, Boyce, Gamer & King, 2002).

Drug use

Prevalence of health-risky behaviours associated with adolescent drug use

has attracted growing international recognition (Nkyi, 2014). Especially in

southern Africa, unsafe sexual behaviours may have significantly untoward

consequences, considering the high HIV prevalence estimates from the region

(Ferrand, Luethy, Bwakura, Mujuru, Miller & Corbett, 2007). Unfortunately,

adolescents and youth may underrate the harmful effects of unhealthy life styles

(McMaster & Keshav, 1994). Other studies believe that drug use among

adolescents is associated with poor academic performance and may be a risk

factor for cigarette smoking and unsafe sexual behaviours (Doku, 2012a; Kliewer

& Murrelle, 2007; Morojele, Brook & Kachieng'a, 2006).

In a study conducted by Peltzer (2009a) on the prevalence and correlates

of substance use among 20,765 students from six African countr!es aged between

13 to 15 years from six African countries including Ghana. Using two-stage

cluster sample design, he selected participants in grades 6-10 from each country

where he adopted GSHS questionnaire, including various domains of health

behaviour. Peltzer found a prevalence of 12.6% tobacco use among students in the

past month, 6.6% risky alcohol use (two or more per day for at least 20 days or

more in the past month), and 10.5% of illicit drug use (three or more times ever)

in school-going adolescents. A further analysis revealed school truancy,

loneliness, sleeping problems, sadness, suicidal ideation, suicide plans, and

poverty as correlates associated with substance use. School attendance and

parental supervision and connectedness were protective factors for substance use,
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and peer support protective for tobacco use (Ahamad, DeBeck, Feng, Sakakibara,

Kerr & Wood, 2014). The study concluded that substance use were prevalent and

highly associated with school truancy, mental distress, and lack of parental and

peer support among adolescent African school children. Similar study by using

similar methodology by Cofie (2010) found 17% prevalence of substance use

among JHS students in Dangme West District with age of onset at 11 years with

place of residency and fathers religion influencing substance use.

The initiation of smoking and alcohol in adolescence is largely influenced

by social, cultural, and environmental factors including reciprocal social

interactions among peers (Coleman & Carter, 2003; Foxcroft & Lowe, 1999;

Schmid, ter Bogt, Godeau, Hublet, Dias & Fotiou, 2003; Sharp & Lowe, 1989)

and naming ceremonies (Duker, 2006). There is a strong link between early age of

alcohol use and misuse or abuse in adulthood (Grant, 1998). Alcohol-related

accidents are the leading cause of death among young people aged 15-25 years

(Facy, 2000). Substance use could be seen as a gateway for indulging in other

health damaging behaviours, particularly risky sexual behaviour (Hadland et aI.,

2011).

Cigarette smoking

Smoking behaviour is undeniably established in adolescence. Most adult

smokers in the developed or developing world (nearly 90%) reported lighting

their first cigarette or being already addicted to nicotine, before the age of 18

(Canadian Tobacco Usage Monitoring Survey [CTUMS], 2003). The trends of

cigarette smoking prevalence among adolescents in Ghana has fluctuated during

the past years and decade. Several studies have indicated that a considerable

amount of adolescents smoking cigarette Ghana (GDHS, 2003; GYTS, 2006;
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WHO, 2013). Reports indicated 9% smoking prevalence in Ghana among school

going adolescents, with regional variations reaching as high as 17.7% in the

Northern region and 15.3% in Upper East region (Ghana Demographic and Health

Survey [GDHS], 2003). In 2006, Global Youth Tobacco Survey (GYTS) in

Ghana reported 8.7% prevalence rate of cigarette smoking among school going

adolescents in Ghana. Slight drop of the prevalence was observed in 2006 over

2003 demographic health survey. However, cigarette smoking prevalence

reported by Owusu-Dabo, Lewis, McNeill, Gilmore and Britton (2009), indicated

higher prevalence of 9.7% smoking among school going adolescents aged 10-19

years in Ghana over what was recorded byGDHS (2003) and GYTS (2006).

WHO (2012) report on Ghana's smoking prevalence among school

children below age 15 was 12.5%. A trend, WHO described as an increased

smoking prevalence among school aged children from 2005-2010. Nevertheless,

several other studies in the same year 2012 revealed different trends of cigarette

smoking prevalence among school going adolescents in Ghana. Doku, Darteh and

Kumi-Kyereme (2013) reported smoking prevalence of 6.6%, GSHS (2012)

reported 8.3% prevalence among JHS students aged 13-17 years. WHO (2013)

reported 12.5% prevalence in its World Health Statistics Report for Ghana and

16.0% for Africa for children aged 10-15 years.

Similarly, Hadii, Sreenivas and Rijo (2013) in their study on tobacco use

among school-going adolescents (11-17years) in Ghana, found 11.5% prevalence

of cigarette smoking with male and female variations pegged at (6.7% males and

4.4% females). The possible reasons for this disparity in the prevalence rates

among studies could be the different number of the participants used for the

studies. Observation of the prevalence revealed a stable prevalence over the years
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as posited by Doku (2012b) in his study on socioeconomic influences of tobacco

use among adolescents in Ghana and Finland.

Alcohol use

Alcohol is posited as a primary factor in motor-vehicle crashes, smoking,

illegal drug use (Johnston, 0' Malley & Bachman, 2002), and risky sexual

behaviour (Cooper, 2002; Johnston et aI., 2002). Trends of alcohol usage in

Ghana among school going adolescents have indicated a gradual increase over the

years. In a research study by Adu-Mireku (2003) to assess the prevalence and the

association between alcohol, cigarette, and marijuana use among Senior

Secondary School students in Accra, Ghana where he sampled 894 students

(56.9% girls, 43.1 % boys; mean age = 17.4 years) and used a modified version of

the Youth Risk Behavior Survey questionnaire. Adu- Mireku reported overall

lifetime alcohol use prevalence as 25.1% for the Accra. Among lifetime users,

current alcohol use was 46.2%; current cigarette use was 44.6%; and current

marijuana use was 58.3%. Boys were significantly more likely than girls to be

lifetime users ofall three drugs, but not as current users.

In another study in the same year by Dogbe (2003), using a case study of

Tema Secondary School, he investigated substance use pattern among students.

Dogbe recorded higher prevalence of substance use among school going

adolescents in the secondary school. The findings revealed that substances most

often used included alcohol (85%), tobacco (72.9%), marijuana (32.4%), valium

(16.7%) and libruim (7.1%). Among substances ever taken, 4.8% had taken

cocaine, 2.3% heroine and 1.4% opium. Furthermore, 49% of participants were

introduced to drugs by friends who were not students and 17.6% were introduced

by student friends and 16.2% introduced by parents.
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However, in a Master of Science dissertation research conducted by

Assabil (2010), in 13 selected ftrst and second cycle schools in the Bosomtwi and

Atwima Kwanwoma Districts of Ashanti Region to ascertain the effects of

increased abuse of psychotropic substances on the academic performances of 600

students, alcohol prevalence was reported to be higher than what Adu-Mireku

found in 2003 but lower than Dogbe's ftnding in Tema. He found lifetime 41.6%

alcohol prevalence among school going adolescents aged 12-17 years. He further

indicated that 51 % of the students who consumed alcohol were males, although

females constitute 45% of the population in these schools. The 2007 GSHS also

reported 30.6% of current alcohol usage among school going adolescents in the

JHS 1-3.

In 2011, Ghana's alcohol prevalence was reported in a study conducted by

Doku, Koiusilta and Rimpela (2011) on the socioeconomic differences in alcohol

and drug use among Ghanaian adolescents in a school-based cross-sectional

survey of a representative sample of 12-18-year-olds (N =1195, response rate =

89.7%) to be 39.3%. GSHS (2012) also reported 78.9% alcohol drinking

prevalence among a sample of 1,648 JHS 1-3 students aged 13-17 years in GSHS.

GSHS report also indicated that, current drinking prevalence among students 13

17 years within the past 30 days was 15.8%; with those who were drunk so much

that they could not walk prevalence pegged at 9.9%. These prevalence rates of

alcohol drinking among school going adolescents in the country means there is

the need to enforce Public Health Act on adolescents' access to alcohol (Andoh,

2014).

A recent study conducted by Kanyoni, Gishoma and Ndahindwa (2015) in

a cross-sectional home survey carried out with 2,479 Rwandan youth ranging
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from 14-19 years from 20 out of the 30 districts in Rwanda, found a prevalence of

50.6% of alcohol usage, 10.6% for tobacco smoking, 4.4% for cannabis and 0.2%

for glue. Also, other studies in US also reported high prevalence of 54.7%-60%

alcohol usage among adolescent with gender, age, academics, peers, religion,

geographical location, and parental attachment as factors that influence drinking

among school adolescents (Alvarez-Aguirre, Alonso-Castillo & Zanetti, 2014;

Kafuko & Bukuluki, 2008; Patrick & Schulenberg, 2010; 2014).

Physical activity

According to WHO, physical activity is any bodily movement produced

by skeletal muscles that requires energy expenditure including activities

undertaken while working, playing, carrying out household chores, travelling, and

engaging in recreational pursuits. Physical activity should not be confused with

exercise, which is a subcategory of physical activity that is planned, structured,

repetitive, and aims to improve or maintain one or more components of physical

fitness (WHO, 2003a).

Active living has been described as an integrated lifestyle that brings
Q

about a general state of physical, mental, spiritual, and emotional well-being

(Frankish, Milligan & Reid, 1998), whereby individuals interact with their

environment through relatively unstructured physical activities, for example,

playing outdoors; football, netball, ampe, bicycling and other recreational games

(Stewart, 1995). Physical activity among young people may be compromised as a

result of increased time spent in passive leisure activities, such as watching

television or playing video games. Physical inactivity in adolescence is linked

with a number of emotional and behavioural problems (Kantomaa, Tammelin,

Ebeling & Taanila, 2008).
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Among young children, active play at recess is initially intense and then

markedly decreases (McKenzie, Sallis, Elder, Berry, Hoy & Nader, 1997) and this

may contribute to observed negative associations between increased recess

duration and physical activity due to children becoming fatigued and bored more

quickly (Cardon, Van Cauwenberghe, Labarque, Haerens & De Bourdeaudhuij,

2008). However, adolescents may have more stamina and be able to focus on

activities for longer durations. In addition to the school day, Van Sluijs, Fearne,

Mattocks, Riddoch, Griffin and Ness (2009) report that active travel to and from

school can contribute up to half of a young person's overall physical activity. A

number of previous studies and systematic reviews (Faulkner, Buliung, Flora &

Fusco, 2009; Schoeppe, Duncan, Badland, Oliver & Curtis, 2013) also

demonstrate that a significant volume of young people's overall physical activity

can be attributed to active school transport. Fewer studies have examined

associations between active travel to school and sedentary behaviours, with no

clear evidence in either direction to date (Schoeppe et al.). Hence, whilst

promotion of active travel to school remains a popular mechanism for promoting

young people's physical activity, less is known about its potential to influence

young people's sedentary behaviours outside of school.

There are continual recommendations and guidelines specifically

stipulated for youth physical activity, and also there is continuing debate over the

amount and types ofactivity needed for health benefits. Recommendations tend to

emphasize daily physical activity and encourage young people to accumulate 30

to 60 minutes physical activity a day (Sallis, 1994) ranging up to several hours per

day (Corbin & Pangrazi, 1998). Because sustained moderate to vigorous physical

activity has been associated with specific health benefits, this pattern of activity
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has also been recommended (Corbin & Pangrazi). Engaging in adequate physical

activity throughout the life span and maintaining nonnal weight and positive body

image are the most effective ways of preventing many chronic diseases, including

cardiovascular disease and diabetes in life (WHO, 2002).

Regular physical activity is associated with a healthier and longer life.

However, most adolescents and children in the world are not physically active

enough for health benefits. Several studies have also shown the clustering ofrisky

behaviours such as physical inactivity and unhealthy diet intake among

adolescents (Colley, Garriguet, Janssen, Craig, Clarke & Tremblay, 2011).

Physical activity has been defmed both in tenns of organized sports and pursuits,

as well as unstructured activities related to active living. A systematic review of a

large body of research suggests that regular and sustained physical activity among

children and youth are associated with the promotion of skeletal health and fitness

(Chan et aI., 2003), and a decrease in cardiovascular risk factors (Kemper et aI.,

2000). Regular physical activity can also benefit adolescents in other ways

through improved self-concept and self-esteem and decreased anxiety and

depression (Strong et aI., 2005).

According to WHOHBSC (2006), physical activity has a number of

positive effects on child and adolescent health, with good evidence for beneficial

effects on adiposity in nonnal-weight and overweight children and young people.

The prevalence of chronic heart or cardiovascular diseases among adolescent of

the world is increasing globally (pinhas-Hamiel & Zeitler, 2005). Further,

prevalence of obesity which used to be a disease of aftluence is currently among

adolescent of communities particularly in the Greater Accra Region of Ghana

(16.1%), while it appears to be non-existent in the Upper East and Upper West

28

University of Cape Coast       https://ir.ucc.edu.gh/xmlui

Digitized by Sam Jonah Library



Regions. This could be due to structural organization of houses and communities

in modem Ghana, where majority of estates and residential houses do not have

spaces provided for children to play. Traditionally, Ghanaian communities have

centres located under trees where young ones gather and engage in physical

activity. But modem ways of life and technology have turned these centres to

residential area and some to video and game centres. This means that for children

to develop physical activity behaviour in our communities, schools, parents,

community leaders and district assemblies who are principal drivers of

development at the community levels to make available gardens, parks,

community centres for the young ones to establish physical activity behaviour

early in life. Physical activity acquired during childhood and adolescence are

more likely to be maintained throughout the life span, thus sedentary behaviour

adopted at a young age is likely to persist (WHO, 2003b).

Physical inactivity has been estimated to cause 1.9 million deaths

worldwide annually, according to World Health Report 2002. Globally, it is

estimated to cause about 10-16% of cases each of breast cancer, colon cancers,

and diabetes, and about 22% of ischaemic heart disease (WHO, 2003a). Estimated

attributable fractions are similar in men and women. However, a recent review of

several studies noted that highly active men had a 22% lower risk of all-cause

mortality compared to mildly active men (Lollgen, Bockenhoff & Knapp, 2009).

The corresponding figure in women was 31 % lower all-cause mortality. Regular

physical activity over longer time is strongly associated with a reduction in all

cause mortality in active subjects compared to sedentary persons. Numerous

randomized clinical trials support that accumulating at least 30 min/day of

moderate intensity physical activity on at least 5 days of the week has a beneficial
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effect on numerous physiological and clinical variables (US Department of Health

and Human Services, Centers for Disease Control and Prevention, National

Center for Chronic Disease Prevention and Health Promotion, 1996). Moderate

activity, such as brisk walking for 30 to 60 minutes a day most days of the week,

is associated with significant reductions in the incidence and mortality of

cardiovascular disease.

A GSHS (2008) report on the physical activity level among students in

Ghana, reported a low physical activity with only 18.7% of the entire population

meeting the recommendation of 60 minutes of physical activity per day. This

means that close to 80% of the young ones are sedentary. They recommended that

because physical activity has important health benefits in youth, and many young

people are not meeting established guidelines, improving the physical activity

levels of youth is an important public health challenge.

In another study, HBSC 200112002 reported 34% prevalence of 60

minutes at moderate intensity physical activity on 3 or more days in a week

among school going adolescents aged 11-15 year-old. Interestingly, the level of

sedentary behaviour among this population was high (26%). HBSC 2001/2002

study also reported high level less than 4 hours a day or television watching l" ery

weekday, rising to 45% during weekends. The result means that young people

watched more television during weekends than they did on weekdays. Also, more

boys than girls reported high levels (2:3 hours or more) of computer use both on

weekdays (21 % boys and 7% girls) and during weekends (35% boys and 15%

girls). This could mean that girls arc more into domestic arrairs than bo)s anJ ,,,·ill

not be able to have much time watching television or playing computer games.
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International data on Physical Activity Series by Hallal, et al. (2012)

reported that 80% of 12-15 year oIds do not meet the current physical activity

n:commendations of60 minutes ofmolkrale to vigorolls physical auivil)' per day,

and this revelation highlights the need for more physical activity surveillance data

from Africa. The prevalence of physical inactivity, as defined as doing no or very

little physical activity at work, home, for transport or during discretionary time,

has been estimated to be 43%-49% among South Africans aged 15 years of age

and older, and it has been reported from other African countries that less than

50% of adolescents between 13 and 15 years of age are physically active for at

least 60 minutes a day on at leasU days a week (Peltzer, 2009b; WHO, 2006).

In another study conducted by Micklesfield et al. (2014) to examine

physical activity patterns, and to explore the association between socio-ecological

factors (individual, maternal, household and community), and time spent in

sedentary behaviour, informal, ambulatory and organized physical activity, in a

sample of young adolescents living in rural South. Africa. It was reported tah a

greater socioeconomic background is associated with more time spent in

sedentary behaviours such as watching television and reading, less time walking

as a means of transport, and more time participating in moderate to vigorous

involved in school and club sports. However, a study from the US and Europe has

also shown a higher socioeconomic status to be associated with higher levels of

moderate to vigorous activity (Manios, et aI., 2010). This finding was in contrast

to Micklesfield et al. findings, they have shown that increased SES is associated

with more self-reported walking and less time spent in sedentary behaviour's such

as television-viewing.
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Furthermore, in a study conducted by GSHS (2007) among Ghanaian

Junior High School students aged 13-15 years as part of a global school health

survey in 2007, only 13.1 % reported that they were physically acti ve for a total of

at least 60 minutes per day on all 7 days during the past 7 days (boys - 13.8%,

girls 12.6%). In contrast, 27.4% of the students reported spending three or more

hours per day during a typical or usual day sitting and watching television,

playing computer games, talking with friends, or doing other sitting activities.

Currently, a study has shown that 84.1 % of schools going adolescents

between the ages of 15-19years were physically inactive such that females

(94.7%) were more physically inactive than their male counterpart [70.5%]

(Afrifa-Anane, Agyemang, Codjoe, Ogedegbe & de-Graft Aikins, 2015). They

also posited that urbanisation is the major contribution factor for increasing

prevalence of physical inactivity among adolescents in Ghana. Again, in the same

year, another study by Asare and Danquah (2015) viewed the relationship

between physical activity, sedentary behaviour and mental health among

adolescents in Ghana. Sampling 296 participants, they assessed their physical

activity level. They found 57% prevalence of physical activity among Ghanaian

adolescents.

In addition, results from Ghana's 2014 report card on physical activity for

children and youth by Ocansey, Aryeetey, Sofo, Badasu, Pambo and Nyawornota

(2014) found that 12-34% of the participants were physically active with only

20% of 13- to 15-year-old Ghanaian youth reported getting at least 60 minutes of

daily moderate-vigorous physical activity. Similarly, Nyawornota, Aryeetey,

Bosomprah and Aikins (20 (3) also in their exploratory study on physical activity

and overweight in two senior high schools in the Accra metropolis using 444
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students between the ages of 15-19 years, they found low prevalence 33.3%

physical activity level among the students, with 17% classified as engaging in low

level physical activity, 49% in moderate activity, and 34% in high level of

physical activity. However, most of boys' physical activities were found to be

recreational activities while girls' physical activities were found to be domestic

chores. This result could mean that physical activity level increases with age as in

relation with the global survey in Ghana on JHS students (13.6%).

WHO (2003) report that at least 60% of the global population fails to

achieve the minimum recommendation of 30 minutes moderate intensity physical

activity daily. Similar finding was reported in WHO (20 I0) international survey

across African countries that revealed that physical activity levels among young

African people (aged 12 to 20 years) had decreased ..

The low physical activity level of school adolescents was described by

previous studies as predisposing factor for cardiopulmonary diseases. (Asare &

Danquah, 2015). Ghanaian's physical activity level has been highly influenced by

the affluent living. Previously, young people walked to school (Arthur, 2003)

which enabled them to achieve desirable levels of physical activity. These days

parents with high socioeconomic status drive their children to and from school.

Also, adolescents from Ghana now perceive walking to schoe,l as anindication of. ..

povelty (Progression Li fe Center, 20 I0). Adolescents have reduced participation

in active pursuits and increased their sedentary behaviours as a result of

technological advances (Witt, Massman & Jackson. 2011). Modern environments

and technological advancements have radically altered the way we live our lives.. ..

Communication technologies have resulted in internet addiction among the youth

. I
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and high prevalence of addiction to computer, phones and games are responsible

for high prevalence of sedentary lifestyle of adolescents (Acier & Kern. 20 I I).

In a review by Sallis, Prochaska and Taylor (2000) on correlates of

physical activity of children and adolescents, they tried to understand the factors

that influence physical activity and how it can aid the design of more effective

interventions among adolescents. They did a comprehensive review of correlates

of physical activity, and semi-quantitative results were summarized separately for

children (ages 3-12) and adolescents (ages 13-18). The results showed that about

60% of all reported associations with physical activity were statistically

significant. Variables that were consistently associated with adolescents' physical

activity were sex (male), ethnicity (white), age (inverse), perceived activity

competence, intentions, depression (inverse), previous physical activity,

community sports, sensation seeking, sedentary after school and on weekends

(inverse), parent support, support from others, sibling physical activity, direct help

from parents, and opportunities to exercise.

Furthennore, according HBSC (2012), physical activity is essential for

long- and short-term physical and mental health and may improve academil: and

cognitive performance. Moreover, physical activity is associated with increased

musculoskeletal and cardiovascular health and reduced anxiety and depression

among children and adolescents. Adoption of good physical activity habits estab

lished in childhood and adolescence are likely to be carried through into

adulthood, while lower levels are associated with obesity. The result showed thaI

girls in particular are less likely to participate in physical activity as they grow

older, with activity levels dropping by more than 10% in more than a quarter of

the countries surveyed. This therefore suggests that there is an opportunity to
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increase female participation by adapting activities to attract more girls into

physical activities through more gender sensitive programmes. A Iso, there is the

need for environmental policies and strategies such as access to safe places for

physical activity, provision of pedestrian's walkway, increase supervision of

physical education and physical activity in schools and child care settings, and

street-scale and community-scale design policy to help increase physical activity

behaviour among all Ghanaians. In contrast, sedentary behaviour is significantly

higher among I5-year olds. While boys are more likely to report watching

television, the gender differences are not large.

Based on this report, CDC (2014) posited that environmental and policy

strategies implementations with state support of physical activity, identifying

opportunities to improve access to environmental supports such as sidewalks or

walking paths place can encourage physical activity. According to CDC. to

improve physical activity behaviours among adolescents, health departments,

other state and local government agencies, and their partners can work together to

implement the community preventive services task force's recommended

environmental and policy strategies for increasing physical activity. These

policies are creating or enhancing access to safe places for physical activity,

enhancing physical education and physical activity in schools and child care

settings; and supporting street-scale and community-scale design policy.

To curtail the alarming predicaments of chronic NCDs and as means to

reduce the impact of major risk factors associated with NCDs such as unhealthy

diet and physical inactivity, the World Health Assembly adopted the Global

Strategy on Diet, Physical Activity and Health in May 2004. In this, multi

sectorial policies are to be emanated such that national and local governments
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should frame policies and provide incentives to ensure that walking. cycling and

other forms of physical activity are accessible and safe. Transport policies include

non-motorized modes of transportation, and sport and recreation facilities embody

the concept of sport for all. Based on this, CDC and WHO developed

recommended physical activity guidelines from which Ghana had developed

recommended physical activity guidelines for children and adolescents.

Children and adolescents should do 60 minutes or more of physical activity

daily.

1. Aerobic: Most of the 60 or more minutes a day should be either moderate

or vigorous-intensity aerobic physical activity, and should include

vigorous-intensity physical activity at least 3 days a week.

2. Muscle-strcngthening: As part of their 60 or more minutes of daily

physical activity, children and adolescents should include muscle

strengthening physical activity on at least 3 days of the week.

3. Bone-strcngthening: As part of their 60 or more minutes of daily

physical activity, children and adolescents should include hone

strengthening physical activity on at least 3 days of the week..

It is impot1ant to encourage young people to participate in physical activities

that are appropriate for their age, that are enjoyable, and that offer variety. These

activities are in the fOnl1 of ampe and tutumantu.

MOH recommends that children engage in physical activit)' for about \)f1e

hour on most days of the week. The NCO Policy will therefore advocate for

physical education sessions in Basic and Senior High Schools to be less

theoretical and more heavily practical with outdoor and indoor-games. According

to MOI-I (2009) dietary and physical activity guidelines for Ghana, the following
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have been posited as ways or guidelines for adolescents one hour or more or

moderate or vigorous aerobic physical activity a day, including vigorous intensity

physical activity at least 3 days a week. Examples of moderate intensity aerobic

activities include hiking, bicycle riding and brisk walking. Vigorous intensity

aerobic activities include bicycle riding, jumping rope, running and sports such as

soccer, basketball and field hockey. Children and adolescents should incorporate

muscle-strengthening activities, such as rope climbing, sit-ups, and tug-of war, 3

days a week. Bone-strengthening activities, such as jumping rope, running and

skipping, are recommended three days a week. Children and adolescents of school

going age should be held accountable on fitness standards. Thus compulsory

physical education should be added in the school curriculum for at least 120

minutes a week. To MOH, the Dietary and Physical Activity Guidelines are a

standard guide to the development of learning materials and health education

messages for the general public as well as for teaching. The extent to which this

policy guideline is in use a question we need to ask. This means that guideline

alone is not enough for participation in physical activity rather other asrects such

education, resources, programmes are essential in development of exercise

behaviour among the adolescents. Even though, the policy alluded to the essence

human resource, and shortage of staff, further emphasis was made that existing

personnel will be trained for multi-task.

Dietary practices

Nutritional needs during adolescent age are increased due to the increased

growth rate and changes in body composition associated with puberty (Jenkins &

Horner, 2005; Spear, 2002). The dramatic increase in energy and nutrient

requirements coincides with other factors that may affect adolescents' food
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choices and nutrient intake and thus, nutritional status. These factors, including

the quest for independence and acceptance by peers, increased mobility, greater

time spent at school and/or work activities, and preoccupation with self-image,

contribute to the erratic and unhealthy eating behaviours that are common during

adolescence (Siega-Riz, Carson & Popkin, 1998; Spear, 2002). To help prevent

diet-related chronic diseases, studies have posited that healthy eating behaviours

should be established in childhood and maintained during adolescence

(McNaughton, Ball, Mishra & Crawford, 2008; Uauy & Solomons, 2005).

In other part of the of the world, national and population-based surveys

have found that adolescents often fail to meet. dietary recommendations for

overall nutritional status and for specific nutrient intakes (Ambrosini. Oddy &

Robinson, 2009; Cavadini, Siega-Riz & Popkin, 2000; Kann,. Kinchen &

Shanklin, 2014). According to these studies, greater number of adolescents

receives a higher proportion of energy from fat and/or added sugar and have a

lower intake of a vitamin A, folic acid, fiber,. iron, calcium, and zinc than is

recommended. Iron deficiency can impair cognitive function and physical

performance, and inadequate calcium intake may increase fracture risk during

adolescence and the risk of developing osteoporosis in later life (Greer, Krebs &

American Academy of Pediatrics Committee on Nutrition, 2006).

Eating habits vary widely between individual adolescents, and also display

some general trends over time, reflecting sociocultural trends in food availability

and nutritional goals. As an example, data fr()m a survey showed that total energy
. .

intake among our adolescents increased through 2004, then decreased through

2010 (Slining, Mathias & Popkin, 2013). Intake of full-fat milk, meats, ready-to-

eat cereals, burgers, fried potatoes, fruit juice, and vegetables decreased, whereas
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non-fat milk, poultry, sweet snacks and candies, and tortilla- and corn-based

dishes increased through 20 I0 (Slining et al.).

Recent figures showed alarming numbers of obese and overweight

children and young people (Jotangi, Moody, Stamatakis & Wardle, 2005). In

another study conducted by Intiful and Lartey (2014) on school children aged 6

19 breakfast intake in Manya Krobo district in the Eastern region of Ghana found

high breakfast consumption among adolescents with boys more likely to eat

breakfast than girls. However, availability of toffees and soft drinks on the school

compounds as well as participants' communities could contribute to high intake

of soft drinks and toffees in the region (Amos et aI., 2012).

Also, a study conducted by Buxton (2014) in the Central Region on

Ghanaian JHSs adolescents dietary practices and food preferences and its

implications for public health concern. Data was collected on the frequency of

meals consumption, frequency of snacking between meals, type of snacks usually

consumed, and frequency of eating outside the home and food preferences of

respondents. Her findings showed majority 515(62.8%) of the respondents

usually skipping breakfast before going to school and preferred a soft drink for

snack during the day. She concluded that Junior High School students do not have

healthy eating patterns and habits as they usually skip breakfast and prefer high

sugar and fat content food products as snack among other dietary habits.

In light of the growing awareness of the possible connection between the

diets of children, adolescents and diseases of adulthood, the diets of young people

have recently received increased attention. Traditionally, hunger and lack of food

resources is referred to as poverty, but during the last decades, Iuts ur attention

has been paid to the negative consequences of food surplus. The dietary habits of
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most societies have changed considerably during a short period of time due to

great economic development, with unhealthy food becoming more accessible and

also cheaper than healthy food in schools and communities. This have led to great

increase in consumption of this type of food, and, in turn, a lot of undesirable

health consequences causing a strong and growing concern from health

governments and medical specialists (Brannon & Feist 2007, WHO 2004).

Inadequate intake of calcium from dietary sources during childhood and

adolescence may affect the achievement of bone mass, hence increase the risk of

osteoporosis in adult age (Gillespie 2006). Dietary habits also have great

implications for the dental health among adolescents, and the increase in

consumption of sugar-sweetened drinks during the last decades has led to a raise

of dental problems (Owusu, Murdock & Weatherby, 2007).

Although, healthy eating is necessary during the period of adolescence,

studies have shown that as the individual enters adolescence, the dietary habits

often get unhealthier (Rasmussen, 2006, Vereecken, Inch ley, Subramanian,

Hublet & Maes, 2005). In Europe, U.S., Africa and Ghana, the consumption of

soft drink, fast food and sugar has increased, while the consumption of fruits and

vegetables has decreased among adolescents during the last few years (Moreno et

aI., 20 I0). Furthermore, other studies reported high intake of added sugar and the

low intake of grains, fruits and vegetables (Bere, Andersen & Klepp, 2009;

Oellingrath & Nrerum, 2006, 0verbye & Andersen, 2000).

For children and young people, healthy eating is particularly important for

healthy growth and cognitive development. Eating behaviours adopted during this

period are likely to be maintained into adulthood, underscoring the importance of

encouraging healthy eating as early as possible (Krebs-Smith, Heil1lendinger,
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Patterson, Subar & Kessler, et aI., 1995). Guidelines recommend consumption of

at least five portions of fruit and vegetables a day, reduced intakes of saturated fat

and salt and increased consumption of complex carbohydrates (Department for

Education and Skills, 2005; Department of Health, 2005).

Again, Kotecha, Patel, Baxi, Mazumdar, Shobha, et al. (2013) on dietary

pattern of school going adolescents in urban Baroda, India using qual ilative and

quantitative method, nearly 80% of adolescents had consumed regular food, like

rice, beans, millets, fruits and vegetables, including green leafy vegetables. Nearly

50% of them had consumed chocolates, and about one-third consumed fast foods.

Nearly 60% of adolescents had their breakfast daily while the remaining missed

taking breakfast daily. Nearly one-third of adolescents were missing a meal ,)flee

or twice a week. A large majority had consumed regular foods. However, more

than half of them had consumed chocolates, soft drinks, and over one-third had

taken fast foods.

The increase in prevalence of obesity in children and adolescents is of

major public health concern (Bundred. Kitchiner & Buchan. 200 I: Giskes. Turrel.

Patterson & Newman, 2002; Ogden, Flegal &. Carroll, 2002). Obesity in

childhood is associated with medical and psychosocial complications (Ebbeling,

Pawlak, & Ludwig, 2002) and is likely to track into adulthood (Dietz, 2004; Guo

& Chumlea, 1999). Prevention and intervention programmes for children have

focused on family- and school-based initiatives, but long-term weight loss is

difficult to achieve when adverse environmental factors overwhelm behavioural

and educational techniques designed to modify diet and increase participation in

physical activity (Ebbeling, et al. 2002).
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In light of the obesity epidemic, it is perhaps not surprising that dieting is

such a prevalent behaviour among children (Crow, Eisenberg & Story, 2006)

some of whom employ healthy dieting strategies to lose weight (Eaton, Kann &

Kinchen, 2008). Self-reports of 'dieting' can, however, include unhealthy dietary

practices and restrictive eating (Neumark-Sztainer, Hannan & Story, 2004), with

negative impacts on nutrient intakes and dieting often clusters with other risk

behaviours (Crow, et aI., 2006). There are also psychosocial risks associated with

dieting, such as low self-esteem and depressive symptoms (Canpolat, Orsel &

Akdemir, 2005).

Eating habits acquired during childhood and adolescence continue into

adulthood where the association between diet, disease morbidity, and mortality is

well recognized (Vereecken, 2005). Healthy eating habits contribute to the

physical and emotional health and well-being of youth. However, psychosocial

changes during adolescence (associated with a need for increased independence),

environmental factors (advertising, peer pressure, spending more time away from

home), and consuming greater quantities of fast foods and snacks have a

combined effect on adolescents' eating patterns and food choices. These factors

may put adolescents at increased risk for unhealthy eating habits, resulting in poor

nutritional health (Neumark-Sztainer, Story, Perry & Casey, 1998; Neumark

Sztainer, Wall, Story & Fulkerson, 2003). In addition, dieting behaviours may

have a bearing on the health status of adolescents as there is widespread concern

about excessive dieting among young girls in North American society, especially

given that dieting occurs most frequently in young women of nonnal weight

(French, Story, Downes, Resnick & Blum, 1995). The dietary habits have

changed considerably during a short period of time due to great economical
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development, with unhealthy food becoming more accessible and also cheaper

than healthy food. This have lead to a great increase in consumption of this type

of food, and, in turn, a lot of undesirable health consequences causing a strong

and growing concern from health governments and medical specialists (Brannon

& Feist, 2007; WHO, 2004).

Sexual behaviours

In most regions of the world, the proportion of adolescents who have had

sexual intercourse before marriage is high (Bearinger, Sieving, Ferguson, &

Sharma, 2007). This could be equated to the fact that currently, adolescents in

Ghana are known to. be sexually experienced and many believe their intimate
. '. .

friends are sexually active as well (Asampong, Osafo, Bingenheimer & Ahiadeke,

2013). Due to their active state, most adolescents engage in all sorts of sexual

behaviours that can be ascribed to changing social, cultural and economic status

of adolescents occurring in Ghana and the sub-Saharan Africa regions. It is an

undeniable fact that the emergence of HIV and AIDS epidemic has completely

changed the perception of the world towards sex, .but chunk of adolescents

continue to engage in risky sexual behaviours (BankoIe, Biddlecom, Guiella,

Singh & Zulu, 2007).

Risky sexual behaviours, including early sexual intercourse, unprotected

sex, multiple sexual partners and non-contraception use can expose adolescents to

sexually transmitted infections STls and early pregnancy (Akwara, Fosu,

Govindasamy, Alay6n & Hyslop, 2005). Traditionally, sex education by families

is given to only girls, usually by their mothers or an elderly woman in the family

during puberty rites (Hathazi, Lankenau, Sanders & Bloom, 2009). Furthennore,

sex is regarded as sacred and sexual issues ancl is hardly discusseclin public.
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Adolescents' decisions to engage in sexual activity and protecling themselves

from pregnancy and (STls) are influenced by many factors (Guttmacher &

Institute, 2004).

Sexual health is part of adolescents' general, social, and personal well

being (Kayembe, et aI., 2008). The key public health concerns around young

people's sexual health include teenage pregnancy and sexually lransl1lilled

infections (STls). Teenage pregnancies and STls can lead to significant health,

social, and economic problems among young people, and are largely preventable

through the co-ordinated efforts of families, schools, health and education

agencies, and community organisations (Habtamu & Adamu, 2013). Identifying

young people's age at first intercourse in the school aged l'hildr~n health

behaviour survey is important because those who engage in intercourse early are

thought to be at greater risk for unplanned, unprotected sex and, therefore,

unintended pregnancy and exposure to STls, at least around the time of their first

intercourse. Early first intercourse is also associated with other modes of risk

taking such as alcohol and drug use. as it is more likely to be unintended and

unprotected (Godeau, Nic Gabhainn & Ross, 2005).

Data from Ghana demographic health survey (GDHS) in the 1993, 1998,

2003, 2008 and 2014 indicated that Ghanaian adolescents are sexually active.

Report in 1998 research showed that among 15-19-year-olds, 38% of females and

19% of males had had sexual intercourse. The proportion of females having

sexual intercourse of the same age in the 1993 GDHS was 59%. An observation

indicated a substantial decline of the proportion of female adolescents who have

had sex within that age group (Ghana Statistical Service, 1994). While among

adolescent men, 33% had ever had sex in 1993 and 19% had ever had sex in 1998,
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indicating a substantial decline during the 1990s (Singh, 2000). However. in a

1991 study of 400 single females aged 18-25 in Cape Coast, 86% of the

respondents had ever had sexual intercourse, and 42% of these had had sex before

age 16 (Ankomah & Ford, 1993).

Similarly, a study carried out in 2000 in Accra, Kumasi and Agomanya

have reported median ages of 18, )7 and 16 among single femfllc youth and 17

among males in Accra and Kumasi (Family Health International and Research

International, 2001). In the same way, a survey of 1,038 students (471 females

and 567 males) aged 13-18 in nine senior secondary schools, 50% of the

adolescents considered chastity as an ideal to attain and thought that it was

realistically attainable (Adomako, 199\). Yet 42% of the male students and 15%

of the female students surveyed had had sexual intercourse. The average age at

first sexual experience was 15 (the youngest was 8, a case of defilement; the

oldest was 23). Half of the sexually experienced students had their first sexual

experience between ages 14 and 17, and 25% had their first sexual experience at

age 13 or younger. Reasons given for engaging in sexual intercourse included

pressure from peers, deception by partners, experimentation, and satisfaction of

sexual desires.

Furthermore, In a study conducted in some selected districts, Sallar

sampled 1,415 males and females aged 10-19 in Ketu South, Upper Denkyira and

Offinso electoral constituencies. Sallar observed that the median age of first

sexual intercourse for males and females aged 10-19 in these three areas in Ghana

was 16 (Sallar, 2001). However, at age 15, 47% of the males and 38% of the

females had ever had sex. Among adolescents aged 12-20 studied in Kumasi and

Accra, it was observed that the median age at first sexual experience was 16 for
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both boys and girls in the sample (Nabila & Fayorsey, 1996). In a study of 1,782

unmarried young people aged 15-19 in the Greater Accra and Eastern Regions,

Agyei and others found that 67% of males and 78% of females had ever had sex,

and the mean age at sexual debut among those who had ever had sexual

intercourse was 15.5 for males and 16.2 for females (Agyei, 2000). This means

that from late 1990s to early 2000s, the age at first sex was stable over the years

around 15 and 16years.

In 2003 GDHS, the result showed that the median age at first sexual

intercourse for women age 25-49 years is 18.2 years and for men age 25-59 years

it is 20.2 years, However, 9% of women and 4% of men reported having sexual

intercourse by age 15. By age 18, almost half of women (48%) and one-fourth of

men (25%) have had sexual intercourse. Sixty-one percent of women and 80% of

men age 15-19 have never had sex which in effect revealed that 39% of girls and

20% boys had experienced sex. This means there was an increment on sexual

activeness of adolescents in 2003 report, however, age at first debut has not

increased. In the GDHS 2008 report, 8% of women and 5% or men reported

having sexual intercourse by age 15. By age 18, more than two-fifths of women

(44%) and 26% of men have had sexual intercourse (GSS/GHS & ICF Macro,

2009). However, as 2008, 22% boys and 37% girls had experienced sexual

intercourse. This outcome has shown an increased in the percentage of boys

having sex and decreased in percentage of girls having sex within age 15-19 over

the 2003 report.

Moreover, the result also showed that urban girls experience sexual

intercourse for the first time about one year after their rural counterparts, but there

is no difference in age at first sexual intercourse between urban and rural men.
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Neveltheless, girls and boys living in the Upper West Region experience first

sexual intercourse at a later age than their counterparts in the other regions

(Coughlin, 2016). Edlicated women and men with highest wealth quintile are also

seen to initiate sexual intercourse at a later age than women and men with little or

no education and women in the other wealth quintiles. In contrast. there is lillie

difference in the age at first sexual intercourse among men and women by wealth

quintile.

In addition, data over the years on sexual partnerships revealed sexual

networking among adolescent in Ghana. According to 1998 GDHS data, 17% of

sexually experienced I5-19-year-old males had had two or more partners in the

12 months prior to the survey. In another 1998 national study, Tweedie and Witte

reported that 79% of females and 68% of males aged 12-24 in the 1998 Ghana

Youth Reproductive Health Survey (GYRHS) had one current sexual partner

while 3% of females and 10% of males reported having had two or more sexual

partners within the three months prior 10 the survey (Tweedie & Wilte. 20(0).

Among those who had ever had sex, 60% of females and 39% of males reported

one lifetime sexual partner, 38% of females and 53% of males had two to three

lifetime partners, and 1% of females and 5% of males reported four or more

lifetime sexual partners. Although the time periods and samples for the two

studies are different, the results point 10 a fairly high level ofmulliplc partnerships

among young men in Ghana (Awusabo et aI., 2004).

Over the years, sexual behaviour of s.chool going adolescents has

increased substantially as reported in researches. In a study by Afenyadu and

Goparaju (2003) on sexual and reproductive health status of in school and out

of-school adolescents in Dodowa using 400 HIS and SI-IS sludents and 12
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students focus group discussion, using both quantitative and qualitative method,

they found that 55% of the adolescents interviewed reported having ever had sex.

Out of which the in-school students 65% of the males and 44% of the females had

ever had sex. Out these adolescents, their sexual partners include their peers,

teachers and "sugar daddies." Again, both female and male adolescents repol1ed

in the study of being forced to have sex. Three in five adolescents both female and

male use condoms, but use is selective and inconsistent. Nevertheless, the result

showed that males refuse to use condoms with their regular partners while female

adolescents do not insist on condom use because they are afraiclof losing their

boy lovers, or need monetary support from older partners. Some teachers use their

position to force female students to have sex with them. Afenaynu and Goparaju

posited that the main determinants of adolescents' engagement in sexual activities

were money, sexual pleasure and peer pressure.

In another study by Peltzer (20 I0) on early sexual debut. and associated

factors among in-school adolescents in eight African countries, Peltzer examined

early sexual debut «age 15) among 15-year-old in-school adolescents in eight

African countries. Using a sample size of 10, 070 school chi Idren aged 15 years

from nationally representative samples from the countries, he found that 27.3%

adolescents had had sexual before age 15, with a prevalence or 38.1 % among

boys and 15.8% among girls. Boys and girls with sexual debut at less than age 15

were more likely to report alcohol, tobacco and drug use, truancy, poor parental or

guardian connectedness, sedentary behaviour, while for girls, mental distress and

poor economic status and poor parental supervision were associated with early

coital debut. Using l11ultivariable analysis, he reported that early sexual debut

among boys was associated with currently smoking and truancy and, among girls,
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associated with lower education, ever drunk, having no close friends and poor

parental connectedness.

Similarly, another data posited by GSS (2011) on sexual activeness of

adolescents ages 15-19 in Ghana, showed that 54% of young girls and 32% of

young men had had sex within the past 12 months. The highest percentages of

sexually active young girls were reported to be in Western (65%), Eastern (58%)

and Volta (58%) regions, while the highest percentages of sexually active young

boys can be found in the Eastern region (44%). Nevertheless. lhc data also

reported that intergenerational sex is relatively high among young women aged

15-24 years. In the data, 12% of young women had sex with a man at least 10

years older in the 12 months preceding the survey. This situation may partly

account for the high numbers of poverty in our country particularly slams and

rural Ghana. Among the young men aged 15-24 years who haJ sex in the 12

months preceding the survey, virtually none had sex with a woman 10 or more

years older.

Even though Ghanaian adolescents are becoming so sophisticated in their

sexual exploits, with the emergence of HIV/AIDS and other STls, which means

the country future could be jeopardiscd if prevention measures are not put in place

(Mann & Tarantola, 1996). On the other hand, improving young people's sense of

self-efficacy provides hope for meeting these challenges. For example, a study in

Ghana on factors associated with risk and protective behaviours among

adolescents showed a strong relationship between perceived self-efficacy and

lower numbers of lifetime sex partners and current sex partners (Karim. 2003).

Also, a study of street youth in Accra aged 8-19 showed that although

83% of the respondents knew about condoms, only 28% of the sample had ever
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used condoms and 21 % had used condoms in the three months prior to the survey

(Anarfi, 1997). An earlier study by Anarfi and Antwi (1995) found that 90%, of

10-24-year-olds knew of condoms but 34% had ever used them. All those who

used condoms reported that they were used to prevent STIs, and 4% specifically

mentioned HIV/AIDS. Thirty-three percent of the respondents did not use

condoms because they did not like the method and another 11 % felt that condoms

did not give any protection. In a study in Yilo-Krobo District among males aged

15-24 who had ever had sex, 65% had used condoms at least once and 21 % used

the condom at last intercourse (Adih & Alexander, 1999). Young males who

perceived themselves to be at high risk were more likely to use condoms at their

last sexual encounter than those who did not perceive themselves to be at high

risk. In a study in three districts in Ghana, 68% of the respondents agcd 10- 19

and who had ever had sex indicated that condoms could be used for protection

against STIs but only 41 % had ever used condoms (Sallar, 200 I). Of those who

had ever used condoms (137 males and 87 females), 28% reported that they used

them to prevent pregnancy, 6% to prevent STls and 12% for HIV prevention; the

remainder used them to prevent two or more of these outcomes (l\dol11ako. 'C)C) I).

Adomako identified condoms as the most preferred method of contraception and

for protection against STls among secondary school students in Ghana.

Other studies on adolescent sexual partnership in Ghana also revealed

same sex sexual intercourse among Ghanaian adolescents. The study showed that

some young people engaged in same-sex as well as heterosexual sexual

relationships: About I% of males and females aged 12-24 repolted that they had

ever had sex with same sex partner (Tweedie & Witte, 2000). Sallar (2001) also

observed that among those who have ever had sex, 67% of them were males and
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55% were females aged 14-19. In 1998 GYRI-!S, most first time sex partners

were boyfriends or girlfriends of the young people. About four out of every five

adolescents who had ever had sexual intercourse, reported that they had their first

sexual intercourse with a boyfriend or girlfriend.

Based on 29 case studies in Accra of 13- 19-year-old females who had

experienced at least one unintended pregnancy, Henry and Fayorsey found that

obtaining financial support and affection were the main reasons for starting a

relationship (Henry & Fayorsey, 2002). The financial support from boyfriends

was an integral part of a relationship and was used for daily needs, including food,

medical expenses, school fees and clothing. Adolescents' reasons for having

sexual intercourse range from pleasure to peer pressure to financial reasons.

A study of adolescent traders in Accra revealed that 2% of males and 12%

of females reported that the first time they had sex they were forced; moreover,

8% of males and 25% of females who had ever had sex reported having been

coerced to have sex at some point in time (Awusabo-Asare et aI., 2004).

Awusabo-Asare and others in a study among young people aged 12-24 in junior

secondary, senior secondary and university in the Central Region, observed that

among 415 adolescents who had had sex with their boyfriend or girlfriend, 19%

reported that they were forced; of the 211 who had had sex with schoolmates,

13% reported being forced; of the 234 who had had sex with neighbours, 13%

said they were forced; and of the 101 who had had sex with teachers, 6% reported

that they were forced (Awusabo-Asare et al.). A qualitative study in urban Accra

based on 29 case studies of girls aged 13-19 found that about one-third of the

girls described their first sexual experiences as involving force, deception or rape

(Henry & Fayorsey, 2002).
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A previous study on factors influencing students' aged 13 to 18 sexual

behaviour reported that non-initiation of sex was associated with having a two

parent family and higher socioeconomic status, residing in a rural area,

performing better in school, feeling greater religiosity, not having suicidal

thoughts, and believing parents care and hold high expectations for their children

(Cohen et aI., 20 I0).

In another study conducted by Doku (2012b) on substance use and risky

sexual behaviours among sexually experienced Ghanaian youth, he posited that

sexual debut was relatively high among adolescents in Ghana particularly those

from Eastern, Greater Accra and Volta regions. There was also a high number of

heterosexual behaviours among those sexually active .

. Contraceptive use was low and age at first sexual intercourse was

positively associated with the number of sexual partners in the sense that older

children having more multiple partners than younger ones. Again. to Doku, age at

sexual debut was lower than those reported in thc previous study. Likewise the

prevalence of sexual debut before the age of IS years was higher compared to

those found among 15-year-olds in thirty European countries (Nic Gabhainn,

Baban, Boyce & Godeau, 2009) and in eight countries in Eastern and Central

Africa (Liang & Ma, 2004). Despite the age differences between the studies

subjects, this study found that the age at sexual debut increases suggesting that

adolescents are initiating sexual intercourse at earlier age. Older age, male gender

and rural residency all increased the likelihood of sexual debut and having one or

multiple sexual partners among adolescents. Doku (2012b) also opined that with

regards to the differences in sexual debut and number of sexual pal1ners between

rural and urban adolescents, the higher probability among rural compared to urban
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residents is likely to be explained by the generally poor education and health

services in the rural compared to urban settings.

According to Doku more adolescent boys are sexually experienced.

frequent engagement in sexual intercourse and having heterosexual partners than

their female counterparts (Esantsi et aI., 2015). He further explained that one of

the striking issues his study had found is that all the other risky health behaviours

studied (tobacco use, drunkenness, marijuana use and other drug uses) were

associated with sexual debut and the number of sexual partners. Doku's findings

confinTI evidence found elsewhere (Li, Huang, Cai, Xu, Huang & Shen, 2009;

Liang & Ma, 2004). In many countries, particularly in the developing world,

including Ghana, societal sexual expectation for boys and girls varies (Marston &

King, 2006). In addition, another study reported that adolescents being highly

satisfied with their relationship with parents were 2.7 times less likely to engage

in sex than teens who had little satisfaction with their parental relationships

(Connolly, Furman & Konarksi, 2000).

Similarly, another research finding by Chi, Yu and Winter (2012) also

found gender as a significant predictor of sexual behaviours in university

students: males repOlted more sexual behaviours including sexual fantasy,

heterosexual intercourse, masturbation, viewing pornography and talking about

sex with friends. However! Chi et al. (2012) reported age as not a signi licant

predictor of sexual behaviour among school adolescents.

Another study conducted by Wu, Xiong and Shi (2007) among high

school teenagers in China found academic performance as a predictor of sexual

activity among teenagers with .teenagers with poor school achievements more

likely to have already lost their virginity and engage in more sexual activities than
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those who achieved high academic success. Another study revealed students with

lower grades, compared to those with higher grades, were more likely to have

sexual intercourse experience in high school (Ma et aI., 2006).

In another study, relationship satisfaction with parents was associated with

a lower probability of engaging in sex. Indeed the notion thal parents have

significant influence on the sexual and reproductive health of their children

cannot be overemphasized (Asampong, et aI., 2013). It has been speculated for

example that adolescents who are close to their parents may engage in less sexual

activity because parent-<:hild closeness increases oppoltunities for prosocial

development (Dilorio, Pluhar & Belcher, 2003). There is also evidence .that

parent-adolescent communication about sex plays an important role in predicting

adolescent sexual behaviour (Abruquah & Bio, 2008; GSS, 20 I0; Dittus &

Jaccard, 2000). Besides, parental supervision and monitoring is said to be an

effective way of controlling adolescents' sexual behaviours. It is however

important to note that the period of adolescence is characterized by shifts in

influence, where peers become more influential than parents (Glover et aI., 2003).

This situation is worsened by the tendency for parents to allow their adolescent

children the freedom to spend increased unsupervised time with peers (Kaplan,

2004). Furthermore, adolescents seek to acquire more insights into life skill-based

sex education which is usually absent unlike parents who become more interested

in moral education for their adolescent children (Lammers, 2000).

Determinants of Health Relatcd Bchaviours

Adolescents develop within a social context of complex and

environmental influences which have interdependent relationship on the

formation of individuals' behaviour. The child interact with the physical and
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social environment on daily basis throughout his/her life depending on the gravity

and verity of the interactions can either lead to health enhancing behaviour or

health compromising behaviour.

Family

The family is the pre-eminent social system in a young person's

development. Although adolescence is typically a lime when young people begin

to challenge parental controls and to be influenced by their peers, the family can

be an integral source of support through the school years. Currie, Todd and Platt

(1997); Holstein, Hansen and Due (2004) suggest that while both family and

peers are both important in young people's lives, the influence each exerts

depends on the health outcome, or health behaviour in question. and on the age

and developmental stage of the child. For example, substance use, which is part of

youth culture, is more influenced by peer factors; in contrast, physical activity,

food habits, and educational aspirations are more influenced, at least in early

adolescence, by parents (Inch ley, Todd, Bryce & Currie, 2001; Mazur, Scheidt,

Overpeck, Harel & Molcho, 2001). Parent-child communication is a potentially

modifiable protective factor of adolescents' substance use (Devore & Ginsburg,

2005).

Substantial literature also indicates that greater frequency and quality of

general parent-child communication are negatively associated with adolescent

substance use (Kafka & London, J 991; Stoker & Swadi, 1990). For instance,

Ackard, Neumark-Sztainer, Story and Perry (2006) found that pcru:iveJ diflicult)'

talking to parents about problems is associated with increased risk of substance

use in boys and girls.
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Moreover, connectedness to one's parents and having parents who set firm

limits and who are empathetic and nurturing contributes to young people's social

development, self-esteem, and health (Baumrind, 1991; United Nations Office on

Drugs and Crime [UNODC], 2016). Support from parents remains vital to the

positive development of adolescents. Therefore, it is important to examine the

home setting to better understand its relationship to health behaviours in school

aged children. When parents are indifferent, exhibit inappropriate role modelling,

or are inconsistent in setting standards of behaviour for their children. there is a

much greater likelihood of problem behaviour and psychological problems.

Adolescents who do not feel close to their parents or who are living in single

parent families are more likely to suffer from problems with self-esteem,

depression and engage in risk behaviours such as smoking and drug use. Again,

researches by (Kendler, Schmitt, Aggen & Prescott, 2008; Reb~lIon. 2(02) have

demonstrated that alcohol use in early adolescence is strongly influenced by

social and familial environmental factors such that parental bonding, strength of

communication and adherence to prosocial norms playing critical roles in

determining the onset of alcohol consumption and other hard substances among

adolescents (Fulkerson et aI., 20 I0). This means that, the degree of parental

supervision, the quality of communication between parents and their children,

how much time parents and children spend together, parents' knowledge of

children's friends, and issues regarding trust affect risky behaviours among

adolescents (Agnew, 1991; Miller, Esbensen, & Freng, 1999).

Other studies have also indicated that the degree to which parents are

aware of their child's whereabouts is associated with lessened risky behaviours or

drinking and delinquency (Clark, Kirisci, Mezzich & Chung, 2008; Soenens,
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Vansteenkiste, Luyckx, & Goossens, 2006). Similarly, familial socioeconomic

(FSE) status has also been described as highly associated with marijuana or

cannabis usage among adolescents in Europe with lower FSE influencing the

frequency of cannabis usage among French adolescents (Legleye. Beck, Khlat,

Peretti-Watel & Chau, 2012). Although Humensky (20 I0) finding agreed with

Legleye and colleagues, she differed which level of FSE were at more risks and

posited that late adolescents with higher FSE have the propensity to use marijuana

than adolescents from the lower FSE background. The difference in their findings

was due to the sample and the characteristics of the adolescents used for the

study.

A positive and supportive family environment is a key factor for

children's well-being. Positive parenting styles for instance authoritative (warm

and nurturing, setting firm limits, engaging with children in decision-making) as

opposed to permissive or authoritarian can have a considerable impact on

children's behaviour. A supportive home environment is important to both the

physical and mental development of young people. Children's relationships with

their parents and parent-ehild communication will evolve and change as they

move through the middle years and adolescence. Ease of communication with

parents is considered an indicator of both social support from parents and family

connectedness. Data in adolescence show that where gender di ffercnces cx ist,

they are small and favour boys with respect to ease of communication with their

mothers (Currie et ai, 2008).

Similarly, in a study conducted by Xin, Qing-Min, Yan-Jun, Jun and Li-Ming

(2015) on family influence. in a child's physical activity. Using self- repol1ed

questionnaire, they found only 9.0% of the students participated in MYPA at least

57

University of Cape Coast       https://ir.ucc.edu.gh/xmlui

Digitized by Sam Jonah Library



60 minutes/day; 63.9% spent no more than 2 hours/day in sedentary behaviours.

The involvement of family and supports in the children's activity in most days of

the week was associated with both higher level of MVPA and less leisure-time

sedentary behaviours. They concluded that less than 10.0% of urban Chinese

adolescents engaged in MVPA at least 60 minutes/day. This means that

urbanization with its modernity hinders physical activity among adolescents;

hence, parental guidance will be pivotal in enhancing physical activity of

adolescents. Xin et al. affirmed that family involving themselves in the children's

activity exerted the most significant influence on children's behaviours as

compared with verbally encouraging and observing children's activity. Any type

of familial support including verbally encouraging, watching, and involving had

effects on reducing leisure-time sedentary behaviours.

Examining the relationship between parental socioeconomic backgrounds

and TV watching, it was found that school adolescents from the lowest SES group

were more likely to spend more time in front of the TV compared to higher SES

groups (Strong, 2005). However, Inchley (2005) found that Scottish children from

low SES backgrounds reported lower levels of physical activity compared to

those from higher SES backgrounds, but the same study indicated that gender was

also an enhancing factor, with girls from higher- SES groups reporting lower

levels of physical activity than boys from low-SES groups. Individual-level SES

measures (low material wealth and perception of family wealth) were associated

with physical inactivity in the study of Canadian schoolchildren but this was not

the case for area-level SES.

Furthermore, studies have postulated that children who live with both

biological parents tend to have less health related problems than their counterparts
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who do not live and interacts with both biological parents (Amato & Keith, 1991;

Bjarnason et aI., 2003; Jablonska & Lindberg, 2007). Again, Children who have

experienced parental separation may suffer from emotional distress and loss of

regular contact with the non-residential parent (Amato, 200 I; Kelly, 2007).

Children living in single mother households are also more likely to suffer from

economic deprivation and less effective guardianship (Amato, 2000).

Although the involvement of the non-residential fathers may influence the

level of financial support of their children (Bartfeld, 2000), poor emotional

adjustment (King & Sobolewski, 2006) and more involvement in risk behaviours

such drug use, alcohol abuse and early sexual intercourse and teenage pregnancy

is warranted (Coley & Medeiros, 2007). However, some other studies found

adolescents in stepfamilies to be similarly well adjusted as adolescents in intact

families, while other studies find them to be more similar to adolescents in single

parent families (Amato, 2000; Langenkamp & Frisco, 2008). Other studies have

also found that children living with single fathers have nevertheless found them to

have less access to health services, poorer educational outcomes and greater risk

of delinquency and substance use than their counterpat1s living. with single

mothers (Eitle, 2006; Heard, 2007). Also, according to Frisher, Crame, Macleod,

Bloor and Hickman (2007) parental discipline, family cohesion and parental

monitoring predict drug use among young people. They further explained other

family structures such as large family size and low parental age are also linked to

adolescent drug use. There is also extensive evidence on parental substance use,

although some studies report no association while others indicate that the

association is attenuated by strong family cohesion.
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Again, Spooner, Mattick and Noffs (2000) reported parental modelling

factors (e.g. parental drug use, parental attitude to drugs) in her review have less

influence than the quality of the parent-child relationship and parental

management techniques. She fmiher opined that being in a single parent family

seems to be significant, but the effect disappears after adjustment for other

factors. Once adolescents begin to use, parental attempts to control can be

ineffective. Associating with peers is one of the strongest predictors, but the

influence is not simple. Spooner interprets the literature as saying that drug use is

often preceded by the individual being rejected by prosocial peers. The influence

of peers increases as the influence of the family decreases.

Furthermore, Xie, Gilliland, Li and Rockett (2003) state that persons with

higher education may not only be more likely to adopt healthy dietary habits

themselves, but may also affect their children. Several studies have also

concluded that parental social positions and education are the strongest

determinant for healthy dietary habits (Nilsen, Krokstad, Holmen & Westin,

2009). Blaxter (1990) also posited difference in socio-economic status of parents

and ethnic group to be apparent for behaviours such as diet, exercise, alcohol

consumption and smoking (Adler & Matthews, 1994).

Again, per the developmental stages of school going adolescents, socio~

economic status of children could be measured based on parel1lal status t[)oku,

20l2a; Costa, Jessor & Turbin, 2007). Through this, Henningsen (2011) reported

differences in dietary habits where she repOlted that in Norwegian cities, children

with low socio-economic position having a higher consumption of soft drink and

fast food than the high socio-economic position group, and a lower consul11rtion

of fruits/vegetables. furthermore, another resean:h has alsll shuwn sucial
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inequality in health. For instance, in terms of nutrition and its consequences for

health and disease, there is an evident that portrays distinction between the socio

economic layers in society favouring the high socio-economic position group,

also in adolescence (rahlman, McCaughtry, Martin & Shen, 2010). In uthemise,

adolescents of lower socio-economic position have a higher consumption of soft

drink (Vereecken, et aI., 2005) and a lower consumption of fruits and vegetables

than adolescents of high socio-economic position.

Differences in consumption of soft drink, fast food and fruits/vegetables

were identified across socio-economic position, indicating that high part:nlal

education is related to healthier dietary habits (Henningsen, 20 II). The same

results have been found for both soft drink consumption (Bere et aI., 2006;

Vereecken et aL, 2005) and fast food consumption (Fahlman et aL, 20 I0; French

et aL, 2001), as well as fruit and vegetable consumption (rahlman et aI., 2010).

Furthermore, MacFarlane, Crawford, Ball, Savage and Worsll:y (2007) found

home and school food environment and food availability to explain a great share

of the variation in adolescent fruit and vegetable intake across socio-economic

position. Moreover, Fahlman et aL (20 I0) also found significant differences in

knowledge of healthy food and self-efficacy between the socio-economic groups,

favouring the group of high position. In a study conducted Neumark-Sztaincr et

aL (1998) found that adolescents on diet had an inadequate intake offruit, but not

of vegetables. Also, Henningsen (2011) further posited that socioeconomic

position, expressed by parental education, was associated with physical activity,

with students of low socioeconomic position exercising less than students of high

socioeconomic position.
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Peers

The peer group appears to have the strongest influence on drug use among

adolescents. Peers shape norms, attitudes, and values around drug use. particularly

marijuana, and also provide opportunities and support for its use. While early

drug use could be associated with dropping out of school and involvement in

delinquent activity, it is not necessarily drug use per se that causes these

problems. Rather, it could be that young substance abusers, even before they start

misusing alcohol and drugs, are more likely to have mental health and emotional

problems, being generally less confident, less self-reliant, less sociable, and less

likely to plan ahead (ter Bogt & Nic Gabhainn, 2005). Also, Frisher, et al. (2007)

and Villanti, Boulay and Juon (2011) affirmed that there is consistent evidence

linking peer drug use and drug availability to adolescent drug use..

Children rely on their peers to listen to them, to accept them and to

understand their frustrations, challenges and concerns associated with growing

up. Peer modelling according to (Bere, Brug & Klepp, 2007) is a determinant of

dietary practices among adolescents. Again, in developed countries like Norway

peer influence, sense of belongingness, low self esteem in telms of body image,

weight concerns and dieting have shown to predict dietary hahits in terms or

lower fat and energy intake and higher intake of fruits and vegetables among

adolescents (Barker, Robinson, Wilman & Barker, 2000, Nowak, 1998) soft drink

consumption (Sere, Glomnes, te Velde & Klepp, 2006) and fast food

consumption slllce most behaviour modelling emanate from friends (Bauer,

Larson, Nelson, Story & Neumark-Sztainer, 2008). Self-esteem has also shown 10

be closely related to bodily appearance among adolescents (Barker et aI., 2000;

Abell & Richards, 1996), and it is possible that self-esteem increases as a result of

using healthy eating as a weight control strategy. However, these results should
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not be emphasized too much, since the correlations are so weak that there are

likely to be other factors that are stronger associated with dietary habits in

adolescence.

School

Through school years children acquire fundamental of academic skills

such as reading and arithmetic (Selman, 1980). However, life skills are also

developed at school and experiences there can influence the social and emotional

development of young people and formation of behaviours (Nutbeam et ai, 1993).

Supportive school environment is essential to development of social skills and

positive behaviours (Murray & Greenberg, 2000). Supportive environment such

as school play fields, school avenues of trees, parks, gardens and health promising

psychosocial environment or climate of teacher-teacher relationship, teacher-pupil

and pupil-pupil relationship; where every member feel welcoming can make

school compounds a home away from home.

Research, primarily on older school children, illustrates that higher

satisfaction with school is positively related to academic achievement, as well as

the students' quality of life at school (Samdal et aI., 2000). Conversely. low

satisfaction with school is related to health-compromising behaviours, such as

smoking and alcohol use in particular. Low student autonomy is thought to

contribute to reduced satisfaction with school, such as not having a say in the

making of the school rules, which in turn increases the likelihood of withdrawing

from school and engaging in risk behaviours (Sandal et aI., 2000). Researchers

have used attachment theory as a basis for understanding child-teacher

relationship patterns. Indeed, studies have shown that student-teacher

relationships predict academic performance and school involvement (Birch &
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Ladd, 1997). Thus, being happy at school, feel ing connected to school and

experiencing reasonable expectations, both from parents and teachers, are

important factors for a child's school experience and development of healthy

health behaviours.

Other studies have also shown that dietary practices of adolescent are

influenced by adolescents' preferences (Granner et al. 2004), availability of

unhealthy food and drinks at places where adolescents spend most or their time

(Ball, MacFarlane, Crawford & Savige, 2009; French, Story, Neumark-Sztainer,

Fulkerson & Hannan, 2001).

Preference is a personal factor that social cognitive theory may predict

individual behaviour (Bandura, 1986). This means that knowledge may be a

greater attention to availability and price of healthy food in schools and areas

where adolescents spend their leisure time. However, to Rose (2003) where

education is provided universally, schools provide access to the vast majority of

young people the opportunity and the potential to improve health at the school

level. Also, the school environment itself can influence young people's health in

various positive and negative ways (Bonell, Farah, Harden, Wells, Parry &

Fletcher, 2013).

Academic performance

The health status of children and adolescents, and the potential impact of

health behaviours on the academic achievement of the adolescents, are of growing

interest to social scientists, public health authorities, and educational policy

makers. Studies have identified correlational evidence in support of a positive

relationship between good health status, good health habits, and good academic

performance (Sigfllsd6ttir, Kristjansson & Allegrante, 2007). Similarly, Falkner et
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al. (200 I) conducted a cross-sectional study of a population-based sample of 4742

male and 5201 female public school students enrolled in the basic 7, basic 9, and

SHS Form 1 in order to examine the social, educational, and psychological

correlates of weight status. They reported that both obese girls and boys were

significantly more likely to report being held back a grade and more likely to

consider themselves poor students than their average- weight coullterparts.

Again, other studies have shown that sedentary lifestyle of school

adolescents is associated with greater levels,of BMI and academic performance

(Hardy, Dobbins & Booth, 2006; Forshee, Andersonv & Storey, 2004) and

physical inactivity (Koezuka, Koo & Allison, 2006), although other studies have

revealed TV viewing is a common proxy measure for sedentary lifestyle and to be

unrelated with physical activity (Biddle, Gorely & Stensel, 2004). Other studies

have suggested that sedentary lifestyle is positively associated with unhealthy

dietary behaviours (Utter, Neumark-Sztainer & Jeffrey, 2002), and that

adolescents' perceptions of higher academic rank or expectations predict greater

levels of physical activity and lesser amount of sedentary lifl:style behaviours

(Schmitz, Lytle & Phillips, 2002). Conclusion therefore could be made that

school-based physical activity increases concentration, boosts self-discipline, and

improves academic skills, including reading and writing abilities and physical

activity has also been shown to be positively associated with higher levels of self

esteem (Tremblay et aI., 2000).

In a study of Icelandic adolescents, ages 14-15 years, the authors found

that body mass index, dietary behaviour, and physical activity explained up to

24% of the variance in academic achievement when controlling for gender,

parental education, family structure, and school absenteeism. Because the school
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is central to the lives of the vast majority of adolescents and is an institutional

mediating structure that provides young people with sentiments of obligation and

commitment and a set of common goals (Seroczynski, Cole & Maxwell, 1997). It

is plausible that contentment with school may help to explain the relationship

between health behaviour indicators and academic performance. Another study

has shown that adolescents who feel good in the school environment are less

likely to suffer from emotional problems and more likely to partake in activities

and commit to school related issues (Sigfusd6ttir, et aI., 2007). Again, study has

shown that malnourished children or children who eat unhealthy diets, for

example, manifest a number of behaviours that can interfere with learning and

academic performance (American School Food Service Association, 1989;

Parker, 1989).

Furthermore, according to CDC (2009) National Youth Risk Behaviour

Survey (YRBS), their findings show a negative association between health-risk

behaviours and academic achievement among high school students after

controlling for sex, race/ethnicity, and grade level. This means that students with

higher grades are less likely to engage in health-risk behaviours than their

classmates with lower grades, and students who do not engage in health-risk

behaviours receive higher grades than their classmates who do engage in health

risk behaviours. These associations do not prove causation, hence, further

research is needed to determine whether low grades lead. to health-risk

behaviours, health-risk behaviours lead to low grades, or some other factors lead

to both of these problems (Gill, 2002; Loveland-Cherry, 2005; Saltz & Elandt,

1989; Sullivan & Wodarski, 2004) hence, academic performance is inclusive in its

association with risky behaviours.
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CDC (2009) further posited that students with higher grades are

significantly less likely to have engaged in behaviours such as current cigarette

use, current alcohol use and being currently sexually active. Also, healthy dietary

patterns and an active lifestyle have been found in a study to play an important

role in academic performance (Taras, 2005; 2005a). Although Taras findings were

backed by more limited evidence, sleep duration and sedentary behaviour should

also be taken into consideration (Johnson, Cohen, Kasen & Brook, 2007; Taras &

Potts-Datema, 2005). Nutrition, physical activity, sleep and sedentarism patterns

should therefore be among the targets of efforts made to improve academic

performance.

. Other studies elsewhere found significant differences between

adolescents' academic performance and parental communication where weak

family bonding increased likelihood of smoking and low academic performance

influenced ones cigarette smoking desires (0' Loughlin, Karp, Koulis, Paradis &

Difranza, 2009; Oetting & Donnermeyer 1998). The interaction between the

individuals in such groups and their environment, mediated through the cognitive

processes (Bandura 1986), may influence their behaviours e.g. smoking initiation,

continuous use or cessation (Turner et aI., 2004).

Age

Age is an essential determinant of behaviour. This is elucidated by Espnes

and Smedslund (200 I) that as adolescents grow older, their knowledge of healthy

nutrition increases, and so would their consumption of healthy food. Blaxter

(1990) then reported curvilinear relationship between many health behaviours and

age, with high incidences of many health risking behaviours such as smoking in

young adults and much lower incidences in children and older adults.
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Studies have shown that age may determine dietary habits, in terms of

younger adolescents eating healthier than older (Ranjit, Evans, Byrd-Williams,

Evans & Hoelscher, 20 I0). Nevertheless, other studies posited that fruit and

vegetable consumption is positively correlated with age (Pearson, Atkin, Biddle,

Gorely & Edwardson, 2009) and that age has no effect on this type of

consumption (Granner et aI., 2004). In otherwise fruit and vegetable consumption

decrease with age, but still, there were other studies that were not able to find any

correlation with age. This means that as adolescents grow older, they experience

increased opportunities to buy their own food outside home and in school, and

they may also spend more time with friends, as well as having more freedom and

taste to places where unhealthy food is more available.

Further, According to Frisher, et al. (2007) age is strongly associated with

prevalence of drug use among young people reflecting a range of factors

including drug availability, peer relationships and reduced parental monitoring

(Pokhrel, Unger, Wagner, Ritt-Olson & Sussman, 2008). There is limited

evidence suggesting that genetic factors account for a significant proportion of the

variance in liability to use cannabis, however this interpretation has been

criticised by other writers. There is a similar level of evidence linking self-esteem

and hedonism to drug use. The available evidence indicates that higher levels of

drug use are strongly associated with young people's reasons for using drugs after

controlling for risk factors (Frisher, et al.).

Furthermore, a study conducted in Norway on adolescent soft drink

consumption among students in primary and lower secondary school found that

SHS students had the highest consumption of soft drink weekly, also compared to

students in JHS (Sere et aI., 2006). Also a similar study on fast food <;onsumption
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found that the frequency of visiting fast food restaurants was higher among

students in JHS and SHS (age 15-18) than students in primary school (age 12-14)

(French et aI., 200 I).

Age has also been found to be a significant predictor alcohol use among

adolescents (Donnermeyer, 1992; Maggs & Schulenberg, 2005; Saltz & Elandt,

1986; Zeigler, Wang, Yoast, Dickinson, McCaffree & Robinowil/. 2005) that the

age of the adolescents have high predictive influence on alcohol consumption

such that the that children who are introduced to alcohol before the age of 6 years

are more than twice as likely to report frequent, heavy or problematic drinking at

age 15 compared to children who were not exposed before the age of 13 years.

The earlier children are exposed to drinking the more likely they lire to engage in

our risky behaviours. However, other researches conducted by (Boyd, McCabe &

Morales, 2005; Rehm, Room, Monteiro, Gmel, Graham & Rehn, 2003; Saunders

& Baily, 1993) found that age has no influence on the predictability of alcohol

consumption among adolescents in college in USA. They concluded that age is

just a modest predictor alcohol usage in the later years.

In another study to find the prevalence of recommended physical activity

levels (RPALs) and examine the correlates of achieving RPALsin rural South

Asian children and analyse its association with anthropometric outcomes, the

study found gender, age, household education and geographical location

significantly predictors of PA among children in South Asia (Shridhar, Millett.

Laverty, Alam, Dias, Williams & Dhillon, 2016).

Gender

Gender is another aspect that has been shown to represent a distinction,

with girls eating healthier than boys. Fruit and vegetable intake is often higher in
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girls (Bere, et aI., 2007), while the fast food and soft drink intake is lower

compared to boys (Bauer et aI., 2008). The gender differences as elucidated by

researchers was due to different taste preferences across genders, in terms of girls

liking the taste of healthy food better than unhealthy food. This has been found in

both studies investigating fruit and vegetable consumption (Bere et aI., 2007) and

fast food consumption (Bauer et aI., 2008).

In another study conducted by Henningsen (20 II) on dietary habits in

adolescence related to socio-demographic factors, physical activity and self

esteem, the boys in the sample had a higher consumption of fast food and soft

drink than girls, and a lower consumption of fruits/vegetables. On the issue of

physical activity level of students, Henningsen (20 II) reported in her study that

gender seemed to be associated with physical activity, in terms of boys being

more physically active than girls. GSHS (2008) also reported that male adolescent

(21.2%) engaged in physical activity than their female (15.6%). Also, a study

conducted by Rudatsikira, Maposa, Mukandavire, Adamson and Siziya (2009) in

Harare, Zimbabwe on prevalence and predictors of illicit drug use among school

going adolescents, they found out that males were more likely to have used

marijuana or glue than females. They further posited that the use of marijuana was

positively associated with cigarette smoking, alcohol drinking and sexual

intercourse among school children in Harare. Gender difference was also reported

in a study by (Waldron, 1988) with females being generally less likely to smoke,

consume large amounts of alcohol, engage in regular exercise, but more likely to

monitor their diet, take vitamins and engage in dental care. A recent secondary

analysis of the 2009 GYTS by Ribeiro Sarmento and Yehadji (2016) concluded

with a reported 51 % current smoking prevalence among in-school adolescents
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(13-15 years). They further concluded that age, gender are significant predictors

of among adolescents in the Timor-Leste in Europe.

Similarly, a recent study conducted by Layade and Adeoye (2014) on

fruits and vegetable consumption among students in Nigeria found sex,

socioeconomic status of students as predictors of fruits and vegetable

consumption among students. The study further posited that male students were

more likely to consume fruits and vegetable than females. Availability of fruits

and vegetables was also statistically found to be significant at I% to determine

fruits and vegetables consumption among respondents. Availability and access to

most of fruits and vegetables depends on their seasons and this determines the

quantity and variety of fruit and vegetables available to students. The finding of

Layade and Adeoye was supported by Mette et al. (2006) and Othman, Abdul,

Karim, Adzhan, Abdul and Osman (2012) that availability and seasonality of

fruits and vegetables increases adolescents' consumption.

Again, research conducted by Kpodo, Mensah and Dzah (2015) on fruits

and vegetable consumption and preferences among Ho Polytechnic students

reported gender differences for the consumption of fruits and vegetables where

females were observed to show more favourable attitudes and greater perceived

behaviour control regarding fruit and vegetable consumption than males. Their

finding supported Emanuel, McCully, Gallagher and Updegraff (2012) research

finding that gender and age were significant determinants of healthy dietary

practices with younger females eating healthier in terms fruits and vegetable

consumption than males. Similarly, other studies have shown that boys tend to

have higher intakes of energy, fat and protein, while girls are more likely to meet

the recommended number of servings of fruits and vegetables (Xie et aI., 2003).
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Again, in a study conducted in Norway on adolescents, Bere et al. (2007) and

Nilsen et al. (2009) found that girls were eating healthier meal than boys. This

was especially remarkable when comparing the prevalence of daily soft drink

consumption, and intake of fruits and vegetables. Two studies one U.S. (Ranjit et

al. 2010, Harnack et al. 1999) and the other in European countries (Vereecken et

al. 2005) also confirmed that girls eat healthier than boys. It is also found that

boys eat significantly more fast food than girls (French et al 200 I). However,

regarding calcium and dairy product intakes, another study found that the intake

decreased with age for both genders, girls in all age groups had been found to be

higher consumers of these products than boys (Larson, Story, Wall & Neumark

Sztainer 2006).

Geographical location

Previous studies have reported inconsistent results regarding the

association between place of residence and adolescent tobacco use behaviour

(Fatoye 2003; Fatoye & Morakinyo 2002; Flisher & Chalton, 200 I; Lutfiyya et al.

2008; Plotnikoff, Bercovitz & Loucaides, 2004; Unger, Shakib, Cruz, Hoffman,

Pitney & Rohrbach, 2003; Volzke at al. 2006). Some studies reported that

adolescents from rural districts were more likely to utilize marijuana than those

from districts sharing boundaries with regional capitals (Flisher & Chalton 200 I;

Aloise-Young, Wayman & Edwards, 2002; Plotnikoff et al. 2004; Doescher,

Jackson, Jerant & Hart, 2006; Lutfiyya et aI.2008). This causal relationship was

not found in other studies (Luk, Farhat, Iannotti & Simon-Morton, 20 I0; Unger et

al. 2003; Shakib et al. 2005) while similar studies found higher probability of

tobacco use among those of urban districts dwellers compared to those of rural

districts (Fatoye & Morakinyo 2002; Fatoye 2003; Volke et al. 2006).
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The incongruities in the findings could be partly due to differences in the

definition of rural/urban and the differences in sample sizes. The mechanism

through ·which a place of residence impacts on substance use is not clearly

understood (Doku, 2012a). Living in urban districts may be more stressful than

living in rural areas and, consequently, urban population may engage in health

compromising behaviours, including smoking as a way of coping (Colby et aI.,

1994). Moreso, adolescents in urban districts are posited to be more likely to be

exposed to marijuana utilization. Also marijuana use is likely to be more socially

acceptable behaviour in urban settings than in rural districts. On the other hand,

higher prevalence among rural folks is likely to be explained by less exposure to

health education on the dangers of tobacco use than those in urban cities. Also, in

tobacco producing countries, the product may be more accessible to rural folks

who are most likely to live in cultivation regions compared to those in urban

districts (Smith, Tingen & Waller, 2005; Doescher et al. 2006).

Another study conducted by Doyle et al. (2012), on the sexual behaviour

of adolescents in sub-Saharan Africa; patterns and trends from national surveys,

the results showed that early sexual debut and childbearing were more common

among the least educated and / or rural females. Reporting of multiple sexual

partnerships was more common among males than among females, but decreases

over time were more common among males. Urban males and females with

higher education, were more likely to report multiple partnerships. Urban youth

and those with higher education also reported more condom use. Other researches

have also postulated that personal parameters (e.g. emotional distress) and

interpersonal parameters (peer influence, family beliefs, family meals, family

practices and geographical environment) are significant factors influencing
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adolescents' health related lifestyle patterns (Baker, Little & Arownell, 2003;

Lazarou, Kalavana & Leda-Matalas, 2008; Van Kooten, De Ridder, Vollebergh &

Van Dorsselaer, 2007).

Nevertheless, Shucksmith, Glendinning and Hendry (1997) showed that

supportive community was related to lower prevalence of alcohol consumption in

adolescents; whereas unsupportive family environment, including extreme

parental control was associated with higher levels of alcohol consumption

(Reboussin, Preisser, Song & Wolfson, 2010). Again, in another study conducted

by Bergier, Bergier and Paprzycki (2014) to discover the level of PA among

Polish adolescents aged 16-18, and the factors which condition this level. They

found gender as highly associated with PA as larger number boys are more likely

to engage in PA than girls. However, they found inconsistency in the place of

residence as not a significant predictor of PA among school adolescents.

Similarly, in a study by Mynarski, Nawrocka, Rozpara and Garbaciak (2012),

they found gender and place of resident as significant predictors PA among high

school students with students in the cities at more risks of physical inactivity.

Furthermore, the report of Currie et al. (2008) for HBSC posited that the

engagement in health behaviours patterned geographical differences hence the

explanation that certain health behaviours depict certain patterns across

geographical locations. This means that health outcomes show the pattern of life,

culture, traditions and weather conditions of the geographical zones of people.

Religion

Religious affiliation of adolescnets has been reported to have causal

relationship with engagement in health related behaviour. In a review of the

literature examining the relationship between religiosity and smoking, 96% of the
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studies repOlted less smoking by more religious participants (Koenig,

McCullough, & Larson, 200 I). This inverse relationship appears to hold true

across different religions and is independent of age (Kendler, Gardner, & Prescott,

1997; Oleckno & Blacconiere, 1991). In addition to being less likely to ever begin

smoking, regular church attendees are more likely to have quit smoking after

developing the habit (Gmur & Tschopp, 1987). Using regression modeling,

KendleI' et al. (1997) also reported that personal religious devotion (importance of

religion, religious seeking/prayer), religious conservatism (literal belief of the

Bible and belief that God rewards and punishes), and institutional conservatism

(religious denomination) were inversely related to cigarette smoking. However,

KendleI' and colleagues did not assess individuals' religious beliefs about smoking

or their perception of their church's position on cigarette smoking. In addition

(Doku et aI., 2013) postulated that religion predict smoking among adolescents

and adults with traditionalist and muslims more likely to smoke than Christians.

In a study on problem drinking behaviour by Cahalan and Room (1972),

they found that protestant religious affiliation and attendance at religious services

were associated with fewer drinking problems. Their results also indicated that

there were few abstainers and a greater percentage of heavy drinkers among

Catholics and liberal protestants compared to conservative protestants. Koenig

(1994) also in his examination of frequency of Bible reading, prayer, church

attendance, time spent watching or listening to religious television/radio,

imp011ance of religion, religious denomination and identification as .born again.,

as they related to alcohol use and dependence. In this study, recent alcohol

problems were significantly less common among frequent Bible readers, those
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who frequently prayed in private, born-again Christians, and frequent church

attendees.

Also, Oleckno and Blacconiere (1991) reported that highly religious

college students were more likely to engage in regular exercise than low religious

students. Also, McTntosh and Spilka (1990) reported that intrinsic religiosity (the

internalization of beliefs and practices that are independent of social pressure or

personal consequences); was inversely related to exercise (Larson & Larson,

1994). By comparison McIntosh and Spilka showed, in the same study, that

intrinsic religiosity was negatively correlated with alcohol use and cigarette

smoking.

The impact of religious affiliation on diet has also not been studied

extensively. However, some religious denominations have various prescriptions

or proscriptions related to ingestive behaviours. For example, a potentially

positive impact of religious denomination on eating habits is evident in Mormons

and Seventh-Day Adventists. Mormons have lower rates of cancer and heart

disease than the general public, which is likely related to the Mormon health code

encouraging consumption of whole grains, fruits, and vegetables (Enstrom, 1989).

Seventh-Day Adventists often avoid meat, eating a diet low in saturated fat and

high in nutrient density (Hunt, Murphy, & Henderson 1988). In addition to the

paucity of data related to church affiliation and eating styles, little is also known

about the association between personal religious beliefs and diet. One study

reported that a positive relationship existed between extrinsic religiosity (socially

motivated) and low-fat dietary intake (Hart, Tinker, Bowen, Satia-About, &

McLerran, 2004).
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Evidence based programmes to enhance Healthy Adolescents' Behaviours

Through environmental engineering, modifications and policies,

governments have succeeded in improving physical activity levels of their

citizenry and these programmes are worth emulating in our part of the world.

Others have been posited to decrease drug use among adokscents. These

programmes and interventions have been practised in some developed and

developing countries with evidence of their successes in delaying or changing

behaviour among adolescents.

Personal and social sl<ills education

According to United Nations Office on Drugs and Crime lUNO[)C]

(2015), personal and social skills education programmes are effective in curbing

drug related issues among adolescents. During these programmes, teachers are

trained to engage school children in interactive activities to give them the

opportunity to learn and practise a range of personal and social skills. These

programmes are classically delivered to all children via a series of structured

sessions. The programmes provide opportunities to learn skills for coping with

difficult situations in daily life in a safe and healthy way. The trained teachers

support the development of general social competencies, including mental and

emotional well-being, and also address social norms and attitudes. These

programmes are designed targeting children who have been exposed to substances

such as cigarette, cannabis and alcohol. According to UNODC (2015, 2016),

supporting the development of personal and social skills in a classroom setting

can prevent later drug use and alcohol abuse. Such programmes also inOuence

substance abuse related risk factors, such as commitment to school, academic

performance, self-esteem and mental well-being, resistance skills and other social
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skills. Moreover, according to UNODC programmes focusing on improving self

control delivered to children at the age of or younger than 10 reduce general

problem behaviours.

School policies and culture

According to WHO (2009) policies and interventions that modify the

physical environment are crucial to making changes to the diet and physical

activity patterns of the population. A total of 23 interventions were summarized,

with three targeting disadvantaged communities and two in low- or middle

income countries were assessed. These categories are policies that change the

composition of staple foods and that have a direct influence on the nutrient intake

of the population. Environmental changes have also been demonstrated in the way

stores and restaurants have used point-of-purchase prompts and messaging to

encourage shoppers to select healthier food. Further, vending machines have been

used to sell healthier snacks and beverages. From a physical activity perspective,

environmental policies that impact on people's mode of transport or that increase

public space for recreational activities, can also provide health benefits.

In evidence based intervention on physical activity promotion in

Columbia, Gomez, Mateus and Cabrera (2004) used an environmental

intervention, targeting the built environment and a multi-targeted approach to

encourage healthier commuting. Results show that women who usually participate

in the programme are 7 times more likely to be physically active. Another result

showed an improvement in public transport, and the prevalence of persons

travelling by car has dropped from 17% to 12% during peak times (Wright &

Montezuma, 2004).

78

University of Cape Coast       https://ir.ucc.edu.gh/xmlui

Digitized by Sam Jonah Library



Also, Bauman and Bull (2007) in their review of reviews undertaken to

identify evidence on the strength of association between environmental factors

and physical activity for both children and adults in 2000 papers from Medline

Cinhal, ERIC, Psychlit and Sportsdiscus databases as well as hand searches of

reference lists and selected key journals. The review showed that key

environmental factors show consistent and statistical association with physical

activity behaviour in adults. The evidence and results across the reviews revealed

reasonably consistent associations between access to physical activity facilities,

convenient and proximate access to destinations, high residential density, land use

and urban 'walkability' scores. There were also reasonably consistent associations

between perceived safety, exercise equipment, pavement ('sidewalks') and

physical activity participation.

In the same vain, Bauman and Bull (2007) reported that most consistent

associations were found in evidence on the environmental correlates of physical

activity in children, 33 primary studies. These correlates were provision of

pavements (,sidewalks'), destinations to walk to, few intersections to cross and

low road traffic hazards. Aspects of the recreation infrastructures were also found

to be strongly associated with increased levels of activity, these included

proximity to, and availability of parks, playgrounds, and recreation areas. Also.

physical activity patterns were also found to be associated with age, sex and

ethnicity.

School policies on substance abuse mandate that substances should not be

used on school premises or during school functions and activities by either

students or staff. Policies also create transparent and non-punitive mechanisms to

address incidents of use transforming them into an educational and health
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promoting opportunities. Furthermore, school policies and school practices may

enhance student participation, positive bonding and commitment to school. These

interventions and policies are universal, but may also include selective

components such as cessation support and referral. Thcy are lypically

implemented jointly with other prevention interventions, such as skills-based

education or supporting parenting skills and parental involvement. According to

UNODC (2015), substance abuse policies in schools may prevent smoking.

Moreover, altering the school environment to increase commitment to school,

student participation, and positive social relationships and discourage negative

behaviours may reduce drug use and other risky behaviours. In colleges and

universities, addressing school policies and culture among older students during

adolescence and adulthood can reduce alcohol abuse. One acceptable randomized

control trial reported findings with regard to this component and reported no

significant reductions in drug and alcohol use.

Mentoring

Regular mentoring 111 the relationships and interactions between

children/adolescents and non-related adults such as teachers, coaches and

community leaders has been found to be linked to reduced rates for substance

abuse and violence UNODC (2015). These programmes match youth, especially

from marginalized circumstances (selective prevention), with adults who commit

to arrange activities and spend some of their free time with the young people on a

regular basis. Mentoring may prevent alcohol and drug use among high risk youth

with results sustained one year after intervention (UNODC).
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Community-based multi-component initiatives

At the community level, mobilization efforts to create pal1nerships, task

forces, coalitions, action groups, etc. bring together different actors in a

community to address substance abuse. Some community partnerships are

spontaneous. However, the existence of community partnerships on a large scale

is normally the product of a special programme providing financial and technical

support to communities to deliver and sustain evidence-based prevention

interventions and policies over time. Community-based initiatives are normally

multi- multi-component, taking place in different settings such as schools,

families and media, enforcement.

Complete streets initiatives

The Michigan Department of Community Health partnered with Healthy

Kids, Healthy Michigan supported urban design that increased access to places to

be physically active by implementing its Complete Streets Initiative. Community

Health's Complete Streets Initiative included statewide efforts to educate and

promote the need for local Complete Streets ordinances. Through legislation, the

Michigan Department of Transportation will consider all legal users of the roads,

from public transportation riders and motorists, to bicyclists and pedestrians when

considering transportation design. This programme shows that with

environmental modifications and provisions of facilities with education and

legislation is essential in building exercise behaviour. Complete streets initiatives

according to CDC (2014) were found to be successful In improving PA

participation of adolescents in USA. This idea in USA is in support of

Government of Ghana National policy for the prevention and control of chronic
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NCDs in Ghana. MOH (20 II) policy document stipulated that the prevention and

control ofNCDs be mainstreamed into regional and district level activities.

In line with the Disease Control Strategic Plan 2010-2014, regional focal

persons will liaise between the Regional Director of Health Services and the

national NCO Control Programme. The policy recognises that favourable sector

wide public policies in areas such as trade, urban planning, transport, agriculture,

education, finance and social services are essential. The policy therefore mandate

and invoke urban planning policy that cities planners should encourage the

provision of safe open spaces such as well-lit recreational and leisure parks,

dedicated bicycle lanes and paved areas for jogging, walking or relaxation. In this

regard, whole-of government approach across all sectors wou Id be adopted.

However, since the emanation of this policies, some road constructions have seen

the provision of bicyCle lanes and pedestrians walkway for physical activity but

majority do not have but provision of these facilities is not sufficient increasing

physical activity level of the communities hence education is key to change

behaviour.

Again (MOH, 20 II) also affirmed the provision and establishment of

wellness programmes and supported in clinics, .communities. schools and

workplaces. But observation showed, it has not taken place yel. This in essence

shows that policy guidelines are not enough but education and provision of

resources aid the success of programmes.

Bike-to-school programme

The programme provides opportunities for community members to safely

ride bikes for transportation. The programme also encourages residents and

adolescents to bike to farmers' markets and schools. The programme bridged
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observational, and biological. They fUliher explain that self-reported methods are

the most common mode for collecting data about adolescent health behaviours are

methods in which young people provide a direct report of their behaviours. Self

report methods include interviews, surveys, diaries, and momentary sampling

methods. Turner, Mermelsten and Flay (1998) further opined that the major

considerations with self - report methods are the sensitivity of specific

information and the level of privacy associated with a given method, because

adolescents ' perceptions of privacy can dramatically affect their reporting of

sensitive, stigmatized, and illicit behaviours. However, for sensitive issues to be

investigated, interviews may pose a privacy threat to respondents who may

underestimate or den)' certain sensitive behaviours because of fear of

embarrassment or disclosure, hence self-reported questionnaire is appropriate for

sensitive topics. But respondents may be reluctant to disclose sensitive behaviours

if they are not assured that their responses will be held in confidence by the

interviewer.

Furthermore, Ralph et a!. (2009) posited that surveys self - reported

assessments of behaviour over some retrospective time period (such as the past

three months) are a mainstay of research on adolescent health behaviour. In group

situations, surveys are perhaps the most economical self - report method.

Compared to interviews, self - report surveys provide a more private and less

threatening means of reporting sensitive behaviours such as sexual activity,

violence, and drug use (Turner et aI., 1998). To Ralph et al. the most common

form of self - report surveys is the paper - and - pencil questionnaire with forced 

choice response items. Adolescents' ability to read and comprehend questions is
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critical to the effectiveness of self - administered paper _ and - pencil

questionnaires (SAQs).

Ralph et al. have posited some limitations of self-reported method of

questionnaire that SAQs are problematic with groups who have limited literacy,

including those for whom English may be a second language. In addition to

problems related to correct administration, problems with data quality can arise

with SAQs. Certain types of questions (such as questions about sexual orientation

or sexual abuse and or drug use or smoking) are often associated with high rates

of refusing to answer. In addition, youth may answer every question, but their

answers may be logically inconsistent. Again, survey methods. which rely on

retrospective self - reports, have limitations related to accurate measurement of

adolescent health behaviours. The accuracy of self - reports may be compromised

in part, because some health - related behaviours are difficult to recall. Asking

adolescents to recall behaviours over longer versus shorter periods of time and

asking them to recall the frequency of commonly occurring behaviours increases

the inaccuracy of their reports. Questions about age of initiation of health risk

behaviours (such as alcohol and tobacco use or sex) tend to elicit inaccurate

responses, which is partly a function of forgetting over time (Brener, Billy &

Grady, 2003). With some behaviours, the accuracy of adolescents' self - reports

may also be compromised by situational factors. Certain health - related

behaviours are so sensitive that respondents may elect not to rerort them on a

survey. In addition, adolescents may purposely underreport or over report certain

behaviours on surveys because they believe engaging in these behaviours is either

socially undesirable or desirable (Brener, et aI., 2003).
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According to Ralph et al. (2009), another way of measuring health related

behaviours of adolescents is through daily diaries. Daily diaries are an

unobtrusive method for obtaining data on behaviours for which more distal recall

may prove problematic. Specific behaviours or mood states that occur frequently

may be difficult to recollect at a later date when numerous occasions of similar

events have occurred in the interval between the event of interest and the

assessment. It may also be challenging to remember specifics of an infrequent

behaviour if much time has elapsed since the behaviour occurred. With interviews

or surveys, cognitive errors such as forgetting, minimizing, exaggerating, or

averaging behaviours introduce recall bias into reporting. These errors are

reduced with daily diaries because no more than twenty - four hours will have

passed since the most recent behaviour event. Because the time interval between

reports is short, daily diaries are better able to assess event - specific details than

interviews or surveys, which require recall over longer time periods and collect

aggregate information on behaviours (Fortenberry, Cecil, & Zimet, 1997). To

Ralph et aI., diaries have some strengths; format gives the impression of privacy

and is therefore well suited for reporting on sensitive behaviours. Because diaries

are completed in a respondent's natural environment, there may be fewer

problems with reactivity bias than with data collected in research settings. Some

adolescents prefer diaries to interviews or surveys (McLaws, Oldenburg, Ross &

Cooper 1990; Shrier, Shih & Hacker & Moor 2005). Repeated assessments of

behaviours through daily diary repolts permit within - person analyses of

associations with behaviours. For example, an eight - week daily diary study

examining drinking and sexual intercourse among 112 youth found no within 

person differences in the proportion of times condoms were used when drinking
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occurred before sex compared to when it did not (Morrison et aI., 2003).

Although, diaries have some strength, it has some limitations. As with self - report

methods, youth may exaggerate or minimize certain behaviours. Keeping daily

diaries requires effort and may involve recording sensitive information, as a

result, diary study participants may self - select and not represent a population of

interest.

The other method of measuring health behaviours among adolescents is

observation. According to Ralph et al. (2009), observations can provide extensive

information that may be more. accurate than self - report, they may be time 

consuming, expensive, and inappropriate for certain behaviours such as drug use

or sexual behaviour. Despite these drawbacks, researchers still use observational

methods to collect interesting data, particularly in areas of health behaviour where

self - report is limited. Intervention studies focused on changing health behaviours

often employ observations to assess fidelity to interventions (Dilorio, 2005).

Various types of behaviours have been observed systematically, including

conversations and interactions (Fredman, Chambless, & Steketee, 2004;

Underwood, 2005), body movement and physical activity (Sirard & Pate, 200 I),

and facial expressions and responses. Observation can be used to document

emotions such as aggression and empathy; quality and tone of verbal statements;

and personal space between respondents. For the selected behaviour, observers

identify and code the presence or absence of the behaviour, its frequency and/or

its intensity.

Furthermore, Ralph et al. (2009) has also postulated biological methods.

Biological measures consist of a variety of physical measures used to assess

health behaviours and its related outcomes and are often deemed the golden
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standard in validation t d' fs u les 0 self - report measures because they are

considered more ob,; t' d I . .Jec Ive an ess susceptible to. bIas than other types of

measures. For instance, a teenager may deny tobacco use on a survey, but a serum

cotinine test may show evidence of recent use. Blood tests have been used to

assess diabetes and other chronic disease management behaviours; blood, urine,

and saliva biomarkers have been used to assess alcohol, tobacco, and other

substance use; doubly labelled water techniques have been used to validate self 

reports of food intake and physical activity; mechanical and electronic devices

including accelerometers and heart rate monitors have been used to validate

reports of physical activity; heart rate monitors and salivary cortisol levels have

been used to assess adolescents' response to stress; biomarkers for pregnancy and

sexually transmitted diseases including HIV have been used to corroborate self -

reports of sexual behaviour and contraceptive use. Reviews by Brener, et al.

(2003), Cone (1997), Kohl, Fulton, and Casperson (2000), and McPherson,·

Hoelscher, Alexander, Scanlon and Serdula (2000) provide detailed descriptions

of strengths and limitations of using biomarkers to assess various adolescent

health behaviours.

Nevertheless, because there is no perfect measure of health behaviour,

optimal measurement may involve a combination of approaches to address the

weaknesses of a single approach. Hence, using a combination of self - report and

accelerometry to measure physical activity allows an investigator to understand

both specific types of activities performed and total energy expenditure. Self-

report measures are the most efficient, feasible, and commonly used mode for

collecting data about adolescents' health behaviours. Research on measurement of

adolescent health risk behaviours by Brener et al. (2003) concludes that
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adolescents' self-reports related to various domains of health hehaviour s are

affected by both cognitive and situational factors. However, these factors do not

threaten the validity of self-reports within each behaviour domain equally.

Furthermore, domains of behaviour differ in the extent to which they can be

validated by biological measures. Researchers and programme evaluators should

familiarize themselves with particular threats to obtaining reliahle and accurate

measures of adolescent behaviours of particular interest and design measurement

approaches that minimize these threats as much as possible.

According to Kristjansson, Sigfusd6ttir and Allegrante (2008), in order to

estimate the level of academic achievement in relation to health related behaviour,

respondents were asked to self-report their average grades in the core academic

subjects of JHS in Ghana, which are Mathematics, English, Social Studies and

Integrated Science. These subjects are the so-called unitary suhjects that every

student in the 9th grades in Ghana must complete satisfactorily in order to

complete JHS and enter into secondary school. The grade range in Ghana in these

subjects are 1-9 with which academic performance was assessed through the

response rate of Mostly grade 1-3, Mostly grade 4-5, Mostly grade 6-8 and

Mostly grade 9.

However, Martinez-G6mez et al. (2012) in their study of gender-specific

influence of health behaviours on academic performance in Spanish adolescents,

proposed that a 5-point ordinal scale of grade [A, B, C, D, E] with the minimum

pass grade being D and failure being E be used to assess the academic

performance of adolescents on health related behaviour. Although, this mode of

measurement is prudent, this study would make use of the grading system of 1-9.

Nevertheless, Doku (2012b) in his study asked students recall their academic
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performance in the last d f . . .en 0 term examinatIOn In the categones of above

average (excellent, very good), average (good), and below average (average,

poor). Qualitatively, students would be able to recall their school performance in

terms of excellent, very good, good, average and poor, hence this research

adopted Doku's way of assessing academic performance of students.

Theories of Health Behaviours

Theories are sets of interrelated concepts, definitions, and propositions

that explain or predict events or situations by specifying relations among variables

(Ralph et aI., 2009). Theoretical models fundamentally guide both the current and

future understanding of health behaviours, as well as providing direction for this

research and intervention development. As a metaphor, each model or theory

provides a different road map of the health behaviour territory. Hence, theories

and models of health behaviours which explain adolescents' development and

behaviour formation and their predisposal factors are viewed. This was done with

inspiration from the propositions of Cummings, Becker and Maile (1980) that

theories which integrate ideas from other competing theories provide more

explanatory power. Weinstein (1993) also outlines that theoretical predictions are

critical in understanding health behaviours.

Social cognitive theory

Social cognitive theory (SCT), the cognitive formulation of social learning

theory was articulated by Bandura (1977) that human behaviour is influenced by

personal and environmental predispositions. He explained that human behaviour

was best described in terms of a three-ways, dynamic, reciprocal model in which

personal factors, environmental influences, and behaviour continually interact.

This means that humans or adolescents behaviours are influenced by changing
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systems at personal en . I' ., vlronmenta and social levels. SCT synthesizes concepts

and processes from cognitive, behaviouristic, and emotional models of behaviour

change Th b' . f. e aSlC premise 0 SCT is that people learn not only through their own

experiences, but also by observing the actions of others and the results of those

actions. This means that social and environmental influences and modelling have

a high precursor of eliciting behaviour therefore healthy guidance is essential

during adolescence. Some elements of behaviour modification based on SCT

constructs are self-control, reinforcement, and self-efficacy including goal-setting,

self-monitoring and behavioural contracting. Goal-setting and self-monitoring

seem to be particularly useful components of effective interventions. Self-

efficacy, or a person's confidence in his or her ability to take action and to persist

in that action despite obstacles or challenges, is especially important for

influencing health behaviour change efforts. seT construct also have a key

element; reciprocal determinism which means that a person can be both an agent

for change and a responder to change. Thus, changes in the environment, for

instance presence of role models or mentors, modifications and reinforcements

can be used to promote healthier behaviour.

Kohlberg's theory of moral development

Alienation and imitation of foreign cultures among the youth of today

deprived the youth of respect of social norms. The theory of moral development

espoused that children must obey rules of their society, act fairly, treat friends

kindly, tell the truth and respect their elders" (Damon, 2004, p. 12). This moral

development unfolds in stages and is heavily reliant on the aggregate of familial,

community, and social exposures to standards of right and wrong. Furthermore,

according to Damon, from a study of children's moral development, he indicates
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that moral identity is the k . ., .ey source of moral commItment throughout lIfe and It IS

fostered by multiple soc' I . tl '. .la In uences that gUIde a child In the same general

direction. Children must hear the message enough for it to stick. This explains

that in the practice of healthy behaviours, children need to be exposed to these

behaviours so as it becomes part and parcel of their life. Hence, the intensification

of school health education programmes to instil healthy behaviours in the

adolescents should form part of the total education of the child as well school

parental collaboration.

Kohlberg's theory of moral development (Colby, Kohlberg, Gibbs &

Lieberman, 1987; Colby, Kohlberg, Gibbs & Lieberman, 1983, Colby, Linsky &

Straus, 1994) describes six stages of moral development, grouped into three

levels.

Pre-conventional: Rooted in a self-centered perspective, individuals at this stage

follow rules to avoid punishment. This level is applicable to the majority of

children younger than nine years, many adolescents, and adult criminals. The

presence of punishment in terms of performance of certain risky behaviour such

as smoking and drug will prevent the adolescent from indulging in unhealthy

behaviours.

Conventional: As children mature into adolescence, moral thinking tends to be

guided by interpersonal relationships and social roles. Others' perspectives are

taken into account, and moral actions are affected by social role expectations and

the need to be seen as "a good person." Cognitive development such as abstract

thinking, taking others' perspectives and feeling concern over how one is viewed

by peers) is necessary but not sufficient for progression to the conventional level.

Most adolescents and adults remain in the conventional level of moral maturity.
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Post-conventional· Tile . 't f . .. mmon y 0 people who progress to the more pnnclple-

based post-conventional level do so after the age of20 years.

Theory of reasoned action/planned behaviour

The theory of reasoned action (TRA) is a theory widely use in behavioural

prediction which represents a social-psychological approach to understanding and

predicting the determinants of health-behaviour (Ajzen & Fishbein, 1980;

Montano, Kasprzyk & Taplin, 1997). The TRA states that the intention to perform

a particular behaviour is strongly related to the actual performance of that

behaviour. Two basic assumptions that underlie the TRA are: behaviour is under

volitional control, and people are rational beings. According to the propositions of

the TRA, humans behave i.n a certain way because they choose to do so and use a

rational decision-making process in choosing and planning our actions. This

means that knowledge of health consequences of a behaviour and willingness

determines a person's behaviour. To shield away from early sex, alcohol drinking

and drug use is about ones willingness in making those decisions and these

decisions are influenced by knowledge. According to Fishbein, Bandura, Triandis,

Kanfer, Becker and Middlestadt (1991), the TRA was designed to predict

behaviour from intention, and proposes quasi-mathematical relationships between

beliefs, attitudes, intentions, and behaviour. For TRA, intentions to perform a

behaviour is determined by attitudes towards the behaviour and subjective norms.

Attitudes towards the behaviour refer to people's positive or negative evaluation

of their performing the behaviour (e.g. engaging in physical activity or eating

fruits and vegetables regularly would be wise/foolish'). Subjective norms refer to

people's perceptions of approval or disapproval from significant others for

performing the behaviour in which most people who are important to me think
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that I should shield aw ti .ay rom smokmg, sexual intercourse, and go for regular

physical activity.

A modified version of TRA includes the addition of perceived control

over the behaviour referred to as the Theory of Planned Behaviour (TPB).

Predicting behaviour is the ultimate goal of the TRA. According to the TRA,

behavioural intention is influenced by three major variables: subjective norms,

attitudes, and self-efficacy. Subjective norms involve an individual's perception of

what significant others believe about his or her ability to perform the behaviour.

The theory of planned behaviour. postulates an additional determinant of

intentions: perceived behavioural control. Perceived behavioural control refers to

people's appraisals of their abil ity to perform a behaviour such as delay of sexual

intercourse would be easy/difficult) and is closely related to Bandura's (1977,

1986) concept of self-efficacy. The more positive people's attitudes and subjective

norms are regarding the behaviour and the greater their perceived behavioural

control, the more likely it is that people will intend to perform the behaviour.

Theory of Planned Behaviour (TPB) according to Ajzen (2011) is

designed to predict human behaviour. It is one of the models which is widely

adopted in predicting physical activity behaviour (Brickell, Chatzisarantis &

Pretty, 2006; Chatzisarantis, Hagger, Biddle & Karageorghis, 2002). A number of

studies reported that TPB model had a high validity in predicting physical activity

intention and behaviour (Armitage & Conner, 2001; Hausenblas, Carron & Mack,

1997). TPB is a model generated from the TRA (Ajzen, 201 I) which assumes that

the specific behaviour is determined by intention to perform it (Fishbein & Ajzen,

2010). The model extended the TRA by supplementing the perceived behavioural

control (PEC) because TRA experiences difficulty in explaining behaviours in
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which a person does not h I' .ave vo Itlonal control over it. Basically, there are three

antecedents of behaviou' I . t' . . .la 111 entlOn, which are attitude, subjective norm and

PBC.

Behavioural intention measures an individual's willingness to perform a

desired behaviour. Based on the rationale ofTPB model, behavioural intention is

a proximal predictor of behaviour (Ajzen, 2011). The higher behavioural intention

is towards a specific behaviour, the more likely is that the person engaged in that

behaviour. Attitude measures the salient behavioural beliefs. It is the function of

an individual who perceived the likelihood of outcome due to performing a

behaviour and individual's evaluation of that outcome (Conner & Sparks, 2005).

Fishbein and Ajzen (2010) suggested that attitude could be classified into

affective such as unpleasant/pleasant and instrumental elements; harm full

beneficial. Subjective norm measures the effect of social influence exerted on

individuals. It is the perception that individuals perceived the pressure whether

they perform or not a specific behaviour (Ajzen, 2011).

Some studies suggested that subjective norm In predicting physical

activity, healthy diet and healthy sexual activity was a rather weak predictor.

Subjective norm was less significant in predicting physical activity in adults.

However, teenagers were more subject to significant others such as peer and

parents (Godin & Shephard, 1986). PBC measures 'people's perception of the

ease and difficulty of performing the behaviour of interest' (Ajzen, 2011, p.

1 J 16).The extent that individuals could successfully transform their behavioural

intention into actual behaviour greatly depends on their volitional control over

I b I · Becallse of the higher control on behaviour, the intention ont lat e laVIOlll..' .
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performing behaviour would be higher (Fishbein & Ajzen (20 I0). Measures of

PBC reflected an individual's control over a specific behaviour.

Several studies revealed that the factor of past behaviour played a

significant role in prediction of future behaviour (Amireault Godin Vohl &, ,

Perusse, 2008). Past behaviour and future behaviour were closely related. The

addition of past behaviour could significantly enhance the prediction of variance

in future behaviour (Bandura, 1991). Hagger et al. suggested that the addition of

past behaviour would influence attitude, subjective norm, PBC and behaviour

significantly (Hagger, Chatzisarantis & Biddle, 2002). In addition, there is an

attenuation effect on attitude to behavioural intention, and on behavioural

intention to behaviour. One study suggested that routine physical activity in a

consistent environment would develop into habits (Ouellette & Wood, 1998). The

habits strength would be stronger with increasing frequency of past behaviour.

Strong habit strength would attenuate behaviour-intention relationship (Bruijn &

Rhodes, 2011).

Although TPB is widely used over the world, the application for

predicting physical activity behaviour among teenagers in Ghana is not common.

As the behavioural intention and behaviour are affected by age, gender, cultural,

ethical and educational factors (Ajzen, 2011), the factors relating to attitude,

subjective norm and PBC may be different in predicting physical activity

behaviour in Ghana.

Attitudes social influence self-efficacy model

The attitudes social influence self-efficacy (ASE) model has its origins in

the TRA (Fishbein and Ajzen, 1975) and Bandura's SCT (Bandura, 1976), and is

closely related to the TPB (Ajzen, 1991). ASE behaviour model is said to predict
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various health related behaviours. It states that ASE detenninants (advantages,

disadvantages, social acceptance, social norms, modelling, perceived pressure and

self-efficacy) directly influence behavioural intenLion. External factors (country,

ethnicity and gender) indirectly influence intention by influencing ASE

determinants (Amooti-Kaguna & Nuwaha, 2000).

There are three main psycho-social factors which have been identified that

predict behavioural intention: attitudes, social influences and self-efficacy.

According to the ASE model, future health related behaviour is a function of

current behavioural intention. Current behaviour on the other hand is determined, , .

by past behavioural intention (Markham, Aveyard, Hywel, Charlton, Lopez & De

Vries, 2004). Further behavioural intention regarding behaviour in the future

according to Markham et al. is solely determined by three types of psychosocial

mediating factors: attitudes, social influences and self-efticacy. Altitudes refer to

expected outcomes of taking up the behaviour, subdivided into advantages and

disadvantages of smoking, having sex, eating unhealthy diets and engaging in PA.

Social acceptance is a distinct subgroup of advantages and focuses on the

perceived ability of smoking to facilitate social interactions. Social influences are

comprised of social norms, modelling and perceived pressure. Social norms are

pal1icipants' perceived expectations of important others regarding the uptake of

smoking by the participant. Modelling refers to perceived prevalence of smoking

among influential people. For instance, perceived pressure is experienced of direct

pressure to smoke. Thus, social influences may be direct (social norms, perceived

pressure) or indirect (modelling). Self-efficacy is a person's beliefs in her/his

ability to behave in the way that she/he wishes to behave in respect of smoking,

physical activity, healthy eating and engaging in healthy sexual behaviour. The
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components of the psychosocial mediating factors are known as the ASE

determinants. In total, then, there are seven ASE determinants that directly

influence behavioural intention regarding future behaviour: advantages,

disadvantages, social acceptance, social norms, modelling, perceived pressure and

self-efficacy. The ASE model postulates that other variables, such as country of

residence, socioeconomic and demographic characteristics, are external to the

theoretical model.

These external factors only influence the seven types of ASE

determinants, and, consequently, have an indirect rather than a direct influence on

adolescent smoking intention and, thus, future behaviour. Amooti-Kaguna and

Nuwaha (2000) maintain that these external factors only serve to characterize

individuals and may therefore be classified as descriptive variables. The

descriptive variables are, consequently, distinguishable from the ASE

determinants.

Biopsychosocial model

A variety of factors, including biological, psychological, and

environmental, have been found to be associated with adolescent risk - taking

behaviours. However, many theories of risk taking behaviour are unidimensional

and focus predominantly on one domain of factors whether biological,

psychological, or environmental as they affect risk taking. To provide a more

comprehensive framework for examining the range of factors thought to influence

the likelihood of adolescents engaging in risk taking behaviour, a theory or model

must simultaneously take into account the roles of biology, psychosocial

influences, and the environment, hence, biopsychosocial model (Ralph et aI.,

2009). According to Working Group of the NIH Advisory Committee (2004)
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basic behavioural and social sciences have prioritized the need for a better

understanding of the int t' b" .erac Ion among IOlogy, environment, and behaviour and

emphasizes the utility of such an approach for advancing understanding of

behaviour, particularly behaviours which place one at risk.

Biopsychosocial model postulates that individual behaviour has influences

that focus on broader and multiple factors such as biology, psychosocial and

environmental that may influence behaviour. Research has shown that familial

nature of health risk behaviours has led some to speculate about the role of

genetic predispositions in risk taking behaviours. Evidence from family studies

demonstrates that risk taking behaviours tend to cluster within families. Many

studies have demonstrated that children of alcoholics are more likely than

children of non-alcoholics to abuse alcohol (Adger, 1991: Marlatt, Baer,

Donovan, & Kivlahan, 1988). A comparative adoption studies have indicated that

the association is more than the product of shared environment or learned

behaviours, as children of alcoholic biological parents show a greater

predisposition toward alcohol abuse even when raised by non-alcoholic adoptive

parents (Cloninger, 1987). This means that genetics playa key role in behaviour

formation. For instance, in terms of alcohol use, genetic studies support the AI

allele of the D2 dopamine receptor gene (DRD2) as a risk marker for alcoholism

and substance use disorders. According to Conner Noble, Berman, Ozkaragoz,

Ritchie, Antolin and Sheen (2005) hormonal presence and changes have been

postulated to playa role in the onset of adolescent risk taking hehaviour. both

directly and indirectly, through their role in pubertal development. This was

evidence in Udry, Billy, Morris, Groff and Raj (1985) proposition that the rise in

testosterone levels during adolescence was related to male coital debut. However,
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female coital initiation wid .
as re ate to social controls and pubertal development

(Udry, Talbert, & Morris 1986) AI d' . so, a olescents who appear physically mature

may be more apt to engage' "d I" b .m aut ehavlOurs such as smoking, drinking, and

sexual intercourse (Brook G 1988 . .s- unn, ). This early onset of risky behaviours

could be the product of " . Iassoclatmg Wit 1 an older peer group in which these

behaviours may be more normative. Research indicates that carly maturing

females are more likely to initiate sexual intercourse at younger ages (Phinney,

Jensen, Olsen, & Cundick, 1990). Younger age at sexual debut is associated with

less consistent contraception and. increased numbers of lifetil11l: sex partners,

resulting in an increased risk for pregnancy and STOs (Kaestle, Halpern, Miller,

& Ford, 2005; Ford et aI., 2005; Manning, Longmore, & Giordano. 2000).

Furthermore, from a developmental neuroscience perspective, the slow

maturation of the cognitive control system in the brain, which regulates impulse

control, makes adolescence a time of heightened vulnerability lor risk taking

behaviour (Steinberg, 2004). According to Steinberg (2007), adolescent risk

taking is the product of both logical reasoning and psychosocial factors. Logical

reasoning abilities are m()stly fully developed by the age of IS years, but

psychosocial capacities (impulse control, emotion regulation, delay of

gratification, and resistance to peer inOuence) that facilitate decision making and

moderate risk taking are guided by the cognitive - control systems in the brain,

which continues to malure well inlo young adulthood (Steinberg, 2004; 2007).

The cognitive control syslem, which consists of outer regions of the brain such as

the lateral prefrontal and parietal cortices and portions of the anterior cingulated

cortex, is involved in executive function tasks like planning, thinking ahead,

. I t 01 and self - regulation (Giedd, 2008). Laboratory - based researchImpu se con r ,
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by Gardner and Steinberg (2005) found that the presence of peers more than

doubled the number of r',sks tee t k' 'd d"/ d ' dnagel'S 00 111 a VI eo nVll1g game an II1crease

risk taking by 500/. . II d .'
o 111 co ege stu ents, but had no effect among adults.

Moreover, biological models are expanded to include environmental

variables and the combined effects of biological (hormonal) and environmental

(social) factors explain more of the variation in problem behaviours (smoking

cigarettes or marijuana, drinking alcohol, becoming physical inactive, eating

unhealthy diet or having sex) than either of these factors alone.

Nevertheless, environmental and social aspects of biops)'chosocial model

could be called ecological. Ecological models of health behaviour also focus on

individual influences as well as on social and environmental factors that may

facilitate or inhibit individual behaviour (Sallis & Owen, 1997). Ecological

models posit that multiple levels of influence determine individual behaviour

(Spence & Lee, 2003). In an effort to classify the multiple levels of intervening

influences within, between, and external to individuals that can change human

development, Bronfenbrenner (1977) differentiated the external influences into

levels of settings with the most proximal selling being the micros)'stem

(influences close to the child) and the most distal setting to the individual being

the macrosystem (influences far away from the child but decisions can indirectly

influence the behaviour of the child). Levels of influence and intervention in

ecological models can be broadly divided into intra-individual (person) and extra

individual (environment) (Spence & Lee, 2003; Ralph et a!.. 2009), lntra-

individual influences might include individual attributes, beliefs, attitudes, and

behaviours, while extra-individual influences might include environmental

topography, social and cultural context and policies. For example, change at an
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intra-individual level of influence might include improving attitudes toward

physical activity shield' fJ ., mg rom unprotected sex, smokmg, alcohol and drug use

thereby increasing the probability of the occurrence of health enhancing

behaviour. Change at an extra-individual level of influence might include

providing safe spaces to do physical activity, education on drug use, provision of

policies could also increase the probability that physical activity. healthy eating

and abstinence from sex also might occur. Working within an ecological model

requires that measurement and assessment take place at more than one of these

levels.

Several researches have. expatiated on ecological models of health

behaviour, as well as numbers of typologies of ecological variables have been

identified (Cohen, Scribner & Farley, 2000; McLeroy, Bibeau, Steckler & Glanz,

1988; Ralph et aI., 2009; Richard, Potvin, Kishchuk, Prlic & Green, 1996;

Stokols, 1996). However, until recently, little discussion existed on how

ecological models could apply specifically to physical activity (Dzewaltowski,

1997; Gauvin, Levesque, & Richard, 2001; Owen, Leslie, Salmon, &

Fotheringham, 2000; Sallis, Bauman, & Pratt, 1998; Welk. 1999). One

challenging issue for employing ecological models to the study of physical

activity and dietary practices is the definition of a theoretical and conceptual

framework to study the putative relationships between extra-individual causal

mechanisms and behaviour (Sallis et aI., 1998). Further, of the ecological models

that have either been applied (Gauvin et aI., 200 I) or developed in the physical

activity domain, little consideration has been given to the role that biological

factors may play in determining behaviour.
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Theoretical underpinnings of ecological models

A growing body of rhetoric and research argues that there may be synergy

between individuals and environments that may exert influence on individuals

beyond individual characteristics (Susser & Susser, 1996). EC0logical models

posit that this synergy is born out of a good "fit" between the individual and

environment (Kelly, 1990). A good fit refers to a matching of intra-individual

attributes with environmental (extra-individual) attributes that produces positive

human health behaviour beyond the summation of the intra- plus extra-individual

environment. Similarly, a poor individual environment fit is a mismatch between

individuals and environments that leads to poor health and disease. A good

individual environment fit can be improved by enhancing either side. the

individual or the environment. In the case of a poor fit, ecological models posit

that it is more efficient to enhance environment rather than change individuals,

because enhancing one environment can have implications for many individuals

(Spence & Lee, 2003).

Because improvements in the individual environment fit can be achieved

from changes at either the intra-individual or extra-individual level, there are

multiple levels of influence and points of intervention. Ecological models have

been described as typologies of individual, social, and environmental features

(Sallis & Owen, 1997), reflecting and building upon the work of Bronfenbrenner

(1977). Others have depicted aggregate, contagion, environmental and structural

features (Blakely & Woodward, 2000) that operationalize extra-individual

influences in terms of strategies of measurement and methods of impact on human

health. Others classify ecological influences in terms of resource availability,
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physical structures soc' I t, la s ructures and cultural and media messages (Cohen et

al.,2000).

Regardless of which typology is employed, ecological models posit that

constituents (intra- and extra-individual) are interdependent (Kelly. 1990) and can

exert direct effects on each other. If a change is made at one level of influence, all

other levels may be affected. For example, a national public health campaign to

promote physical activity, alcohol non-use, safe sex, and or adolescent healthy

behaviour could stimulate a municipality to build a park in a low-SES

neighbourhood, pedestrian walk way, ban alcohol advertisement and public

smoking which, in turn, may encourage the local residents to be more active and

living a healthy life. The increase in resident activity might give feed back to the

municipal leaders via community empowerment, spawning more community

resources.

Since all levels of.ecological models are interdependent, it follows that

available resources cycle among the levels of influence have the ability to

influence the other levels (Kelly, 1990).The interdependence of levels in the

ecological system provides health promoters with novel points of intervention

(Gauvin et aI., 200 I; Richard et aI., 1996; Stokols, 1996). Interventions made at

either intra- or extra-individual points will have implications for all other parts of

the system. Therefore, extra-individual (Le., environment change) interventions

could influence the individual behaviour of all members of that environment.

Because persons are interdependent with their environments, l:xtra-individual

influences can directly constrain some behaviours and facilitate others. Barker

(1968) proposed that behaviours occur in consistent patterns of regularly

encountered environments that are called behaviour settings. In behaviourist
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terms, the behaviour setting h . '" .represents t e discrImInate stimulus (SkInner, 1954)

that elicits predictable 11 b I . . .uman e 1aVlOur. The "behavIOur" of the envIronment that

mandates specific human behaviour is independent from the people in the

environment in the sense that settings (environments) themselves generate forces

necessary for their own maintenance and survival. However, individuals have the

capacity to change their environments, leading back to the interdependence of

intra-and extra-individual levels.

The group with the more favourable conditions is likely to dominate in

terms of power and influence and may show more favourable health behaviours,

For instance, despite individual demographic characteristics (e.g., age, gender,

social class, income) merely residing in a more affluent neighbourhood will likely

increase individual physical activity (Ecob & Macintyre, 2000, Gauvin, Richard,

Potvin, Craig, Spence, Quinney & Dassa, 200 I; Yen & Kaplan. 1998) and

decrease smoking (Diez-Roux et a!., 1997). These studies show that something

about the neighbourhood of residence influences individual behaviour beyond

individual demographic characteristics. Sampson, Raudenbush and Earls (1997)

noted that social and organizational characteristics of neighbourhoods are

associated with variations in individual behaviour that are not explained by

individual characteristics alone. Perhaps extra-individual environments (e.g.,

neighbourhoods) generate common values and qualities that influence residents

beyond individual characteristics (Sampson et a!., 1997).

A critical implication of the temporal nature of ecological influences is

that environmental effects may be subtle and only observable after years of

exposure, while at the same time, effects may be dramatic, resulting in rapid

behaviour changes (e.g., smoking bans and reductions in smoking rates).
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Understanding the phys'( " .
lca actrvlty choices of contemporary humans, then there

should not be ignorance of I ' . ,c langmg cultural and environmental forces (Frankish,

Milligan & Reid 1998' T I . ., , ,re oar et aI., 1999), The corruptmg Influences of

modernization and urbanisation have significant influence on physical activity

and fitness, early sexual intercourse of adolescents, alcohol use and smoking

behaviours (Spence & Lee, 2003). As a result of acculturation (e.g., introduction

of vehicles, televisions, computers and video games) most adolescents are

experiencing dramatic decreases in physical fitness (Rode & Shephard, 1994) as

well as generational shifts in preferences from traditional cooperative games and

activities to more competitive pursuits (Glassford, 1976).

The model acknowledges the role of advocacy or coalition groups such as

public health, sport and fitness industry and, agencies such as park and recreation

departments, schools, media, medical, policies, and environments (supportive

settings, facilities, and programmes). However, because of its macro focus, this

model does not suggest how the home environment may influence physical

activity behaviour. Moreover, it implies that environmental and policy

interventions only have direct effects on physical activity, and it avoids discussion

of interpretation of these influences on the part of the individual. Lastly, Sallis et

al. (1998) have given little consideration to how cultural factors should be

included in macro-level interventions.

Based upon ecological systems theory (Bronfenbrenner, 1989), Wachs

(1992) have outlined a model for understanding the role of the environment in

children's development. In this model, environmental factors are categorized in a

hierarchical, multilevel, and multidimensional fashion. This model describes a

dynamic system that operates across space and time. At the most proximal level
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of the model is the microsystem. Th'
IS is the immediate setting within which

individuals interact It ca . f .
. n consist 0 both social; verbal support) and physical; the

presence of a safe playground characteristics. Examples of microsystems are

workplaces schools homes and k h' h h h" . '1' , , par s w IC t e c Ild mteracts with on dal y

basis. It is likely that more th' .,an one mlcrosystem plays a role m understandmg the

health behaviour constructs understudy.

Encompassing the microsystem is the mesosystem, in which two or more

microsystems may interact to exert influence on physical activity. sexual, dietary

practices, drug and alcohol use behaviour. The most important features at this and

all subsequent levels are the "linkages and processes" occurring between settings.

Thus, it is not just the presence of positive facets (e.g., walking trail) in the setting

but also the quality of the interaction that takes place within and between settings.

For instance, a child's physical activity level may be influenced by both the verbal

support received in the home microenvironment and the physical and social

microenvironments at school.

Other microsystems, external to the individual, also exert influence on

behaviour. Exosystem dimensions are composed of the linkages and processes

between two or more microsystems, at least one of which does not include the

physically active/inactive person. An example of an exosystem dimension is the

relationship between a parent's workplace (e.g., existence of a health promotion

programmes) and a child's physical activity and health promotion in school. The

fourth, and most distal, level consists of macrosystem dimensions.

The macrosystem encompasses the micro, meso, and exosystems with

. I e ence to the developmentally instigated belief systems, resources,partlcu ar reler

I
'e 1 opportunity structures, life course options and patterns ofhazards, Ilesty es, .
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social interchange that are emb dd .
e ed In each of these systems (Bronfenbrenner,

1989). The finding that childhood SES .
- IS strongly related to suhsequent adult

participation in physical activity (Lynch, Kaplan, & Salonen, 1997) could be

construed as an example of .
a macrosystem dImension. Other constructs of the

model are physical ecolog l'y, pressure lor macrosystem change, and higher level

mediators. Physical ecolog ( I'Y e.g., c Imate, topology) and pressure for

macrosystem change are thought to influence behaviour through the macrosystem.

Wachs (1992) does not explain what the "higher level mediators" are in his model

but it could be assumed that they are the individual dispositions of the developing

person. Therefore, the environment in the model influences behaviour indirectly

through these higher level mediators.

Nature of the structural model of the environment

The distal the levels in the factors are from the individual, the greater the

influence over. behaviour. Therefore, upstream interventions (Orieans, 2000) that

target population-level changes In behaviour incorporate macrosystem

dimensions, whereas downstream interventions target the mesosystem or

microsystem levels. Distal processes can modify the pattern or relationships

between environment and individual behaviour occurring at levels that are more

proximal (Spence & Lee, 2003). For example, the provision of quality physical

education and school health education programme in the school (mesosystem

influence) can strengthen or reduce the effect of parental support for a child's

participation in physical activity and exhibition of other health behaviours at

home (microsystem).

Because of the bidirectional nature of the model, processes at the more

. I I I f tI e environment can influence distal levels. Wachs (1999)
proxIma eve so. 1
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'--

Figure 1: Bioecological Conceptual Framework

This framework postulates that behaviour formation is influenced by

multiple factors. The model postulates that child's development occurs within the

context of the four systems ofrelationships that fonn his or her environment. The

model defines complex "layers" of environmental interactions where each has an

effect on a cruld's development. The child's genetic makeup is a primary

environment fueling her development and serves as mediating factors for

behaviour formulation. The interaction between factors in the child's maturing

biology, rus immediate family/community environment, and the societal
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landscape fuels and policies t h'seers IS devel ' ,opment. Changes or conflict JI1 any

one layer will ripple throughout oth
er layers. The extent of positive and negative

interaction in the systems (environ .
ments) wdl lead to health enhancing or health

comprising behaviours.

Summary of the Literature Review

Adolescence is a key period ~ tl d . "or le a option of health behavIours relatJllg

to substance use, sex, diet, physical activity and alcohol usage, The period is

characterised by heightened physical growth and rapid changes in height, weight,

body shape, and genital development leading to expe~imentation of life in the

environment. The adolescent decision to smoke cigarette, engage in physical

activity or eat fruit and vegetables, have sexual intercourse, drink alchol or use

cannabis is dependent on the environmental conditions thus nature nurture, The

review indicated 17% prevalence of cannabis use among school going adolescents

in Ghana. Also, Ghana's current cigarette smoking prevalence reported in

literature is 12.5%. Alcohol drinking prevalence among school going adolescents

reported in literature is 39.3%. The review also indicated that physical activity

levels and dietary practices of school adolescents are always around SO% of the

population. The review showed that adolescent's health behaviours are influenced

by multiple factors. Some of these factors are proximal and distal to the

individuals and are critical in influencing behaviour. The extent of the

adolescents' interactions with these factors and the strength of protective and

d
" l-': d termine whether child's behaviour would be healthy or healthme latll1g Jactors e

liS ted that school and family related
compromising. The review also

II s policies are effective ways of shaping adolescents'
programmes as we a
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longitudinal studies are needed in determining causal relationship of the variables

in relation to health related behaviours. Also, national prevalence of the health

related behaviours is silent in literature' hence there is the need for national, ,

studies to set up data base.
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CHAPTER THREE

RESEARCH METHODS

The purpose of this study was
to determine the prevalence of health-

related behaviours among school . .
gOing adolescents m the Central Region of

Ghana, and explore factors infl .
uencmg these behaviours. This chapter discussed

methods employed in the condu t f Ic 0 tle study. The chapter was organised around

the following areas' research d . I .. eSlgn, popu atlOn, sample and sampling procedure,

instrument, data collection procedure and data analysis.

Research Design

Quantitative cross-sectional design was employed in this study. The

choice of this design was influenced by the purpose of the study as to provide

information by. describing the current health related behaviours and their

determinants characteristics of adolescents in basic schools in the Central Region

of Ghana. The choice of the design was guided by the assertion of Ogah's (2013)

that cross-sectional descriptive design is used to obtain information which is a

picture or snapshot of the current status of phenomena. In this case, the

phenomenon under study was the prevalence of health related behaviours of

school going adolescents in the Central Region of Ghana and socio-demographic

factors that determined these behaviours among the school going adolescents.

Descriptive design as quantitative research has undergirding philosophy that

phenomena have an independent existence which can be discovered via research,

and this knowledge from positivists' perspective exists independently out there,

and should be discovered using objective process (Ogah, 2013). Besides, the

choice of quantitative design was inspired by the philosophical assumptions

'b d b C 11en Manion and Morrison (2007) that events or behaviours have
prescn e yo,
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causes (determinants factors) d
an that bella .VlOurs are determined by other

circumstances; and science pr d
ocee s on the belief that these causal links can

eventually be uncovered and und
erstood, that the events are explicable in terms of

their antecedents.

In addition, Creswell (2009) and Cohen et al. (2007) proposed that to

explain relationships and alt I . .
empt to exp am causes that mfluence outcome,

quantitative research method is appropriate and assist to formulate laws, thus

yielding a basis for prediction and generalization. Creswell and Cohen further

explained that quantitative research produces verifiable knowledge via direct

experience and observation. In addition, Cohen described quantitative research

methodology as value neutral, thus the knowledge generated is value neutral.

Furthermore, knowledge by quantitative research is tentative; hypotheses are not

proved but simply not rejected (Creswell, 2009). The scientific paradigm seeks

predictions and generalizations, thus, methods often generate quantitative data.

Examples include standardized tests, closed ended questionnaires and descriptions

of phenomena using standardized observation tools (Pring, 2000). Analysis

involves descriptive and inferential statistics. Inferential statistics allows sample

results to be generalized to populations.

Moreover, strength wise, quantitative cross-sectional design is less

expensive and produces findings more quickly, hence, data is less likely to suffer

from control effects and the researcher is more likely to secure the cooperation of

d 'one off basis (Cohen et aI., 2007). It also enables researchersrespon ents on a '

. 'f I octions of people in particular groups or states using largeto (dentl y t le prop

. I which also enable inferential statistics to be used such as
representative samp es

b
within the sample. The design also enhances charts

to compare su groupS
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aggregated patterns and also us fi I ti '
e u or chartmg population-wide features at one or

more single points in time,

Despite these strengths, "
quantitative cross-sectional study is a less

effective method for the researcher who I'S
concerned to identify individual

variations in growth or to est bl' hI' ,a IS causa relationships between variahles. AIso.

sampling in the cross-sect'lonal t d' I' . ,s u Y IS comp Icated because different subjects are

involved at each age level and may not be comparable, Nevertheless, cross

sectional studies require attention to be given to sampling to ensure that the

information on which the sample was based is comprehensive (Lietz & Keeves,

1997), Further, there is the risk of some potential participants declining to take

part, thereby weakening the sample, or some respondents may not answer specific

questions wittingly or unwittingly, or probably give incorrect answers,

Measurement error may also occur if the instrument is faulty, for example,

choosing inappropriate metrics or scales, However, steps had been taken to guard

against these weaknesses through explanation of the purpose of the research to the

respondents and the use of multi-stage sampling procedures,

Population

The target population consisted of all students in the basic schools in the

Central Region of Ghana, However, the accessible population consisted of all

school going adolescents in the JHS within the age of 10-15 years. The choice of

I was warranted by the discussion of HBSC (2012) as being
t lese age groupS

, f 't' al periods of adolescent development. The children at this
representatIve 0 cn IC

, d between 10-15 years and per this study are classified into
level of educatIOn age

O II 12-13 and 14-15 years (HBSC, 2012), It is estimated that a
three groupS; I -, '

8 d ts formed basic school population across the countr\' at
total of 7,465,20 stu en .
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the end of2014/2015 academic year, ofwhich 1,452,585 students are found in the

JHS across the country (MOE, 2014). Out of this, a total of 383, 924 students

were fmUld in 20 districts in the Central Region of Ghana, comprising 112,952

students in 1,127 Junior High Schools in the Central Region of Ghana. From this,

a sample was selected for the study. These groups of students are enrolled in

schools that have been established by the government of Ghana and private

individuals with the aim of changing and shaping behaviour.
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Abura Asebu

assemblies. These districts are TW'ti A' M
1 0- tl okwa, Twifo Heman Lower Denkyira,

Upper Denkyira East, Upper Denkyira West, Assin North and Assin South

districts. Others are Agona Ea t A
s, gona West, Ajumako Enyan Essiam, Asikuma

adoben Brakwa, Gomoa East, Gomoa West and Ekumfi district. The rest are

Komenda Edina Eguafo Abrem Cape C t t ,., oas me ropo IS,

Kwamankese, Mfantsiman, Efutu, Awutu Senya, Awutu Senya East districts.

Each of these districts has basic schools under it.

Basic education in Ghana lasts for 11 years (GES, 2014). Basic education

curriculum is Free and Compulsory Universal Basic Education FCUBE (Age 4-

15). Basic education is defined as the minimum period of schooling needed to

ensure that children acquire basic literacy, numeracy and problem solving skills as

well as skills for creativity and healthy living. It is divided into Kindergarten,

Primary and Junior High School (JHS), which ends with the Basic Education

Certificate Examination [BECE] (GES, 2014).

According to GES (2014), Ghana's basic education system is structured in

three major areas:

Kindergarten: Lasts for 2 years (Age 4-6). Their programme is divided in 6 core

areas: Language and Literacy (Language Development), Creative Activities

(Drawing and Writing), Mathematics (Number Work), Environmental Studies,

M d D a (Music and Dance) and Physical Development (Physicalovement an ram '

Education [PED

. I' L t for 6 years (Age 6-11). This level is divided into two;Pnmary schoo. as s

. d primary. In the upper primary, the students are taught
lower pnmary an upper

. L age [fante] and Ghanaian culture, ICT, Mathematics,
English, Ghanaian angu
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Integrated Science, RME, and PE T' .
. here IS no certificate of completion at the end

of primary school.

Junior Secondary S I I
c 100: Lasts for 3 years (Age 12-15). The Junior High

School whose d
pro ucts are expected to obtain Basic Education Certificate

(BECE), which COvers the following subjects: English Language, Ghanaian

Language and Culture, Social Studies, Integrated Science, Mathematics, Basic

Design and Technology, rCT, French (optional) and RME with the exception of

PE.

Students at this level of education go to school as early as 7:00 o'clock in the

morning and return home around 2:00 o'clock in the afternoon. Through

interaction with the school environment, peers and teachers, all kinds of

behaviours are formed. This means that the school is pro position of promoting

the health of these children (GES, 2014). Also the age category of these students

makes them more vulnerable to all kinds of health problems such as decisions on

reproductive health, drug and alcohol use, physical activity and nutrition (Doku,

Raisamo & Wiium, 2012; Fishbein & Ajzen, 2010; Micklesfield, et aI., 2014).

They also depend on their teachers, parents and peers for physical, psychological,

nutritional, social and emotional health needs. Appropriate facilities and

programmes in the schools and communities can facilitate healthy health

behaviours among them.

Sampling Procedure

A sample size of 1,400 participants was used for the study. The sample

. b . d s'lng Cohen 'G' power with effect size of 040, confidence levelsize was 0 tame u

of 95% and confidence interval of .05. The Cohen 'G' power yielded a non-

t r sample size of 395 which is representative enough for
centrality parame e
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generalisation of the results (C h
o en et a!., 2007). The sample size was also

supported by Ogah's (2013) ,assertion that in d . , ., con uctmg a study m a populatIOn

of over 100,000, a sample size of 383 .
was appropnate for generalizability of the

results. However the sam Ie siz .
, p e was mcreased to 1,400 participants in order to

enhance practicability of th I .e t leoretlCal sample size. This was done to make

provision for unanswered or no t b'I'. n-re urna 1 Ity of some of the questionnaires. This

was also based on the propos'f fC I I ..,I IOn 0 0 len t lat when the sample sIze IS larger, It

increases the generalizability of the results.

In order to have access to the participants, multistage stratified random

sampling procedure was used to select participants for the study.

Stage one; cluster sampling was used to put the districts into three

geographical zones (southern, central and northern zones). The choice of this

method was because of the variables under consideration which might differ in

terms of geographical location. The choice of cluster sampling was in support of

Ogah's (2013) prescription that when the population is dispersed over a wide

geographical area, cluster sampling is used to subdivide the population into

mutually exclusive groups. This would make groups to be well defined so as to

maintain the homogeneity of the population. And it is the researcher's goal to

establish clusters that are representative of the population as a whole, although in

practice this may be difficult to achieve,

The northern zone consists of six districts (Twifo-Ati Mokwa, Twifo

Heman Lower Denkyira, Upper Denkyira East, Upper Denkyira West, Assin

North and Assin South). The central zone has seven districts (Agona East, Agona

W A
· k E yan Essiam Asikuma Odoben Brakwa, Gomoa East, Gomoa

est, Juma 0 n '

d EI fi district) The southern zone consists of seven districts
West an <Urn I .
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(Komenda Edina Eguafo Ab C
rem, ape Coast, Abura Asebu Kwamankese,

Mfantsiman, Efutu Awutu Sen A .
, ya, wutu Senya East)

At the second stage pur' .
, pOslve sampling procedure was,used to select two

districts from each of the . N
zones, orthern zone (Twifo Hema Lower Denkyira

[867 students] in 42 Junior High Schools (JHS) and Assin North [8,314 students]

in 78 public JHS, Southern zone; (Efutu [3,407 students] in 18 JHS and Cape

Coast [6,529 students] in 60 JHS) and Central zone (Gomoa West [6,968] in 62

JHS and Ajumako Enyan Essiam [6,943] in 78 JHS), The choice of purposive

sampling technique was influenced by the decision to make judgements about

typicality of behaviours that could be different and on the basis of heterogeneity

of the districts. This according to Ogah (2013) was done not only for selection of

participants, but also to take care of population setting, incidents, events and

activities for data collection.

At the third stage, proportionate simple random sampling was used to

select 10% of schools from each of the two districts selected from each of the

zones. The 10% of schools was influenced by Ogah (2013) assertion that selecting

10-15% sample size from the population is enough for generalization. The

proportionate sampling yielded Northern zone (12 schools) [400 participants],

Central zone (14 schools) [500 participants] and Southern zone (8 schools) [500

" t ] Tl' was done in order to have a proportionate representative of allpartlClpan s, liS

h I d t 'e chance to each school to be selected. In the fourth stage,sc 00 s an 0 glv

. I' technique was used to select proportionately 10% (40)
convenient samp mg

, hit 15 students from each class from each of the 34 schools,
students WIt at eas

, t t' n of boys and girls, This summed up to a sample size of
with equal represen a 10

. ftl accessible population 33, 028 students.
1400 students out 0 1e
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Data Collection Instrument

Questionnaire was used fI
or the study. The GSHS (2012) questionnaire

was adapted and modified to suit h .
t e context of tillS study. GSHS questionnaire

contained 84 items posted on un" .
intentIOnal and Intentional iniuries tobacco use"' ,

alcohol and other drug use h' h . k ., Ig ns sexual behaViours, dietary behaviours and

physical activity among adole t H . .seen s. owever, the modification reduced the items

to 42.

According to lullig et al. (2006), the GSHS is systematic epidemiologic

surveillance system prepared by WHO in collaboration with United Nation (UN),

UNESCO, UNAID; and with technical assistance from CDC for the purpose of

monitoring youth risk behaviours. It focuses on risk behaviours that develop

during youth and will. result in mortality, morbidity, complications and

behavioural problems in youth and adulthood. These behaviours include tobacco

use, alcohol and other drug use, high risk sexual behaviours that lead to HIV

infection, other sexually transmitted infections (STls) and unintended

pregnancies, dietary behaviours and physical activity. Questions relating to

dietary practices, exercising behaviour, alcohol and drug use behaviours, and

sexual behaviours were modified (See Appendix A).

Validity and reliability of the instrument

The drafted questionnaire was given to colleague PhD students to proof

read the items and make suggestions on the face, content and construct validity as

well as the grammatical constructions of the items. After their correction, the

. . given to my supervisors to check on the face, content and the
questIOnnaire was

construct validity. They worked on technical accuracy, instructions, and

f tl 'tems In order to ensure readability of the questionnaire, the
arrangement 0 1e 1 •
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questionnaire was given to fi JHIve Ss stud t . Den s m uakor and Apewosika to read

through the items and indicate read "
abilIty and understandability of the instrument

since these students share similar ch "
aractenstlcs of students from urban and rural

settings. Students' comments wer Ie.
. e a so lactored mto the questionnaire to make it

readable for the population Th ... e purpose of valIdity was to improve the construct

and content validity as well as II' "remove a ambigUities and poor constructions

from the questions and also m k tl . ., a e le Items appropnate for the students to answer

(Ogah,2013).

Although, the instrument had established reliability of Kuder and

Richardson Formula 20 (KR20) coefficient of .96 (Kuder & Richardson, 1937),

the reliability of the current instrument was also determined. This was done

through a pre-testing of the instrument on 100 students conveniently selected

from two basic schools in KEEA Municipality. The KR 20 coefficient was used to

indicate the internal consistency of the instrument. The choice of KR20 was

influenced by the assumption of Kuder and Richardson, that the appropriate

reliability coefficient to use to detemline homogeneity of a norminal scale

questionnaire items is KR20 coefficient. The pretested instrument yielded a

reliability coefficient of 0.80. However, the main work yielded a reliability

coefficient of 0.84. According to Kuder and Richardson, KR20 values range from

o to I. A high value indicates reliability; while too high a value (in excess of .90)

indicates a homogeneous test.

Data Collection Procedures

An introductory letter was obtained from the Head of Department, Health,

. I Ed t' and Recreation (HPER), UCC to Institutional Review BoardPhyslca • uca Ion

h
' I I arance The ethical clearance was obtained from UCC IRB(lRB) for et Ica c e, .
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[UCCIRB/CES/2016/04] (Appendix B . . . .
). The choice of obtaInIng ethical clearance

was influenced by the prescri r
p Ion of Ogah (2013) that in order not to violate the

right of human subjects there 's I .
, J t le need for ethics committee to certify that a

research, research instrument add .
nata collection processes are acceptable and

respect the right of subiects H h .
J • ence, t e ethIcal clearance and the introductory

letter obtained from UCC and the Department of HPER were used to obtain

permission for entrance into the districts and schools from the regional GES

office.

For ethical consideration of the participants, the purpose and benefits of

the research to the participants was explained and they were assured of anonymity

and asked them to sign the informed consent form although they were mature

minors. This ethical consideration was informed by the proposition of Santelli's

(1997) document on human subjects and parental permission in adolescent health

research that parental permission can be waived off when conducting research on

sensitive issues on active mature minors. This waiver, he posited helped in

obtaining real information from the participants because parental and teacher

involvements in these research can affect the truthfulness and participants'

participation. Similarly, WHO Scientific and Ethical Review Group propounded

that there are no clear ethical justifications for excluding from research adolescent

subjects below the age of legal majority (WHO, 2015). WHO further expounded

that if there are reproductive health problems that are restricted to, or occur in

adolescents which cannot be solved with existing knowledge, there is an ethical

duty of beneficence and justice to conduct appropriate research to address these

I where adolescents are sexually active, investigatorproblems. In suc 1 cases

commit no legal offence in undertaking research that promises a favourable
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benefit-risk ratio. However I
, w 1ere the law specifically denies decision-making

authority to mature or com et t .
P en adolescents below a given age, that provision

must be respected. WHO further .
explamed that capacity to consent is related to

the nature and complexity of tl .
1e research, If adolescents are mature enough to

understand the purpose of the d .propose study and the mvolvement requested, then

they are mature enough to consent.

Having been informed by WHO (2015) and Santelli (1997) proportions on

ethical issues, Four research assistants (RAs) from vee and six district physical

education coordinators were employed to assist in the data collection. The RAs

were trained to visit the schools in the selected districts, explained the purpose of

the study and aided in the distributions and collections of questionnaire. Data

collection took place during school hours and the participants (students) were

captured as captive audience in their classrooms after obtaining permission from

the headmaster. To promote anonymity of the respondents, boxes were placed in

front of the classrooms for the students to deposit their answered questionnaire.

The data collection in the selected districts lasted for six weeks.

Data Processing and Analysis

The questionnaires. were coded and data entered into SPSS Version 16.

After coding, data was screened visually and statistically to ascertain the accuracy

of data collected and also to deal with missing or incomplete data, assess extreme

I tl ' s and also to assess the adequacy of the fit between the data andva ues or ou ler

I
. f tl1e specific procedures. Having, screened the data of missingt 1e assumptIOns 0

d tl 11 analysed research question by research question, and also
values, ata was 1e

tested the hypotheses.
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Research question 1
Was analysed using simple frequencies and

percentages to report on fre
quency of the adolescents' involvement in the health

related behaviours To dete' h
. rmme t e prevalence of health compromising

behaviours and health enhanci b h .
ng e aVlOurs among the adolescents in the JHS in

the Central Region of Ghana fi, requency and percentage counts were employed to

explain the prevalence of health related behaviours of students in the JHS. The

choice of these statistical tools was to report on the proportions of health

compromising behaviour and health enhancing behaviour among the school going

adolescents in the JHS in the Central Region.

The independent variables considered in this study were gender, age,

socio-economic status, religion, parental communication, geographical locations

and academic performance. Gender was measured on nominal scale and

categorised into two dichotomy of boys and girls. For this study, gender was

coded as boys (1) and girls (0). Besides gender, age was measured on continuous

or interval scale, but for easy analysis of the data set, age was categorised into

two; 12-13 and 14-15 years respectively, The categorisation of age transformed

the scale measurement from interval to nominal scale and was coded as 12-13 (0)

and 14-15 years (I). Nevertheless, occupations of the parents of the participants

were measured on nominal, but categorised as high and low socio-economic

status. This was done by categorising parental occupations from civil servants to

menial jobs into high (l) and low socio-economic status (0). Also, parental

. t'on was measured quantitatively in the interval scale of very easy,
commul1lca J

d
'ffi It and very difficult. However, parental communication was

easy, I ICU

categorised as easy and difficulty and was coded as difficult (0) and easy (1)

" . al scale Again academic performance of participants was also
puttmg It on nomm ' ,
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coded below average (0), avera e 1
g ( ), and above average (2). This was to enable

easy analysis of the data sets S· 'I .
. Iml arly, geographical locations of the participants

which was considered as one of th
e factors that could influence health related

behaviours among the school .
gomg adolescents was categorised into southern,

middle and northern zones Th t . ,
. e ca egorlsatlOn set the data as dichotomous and on

nominal scale for which urban was coded as southern (0), middle (I) and northern

zones (2). Finally adolescents' I" ftil" , , ,, re IglOUS a I latlOn was cateoorlsed as Christian
l:>

(0), Moslems (I) and others (2).

Furthermore, the dependent variables (health related behaviours) were all

measured on nominal scale and were dichotomous in nature. Health related

behaviours of sexual intercourse, alcohol, cigarette smoking and drug use were

measured on the nominal scale of YES/NO. This made the response of Yes

indicating the presence of the behaviour, and NO as absence of the behaviour in

issues relating to sexual, smoking, alcohol and drug use. For easy analysis of the

data set, Yes and No were coded as (I) and (0) respectively indicating dichotomy

of the dependent variables. However, physical activity and dietary practices were

measured quantitatively. The number of times school going adolescents eat fruits

and vegetables were categorised into healthy and unhealthy dietary practices.

Similarly, number of days school going adolescents exercise at least 60 minutes,

were categorised in dichotomous variables of physically active (I) and physically

inactive (0)

Research question 2 tried to find which socio-demographic variables

I
· d 1 relationships of the dependent variables. In order to answerexp ame causa

I t· two six hypotheses were formulated and guided the work. Theresearc 1 ques Ion ,

I t ted against significance value of 0.0 to aid in whether to reject
hypot leses were es
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or fail to reject null hypothesis Th . .
. e Cntenon for rejecting the null hypothesis was

pegged at p = .05. According t S
o chuler, if the null hypothesis is true, the

computed X2 statistic should b I
e c ose to zero, because the squared difference

between what is actually observ d .
e In each cell, observed frequency (jo), and what

is theoretically expected d ",expecte lrequency (je), should be very small. If HO is

false, then there are differen . I .ces In t 1e populatIOn proportions and the computed X2

statistic is expected to be la LI h' .,rge. r owever, w at constitutes a large difference In a

cell is relative. The same actual difference between fo and fe from a cell with a

small number of expected frequencies contributes more to the X2 test statistic than

a cell with a large number of expected frequencies. This assumption was used for

the hypotheses.

Logistic regression analysis was used for multivariate analysis to

determine causal relationship between the socio-demographic factors and each of

the key health related behaviours. Hypothesis 1-6 sought to find out which socio-

demographic variables predict health related behaviours among school going

adolescents in the Central Region. Logistic regression does 1101 make any

assumptions for normality, linearity, and homogeneity of variance for the

independent variables, but rather prefer the dependent variable to be dichotomous

and the independent variable to be metric and dichotomous. Again, logistic

regression tries to find the probability value between 0 and 1, data was coded as

I . ce the data met these criteria, logistic regression was used to determinesuc 1. Sin ,

which socio-demographic factors (age, geographical locations, gender, religion,

. . arental communication and academic performance) predict
SOClo-economIC, P

health related behaviours (alcohol drinking, cigarette smoking, cannabis usage,

I
. t rse behaviour and dietary practices). This choice of logistic

PA, sexua In ercou
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regression was influenced by the 1'0 "
P pOSItions of Ofori and Dampson (2011) and

Schuyler (2008), that findin cau '.
g sal relationshIps among variables with one

variable being the dependent . bl (
vana e outcome or response) that is binary or

dichotomous In nature while
other(s) is/are the independent

(predictor/explanatory) variables wll'lch are either continuous or categorical In

nature, the appropriate tool fi I' h .. .or ana YSIS t at help to explam relatIOnship or

prediction logistic regression. Based on the propositions of Ofori and Dampson,

and Schuyler, binary logistic regression was deemed appropriate for testing

hypotheses 1-6. The results of the binary logistic regression were presented in

tables indicating cross tabulations, Beta (P), Wald statistics, Alpha value (p-

value), Odds Ratio (OR) and Confidence Interval (Cl). The use of the logistic

regression test statistics of Beta, Wald, p-value, OR and Cl were influenced by the

propositions of Ofori and Dampson (20 II) that to report on the logistic regression

analysis, the test statistics to report are Beta, Wald, p-value, OR and CI. Reporting

these test statistics was also confirmed by Nicol and Pexman (200) assertion lhat

Beta, Wald, OR, Sig value and Cl are appropriate logistic regression test statistic

to use when predicting group memberships and explaining causal relationships.

Logistic regression test statistic of Beta (P) was used to report on the

percentage contribution of each independent variable to the health related

behaviour. Besides, Wald statistics which represent the total Chi Square value

was also used to report on the data, The higher or greater the Wald value is, the

, 'fi t tl lplla value Also Odds (Exp(B) ratio was used to report on howslgm Ican le a "

, likely the factors or independent variables influenced themany tImes more ,

. bl Finally in order to determine whether the factors predictdependent vana es, ,

d b I . Irs the Nagelkerke R-square (R
2
), an adjusled version Cox

health relate e laVIOl ,
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& Snell R-square was used because according to Ofori and Dampson (2011) and

Schuyler (2008), Nagelkerke R-square adjust the scale of statistic to cover the full

range from 0-1 (which is a limitation of Cox & Snell's R-square). Nagelkerke R

square value of the model in the propositions of Ofori and Dampson and Schuler.

would suggest the percentage predictions of the IVs to the dependent variables
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CHAPTER FOUR

RESULTS AND DISCUSSION

The purpose of this study was to determl'ne
the prevalence of health

related behaviours among school . .
gOing adolescents In the Central Region of

Ghana and explore factors intlue' h
nClng t ese behaviours. This chapter presents the

results in the form of frequenc . . . .
y, proportions and lOgIstIC regression test statistics.

The chapter also utilise t bl ds a es an charts to represent the data as well as the

utilisation of previous literature to discuss the findings and make inferences. The

results are presented according to research questions as well as reporting on the

hypotheses formulated. The analysis was based on 94% (N = 1311) of completed

questionnaires.

Research Question 1: What is the Prevalence of Health Related Behaviours

among School Going Adolescents in the Central Region?

This question sought to find out the prevalence of health related

behaviours among school going adolescents in the Central Region. To find

answers to this question, a series of questions were posed on six key health related

behaviours, and the responses aggregated into proportions. The responses of the

participants are presented in Figures 3-8.

Figure 3 depicts an overall cigarette smoking prevalence of 9.2% (n =

120) among school going adolescents. This outcome indicated a lifetime cigarette

smoking prevalence among school going adolescents in the Central Region. Out

of the respondents that smoked, 62% (n = 74) started smoking at the .JHS while

38% (n = 46) initiated smoking behaviour at primary school level. This result

meant that the level of education at which most respondents' started smoking was

I
· I 01 Age of first smoking occurred predominantly at age II yearst 1e pnmary sc 10 .
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with the majority 590' (
/0 n =: 71) of . .. .

smokers mlt:Iatmg smoking at 14years.
Furthennore, the result indicated that th ..

e maJonty of participants 63% (n = 75)
who ever smoked received th fir .
.. e st cIgarette stick from a friend and 38% (n = 45)

pIcked cIgarette pieces fro th
m e ground. Again, out of those who ever smoked,

53% (n = 64) are still smoking.

II Smoked -Never Smoked

Figure 3: Prevalence of smoking among school going adolescents
Source: Field survey 2016

The prevalence of<)O,i, Jifetime cigarette smoking in this study is similar to

previous findings (Doku, 2012a; GSHS, 2012). They also fOlmd overall cigarette

smoking prevalence of 9.1% among JHS students aged 13-17years in Ghana. The

possible reason for the similarities in the findings could be attributable to the

similarities in the behavioural characteristies of the adolescents. A similar

prevalence of 10% was fOlmd in the Ashanti Region (Owusu et al., 2009).

However, cigarette smoking prevalence found in the Central Region among

school going adolescents could be described as low compared to 13% and 17%

prevalence reported among adolescents for Ghana and Africa, respectively
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(WHO, 2013). Similarly, Hadii et I 20
a . ( 12) reported 12% of smoking prevalence

among school adolescents in Gh
ana. Furthermore, the smoking prevalence could

be described as low compared t .
o Afnca's smoking prevalence of 13% among

school adolescents as reported by
Peltzer (2009a) in six African countries

including Ghana. The possible re "
ason lor the low prevalence of cigarette smoking

in the region could be due to H d" I .
a 11 et a . explanatIOn that Ghana is a country with

the lowest adult tobacco s k' . 1
. mo 109 10 t le world. The age of onset of smoking

behaviour found in this study fell within the findings of earlier studies (Assabil,

20 I0; Doku et aI., 2011; HBSC, 2012; Ralph et al., 2009). Assabil found 11.5 as

the mean age for smoking initiation in Ashanti Region.. Doku el al. and HBSC

reported that smoking. starts early and picks up at age 14-15 years. The possible

reason for early smoking initiation could be that communities where these

adolescents are living are conducive for early smoking.

The influence of friends was also found to be a key contributing factor to

cigarette smoking among school adolescents in the Central Region. The finding

was consistent with previous research findings (Cofie, 20 I0; Frisher, et al., 2007;

Sarmento & Yehadji, 2016). They postulated that having close friends who smoke

can be a significant factor to influence smoking initiation among adolescents. The

possible reason could be that at this stage of development, adolescents tend to

listen more to friends than their parents. Amooti-Kaguna and Nuwaha (2000) and

Markham et al. (2004) posited that social acceptance, social norms, modelling,

and perceived pressure influence adolescents behaviour. Also. having friends

smoking and adults sending young ones to buy cigarette could be responsible for

higher acceptability of smoking among minors, and may influence their initiation

f k· C dt'nated public health measures for the region are needed so as too smo mg. 001'
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tackle this canker at the very
onset before it escalates to epidemic stage where its

control would be mOre re
source consuming and the health consequences

devastating. This should includ .
e eVidence based health interventions to identify

and assist student smokers to uit G
q . overnment should also task the law enforcers

like Food and Drug Authorit M" .y, Inlstnes of Health and Education to implement

the Act to regulate and cont I th . I' .ro e clrcu atlon of cigarettes across the systems to

young ones. Reducing children's access to cigarette will be an effective strategy

to lower smoking prevalence and consumption among under age people in the

region. In addition, the number of under aged school adolescents' who ~ver

smoked in the Central Region posts a great public health challenge to the health of

the youth in the region as well as their education and the region's future (Doku,

20 12a), hence, the need for school health strategies.

Again, the study also sought to find out the prevalence of alcohol drinking

among school going adolescents in the Central Region of Ghana. Participants'

responses are represented in Figure 4. The result revealed an overall alcohol

consumption prevalence of 42.3% (n = 554) among school going adolescents in

the region. Furthermore, the result also showed that adolescents who had taken

alcohol, 54% (n = 297) has been drunk once, 9% (n = 53) has been drunk twice

and 10% (n = 55) had been drunk several times. This outcome means that in

totality there is a high prevalence of drunkenness (73%, n = 405) among school

adolescents in the region. In addition, the finding showed that 24% (n = 132) of

alcohol consumption happens at the lower primary school, 28% (n = 154) at the

. nd the maJ'ority at the JHS 48% (n = 268). The outcome meantupper primary a

that alcohol drinking increases with the students' level of education. Similarly. the

I
. d" d th t tile maJ" ority of the pmticipants 45% (n = 247) who had takenresu t 111 (cate a

132

University of Cape Coast       https://ir.ucc.edu.gh/xmlui

Digitized by Sam Jonah Library



alcohol were exposed to 1 ha co 01 by iii d 0_ en s, 37 Yo (n= 205) by parents and 18% (n

- 102) by elders in the commWlity Tl fi .. Ie nding meant that the influence of other

people is critical in the drinkin' .g behavlo ....ur trntlatlon among school going

adolescents in the region Al. so, the result showed that the key reasons for the

onset of alcohol drink"mg are taking alcohol as medicine (48%, n = 268),

community festival (20% n - 10 ., - 9), pleasmg friends (20%, n =108) and 12% (n =

69) wanted to be stronger.

• Drinking Alcohol • Not Drinking

Figure 4: Prevalence of alcohol use among school going adolescents

Source: Field survey 2016

A further question was asked to fmd out how school going adolescents

perceived alcohol consumption among their peers. Majority 56% (n = 738)

perceived that none of their peers had been drinking alcohol, however, 44 % (n =

573) perceived that some of their friends consumed alcohol. This outcome also

confirmed the prevalence of drinking behaviour among school adolescents as

reported earlier.

133

University of Cape Coast       https://ir.ucc.edu.gh/xmlui

Digitized by Sam Jonah Library



A lifetime alcohol prevalence f 0
o 42 Yo was found among school going

adolescents in the Central Re ' , .
glon. The find 109 IS consistent with Assabil's (2010)

findings of 42% alcohol usa e a
g mong school adolescents aged 12-17 years in the

Bosomtwi and Atwima Kwanwo D' '. .
ma Istncts 10 the Ashantl Region. A similar

finding of39% was reported b D k I 'you et a . (20 II) 10 their research among school

going adolescents aged 12-18 y ti h " .ears rom tree regIOns 10 Ghana. The possIble

reason for this similar"ty 'In tl fi d' Id b ..le 10 lOgs cou e due to the propositIOn of Ralph

et al. (2009) that transition of adolescents from childhood to adulthood exhibit

similar characteristics. However, the prevalence of alcohol consumption among

school adolescents in the Central Region could be described as low compared to

the prevalence of 54.3% found by Cofie (2010) among JHS students in the

Dangme West District. The possible reason for this difference could be due to the

closeness of the Dangme West District to the national capital where smoking is

considered as a social behaviour.

Furthermore, drunkenness was found to be very high among school

adolescents in the region. This finding affirmed that of previous studies (Cofie,

20 I0; Doku et aI., 20 II; GSHS, 2008; Ralph et aI., 2009). They found an increase

in the number of drunkenness among school adolescents. The possible reason for

this adolescents' drunkenness might be due to high proliferation of served alcohol

at social gatherings: festivals, weddings and funerals in the region (Kanyoni et aI.,

20 IS). Doku (2012a) also explained that high presence of alcohol advertisements

with hidden message in both the electronic, print and social media could be

'bl &'. d unkenness among school adolescents,responsl e lor r

. th suit showed that the majority of school going adolescents'
Agam, e re

, f I I I d inking was in the form of medicine. This outcome meant,
first tIme 0 a co 10 r
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misconception from advertis '
ements In both print and electronic media on some

bitters as treatment drugs could be' ,
mlsleadmg parents, Alcohol. according LO

Ralph et aL (2009) is a depressa . " .
nt and early InItIatIOn can lead to addiction and

physical damage. Similarly the i fl '
, n uence of fflends and parental alcohol usage of

alcohol as a medicine for children were observed to be the point of initial alcohol

consumption among school h'ld .c I ren In the Central region. This finding was

consolidated by the proposition of (Coleman & C·t 2003' R . k I 1998'at er, ,esmc el a ., ,

Sharp & Lowe, ·1989) that most young people were introduced to alcohol by their

parents at the age of 8-12years and at 13-19 years by friends (Frisher, eL aL,

2007; ter Bogt & Nic Gabhainn, 2005). Currie et aL (2008) and GSHS (2008) also

explained further that when parents are indifferent, exhibit inappropriate role

modelling, or are inconsistent in setting standards of behaviour for their children,

there was a much greater likelihood of problem behaviour and psychological

problems. Parental usage of alcohol as a form of drug for treatment of illness

could be responsible for this high prevalence of alcohol usage among adolescents

in the region. Also, the study found early alcohol consumption among school

adolescents with age of onset at primary school level (6-15 years). The finding

confirmed the proposition of Sharp and Lowe that most young people were

introduced to alcohol by their parents at the age of 8-12years (Coleman & Carter,

2003; Sharp & Lowe, 1989) and the majority of young people have had an

alcoholic beverage before the age of 16 (Foxcroft & Lowe, 1999). Drinking at

h d ltal supervision often begins in childhood (Frisher, et aI., 2007;ome un er parel

GSHS, 2012) and this could be responsible for the early adolescents' consumption

I I Th
. the need for improvements in the individual environment fit

of aleo 10 . ere IS

, I' t . d.'vidual or extra-individual levels as points of interventions
eIther at t 1e 10 ra-Ill
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with changes in social no .rms, physical and r'po local structures so as to increase

the age of alcohol COllSumptl.· .on onset m th .e reglOn (Cohen et aI., 2000; Sallis &

Owen, 1997).

Furthermore, the usage of cann b'a IS was also assessed among school going

adolescents in the remon F'O' • 19ure 5 showed liti tim' •e e cannabIS prevalence 0£9.3%

(n = 122) among school .gomg adolescents in the Central Region of Ghana This

outcome meant quite a n b furn er 0 school adolescents are being introduced to

cannabis.

_ Non Cannabis Use - Cannabis Use

Figure 5: Prevalence of clllmabis use among school going adolescents

Source: Field survey 2016

Out of the number of students who had ever used cannabis, 48% (n = 57)

be powerful. Again, the result revealed that 58% (n = 71) of the cannabis users'

level of education at first usage was at the JHS while the rest 42% (n = 51) were

in primary school. On the source of first usage of cannabis, 52% (n = 63) of the

respondents received the cannabis from friends and 48% (n = 59) was sent to buy

used it because of group membership, 29% (n = 36) to study and 24% (n = 29) to
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it. This meant that cannab'ls
usage among ad I .o escents In the region is through peer

and community influence.

The overall prevalence of ca b'
nna IS use among school going adolescents in

the Central Region was 9% Th'
. IS prevalence was lower compared to previous

findings of Assabil (20 I0) of 40% of b'
o canna IS usage among .IHS students at

Bosomtwi and Atwima-Kwanw D'" .oma lstncts In Ashantl Region of Ghana, as well

as 17% by Cofie (2010) in he h fi d' .r researc In Ing among JHS students III Dangme

East District. The possible reason for the difference in the prevalence rates could

be attributable to high cultivation rates of cannabis plants in the Assabil area of

study and the high presence of 'cities gettos' or slums at Dangme East (Corie,

2010). The age at first substance usage was II years. This affirmed Assabil

(2010) and WHO/MOH (2003) findings that drug use picked up among Ghanaian

adolescents around the age of 14-19 years with extremities at 6 and 23 years. The

early age of cannabis usage was dangerous for the future of the region as users are

prone to addiction and destruction of vital organs in the body (Assabil). To

promote the health of school children who are at risk of early cannabis use, the

most effective interventions for minimising drug use are keeping cannabis out of

neighbourhoods and schools, and providing a safe and secure environment (Ralph

et aI., 2009) and the implementation of Public Health Act (Doku, 2012a).

The key reasons for the use of cannabis among school adolescents in the

region were group membership and enhancement of learning. This finding is

consistent with previous research findings (Assabil, 20 I 0; Cofie. 20 I0; Doku et

aI., 2011; MOH/WHO, 2003; Ralph et aI., 2009). They posited that perceived

fi I abling students to study, to do hard work, to get rid of shyness,
bene Its, suc 1 as en
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and to forget about problems '.
,CUriOSity fu d, n an peer pressure are enabling factors

of cannabis use.

Despite this observation b' .
,canna IS use m the region could be described as

low, compared to other regions' h
, owever, the number of school going adolescents

using cannabis in the regio Id .
n cou pose public health problems. Cannabis use had

the potential of causing stru t lb' b ..c ura ram a normalities and altered neural activity

among adolescents and subsequently leading to higher impulsivity (Ralph et aI.,

2009). Evidence based intervention posited protective factors such as enhancing

family bonding, i.e. the attachment between parents and children and taking a

more active role in children's lives, e.g., monitoring their activities and

friendships, and being involved in their learning and education mitigate the major

influence of peers in influencing behaviours (Doku, 2012a; UNODC, 2016).

Moreso, the prevalence of sexual intercourse among school going

adolescents in the Central Region was assessed and the responses are presented in

Figure 6. The result in Figure 6 revealed a lifetime sexual intercourse prevalence

of 26.1 % (n = 342) among school going adolescents in the region. The result also

showed that the age of first sexual intercourse is between 11-13 years where 37%

(n = 127) of the participants were in primary school. However, 63% (n = 215) of

school going adolescents initiated sexual intercourse in the JHS at age 14-15

years. Those who had sex in the primary school level could have been raped or

forced into sex as they responded that the reason for their first sexual intercourse

was that they were forced to do it (21 %; n = 75).
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.. Not Having Sexual Intercourse • Havm'g Sexual Interco sure

Figure 6: Prevalence of sexual intercourse behaviour
Source: Field Survey 2016

The result further revealed that sizeable a nwnber of school going

adolescents were engaging in multiple sexual relationships as 31% (n = 106) had

had sexual intercourse with more than two persons while the rest 69% (n = 236)

had sexual relations with one partner. Again, 61% (n = 207) of school going

adolescents engaged in unprotected sex with only 39% (n = 135) practising

condom protection.

The study found 26% lifetime sexual intercourse prevalence among school

going adolescents in the region. This prevalence is consistent with 25% sexual

intercourse prevalence reported by Doku's (2012b). The possible reason was the

similarities in behaviour charateristics of the sample population used for the two

studies. However, the current prevalence could be described as low compared to

sexual intercourse prevalence reported for other regions by previous studies.

Similarly, Abruquah and Bio (2008) also reported 33.9% sexual intercourse

prevalence among school adolescents in Kwaebibrem District, Eastern region.

GSS, GHS, and ICF Macro (2009) found 37% prevalence and GSHS (2012) also
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found 32% sexual intercou
rse prevalence a Imong sc 1001 going adolescent in

regions in the country. Esantsi et al 2 .
. ( 015) found sexual intercourse prevalence of

33% among adolescents in Bron Ah
g afo and Greater Accra regions. The possible

reason for these differences could b
e the sample population used for the study.

Although, the prevalence can be d 'bescn ed as low, the number of school going

adolescents engaging in earl 1 . .y sexua IIltercourse IS dangerous to the educational

attainment of this catego f d .ry 0 stu ents. This outcome put school going

adolescents in the region at risk of contracting and distributing STls especially

HIV. The outcome could also be responsible for high prevalence of teenage

pregnancy in the region particularly among BECEcandidates (Coughlin, 2016;

Esantsi et a!.; Guttmacher Institute, 2004).

Risky sexual behaviours and early sexual debut among school going

adolescents in the Central Region has social, health and economic consequences

for the region and the country (Akwara et aI., 2005). These behaviours are

preventable through the coordinated efforts of schools, health and education

ministries, agencies, and community organisations (Godeau et a!., 2005).

Dietary practices of regular consumption of fruits and vegetables were

also assessed. The responses were aggregated into healthy and unhealthy dietary

practices. Figure 7 showed that 49.9% (n = 654) of school going adolescents

regularly consumed fruits and vegetables. The finding also showed high

consumption of toffees and soft drinks among school going adolescents as, 90%

(n = 1183) of the participants regularly consumed toffees with 93% (n = 1220)

t· of soft drinks The result also revealed 57% (n = 749) of rarticipantsconsump Ion .

had never taken breakfast before going to school with only 43% (n = 562) eating

I
. b k~ t Early school attendance could be responsible for this outcome.

t 1elr rea las.
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(2014) research reports where the tI d'
Y Oun hIgh breakfast consumption among SHS

adolescents. The possible rea 0 " h' .
s n lor t IS difference, could be that the students

sampled in the previous stud b
y were orders where breakfast is compulsory.

Another reason for low breakfast consumption in the region could be due to

poverty (fntiful & Lartey, 2014). Breakfast is essential for students' concentration

in class. Students who skipped breakfast lack essential nutrients for the brain

since good breakfast gives students physical energy as well as boosts their mental

capacity; improvement in the assimilation of learning and academic performance

(fnstiful & Lartey). With this, it beholds on parents to ensure that their wards eat

healthy breakfast every day in order to improve their concentration in class as

well as academic performances.

In addition, prevalence of physical activity level of school going

adolescents in the region was assessed and the result is presented in figure 8.

From Figure 8, approproximately 52% (n = 675) of the school going adolescents

were physically inactive. Result on sedentary behaviour showed that 38% (n =

491) of the participants were sedentary as they engage in hours of watching

television or playing video games. The result meant that a third of school going

I·, sedentary life and this behaviour predisposes them to theadolescents are Ivmg

f d· vascular diseases which is a leading cause of death indevelopment 0 car 10 ,

developing countries such as Ghana.
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• Physically Inactive • Physically Active

Figure 8: Prevalence ofphysical activity
Source: Field Survey 2016

The study found that half of schools going adolescents did not meet

recommended nwnber of days and hours for physical activity in the region. The

finding was consistent with a previous study conducted by Ocansey et al. (2014)

that found most Ghanaian adolescent to be physically inactive. Also, the finding

corroborated with the findings of Asare and Danquah (2015) and Peltzer (2009b)

that 44% ofadolescents in the JHS aged 13-19 were physical active and less than

50% school adolescents in sub-Saharan African were physically active. Again, the

outcome was consistent with previous findings (CDC, 2014; MOH, 2009; WHO,

2003b; 2006). They found that most adolescents are meeting the recommended

guidelines of60 minutes ofphysical activity on most days of the week. However,

there was higher prevalence of physical activity among school going adolescents

in the region compared to previous findings. Afrifa-Anane et al. (2015) reported

physical activity prevalence of 19010, Ocansey et aI. (2014) 20%, Nyawomota et

al. (2013) 33%, 19% and 13% by GSHS (2008) and (2007) respectively. The

possible reason for the differences in the prevalence could be the population

settings and the characteristics of the participants used for the study. The previous

studies also used more samples from the general population. Again, another
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reason attributable for the ph sical i "
y nactIvlty among school adolescents could be

what Arthur (2003) proposed that Gh . . .
analan children no longer walk to schools as

majority of parents with hi I' .
g 1 SOCIOeconomic status drive their children to and

from school. Modern environm t d .
en s an technological advancements leading to

addiction to computer games t I " ., e eVlslons, phones and social media making our

communities obesogenic en . d h' . .vlronment an t IS was responsible for low physical

activity among school going adolescents in the regions (Acier & Kern, 20 II).

The finding meant that half of the population understudied will either

become obese or overweight leading to the development of NCO such as diabetes,

cardiopulmonary diseases and cancer. It seemed Physical Education lesson and

environmental modifications could be better intervention in covering up the

physical activity deficit among school going adolescents (Bonell et aI., 2013,

Rose, 2003). Also, the duration for the second or lunch break period can be

increased so to allow more time for students to engage in physical activity since

research findings had shown school adolescents physical activity participation

increased during lunch time break (Cardon et aI., 2008; McKenzie et aI., 1997,

Tremblay et aI., 2000). In addition, active travel to and from the school has been a

precursor for effective active adolescent lifestyle (Schoeppe et aI., 2013;

Sluijs et aI., 2009) hence parental guidance and supports in this line

warranted.
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Research Questioll 2: Wh t S .
a oClo-Demo h' Fgrap IC 'actOI's Prcdict Health

Relatcd Behaviours amon Scho .
g 01 GOIng Adolescents in the Central Region

of Ghana?

To find out which factors . d' Ipie Ict 1ealth related behaviours among school

going adolescents in the Central Region of Ghana, six hypotheses were

formulated and tested using binary logistic regression analysis.

Hypothesis 1: Socio-demographic factors predict alcohol drinking behaviour

among school going adolesccnts

Binary logistic regression was conducted to predict alcohol usage among

school going adolescents considering age, gender, religion, socioeconomic status,

parental communication, academic performance and geographical location. The

results in Table I revealed that the overall logistic regression model was

significant (-2LogL = I755.6,l = 30.210, P = 0.00 I) as Nagelkerke R2 of 0.03 I

explains 3. I% of variance in the risk to consume alcohol among school going

adolescents. With this percentage contribution to the entire model, the result

showed the whole model significantly predicted drinking behaviour among

students. In Table I, statiscally significant variations were found in the odds of

drinking alcohol with geographical location. School going adolescents in the

northern part of the Central Region are less likely to drink alcohol than those in

the south (OR = 0.69, 95% CI = 0.52-0.93, P == 0.013). However, no statistical

significant variations were found in the odds of drinking alcohol within age (OR =

1.13, 95% CI == 0.86- I .48, p = 0.370), gender (OR == .81, 95% CI = 0.65-1.01, P =

0.06), religious affiliation (OR == 1.33, 95% CI = 0.94- 1.89, P == 0.10), parental

. t' (OR = 86 95% Cl = 0.66-1.06, p = .13), academic performancecommumca Ion .,

(OR = 1.07,95% CI == 0.79-1.45,p = 0.05) and socioeconomic status (OR == 1.20,
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95% CI = 0.95-1.53, p = 0.12). The results therefore meant that consumption of

alcohol by school going adolescents of the Central region of Ghana is not

dependent on their age, gender, religion, academic performance, parental

communication and socioeconomic status, but depends on their geographical

location.

Table I:
Binary Logistic Regression ofSocio-Demographic Predictors ofAlcohol Drinking
among School Going Adolescents

N % B Wahl OR 95%CI Sig.

0.009
0.742
0.013
0.477

0.052

0.80-1.37
0.53-93

0.79-1.45 0.657
0.56-1.09 0.145

0.95-1.53 0.127

0.66-1.06 0.131

0.94-1.88 0.103

0.65-1.00 0.06\

0.86-1.48 0.370

1.046
.696
.863

1.07
0.779

1.20

0.836

1.33

.808

1.13

9.454
0.109
6.20
0.506

5.894

2.32

2.66

0.045
0-.362
0-.148

0.068 0.197
-0.250 2.126

0.186

-0.179 2.28

0.288

-0.214 3.52

35.9
38.6
25.5

199
214
141

293 52.8
151 27.3

353 63.7

201 36.3

217 39.2
337 60.8

480 86.6
74 13.4

284 51.3
270 48.7

Age
12-13years(ref) 119 25.5
14-15 years 435 78.5 .0123 .805

Gender
Boys (ref)

Girls
Religious
Affiliation

Christian (ref)

Muslims
Parental Com.

Difficult (ref)

Easy
Socioeconomic

Low (ref)

High
Academic P.

Below average 110 19.9

(ref)
Average
Above average

Geo. Location
Southern (ref)

Central
Northern

Constant
Source: Field Survey 2016

. I indicated that geographical location as a factor
Logistic regresSIOn mode

. school adolescents in the region. The finding
predicted drinking behaVIOur among
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meant that students from sout!
lern part of the Central Region were at greater risk

of drinking alcohol than those ti
rom the northern part of the region. This finding is

consistent with the prevo
10US research findings of (Lazarou et aI., 2008; Van

Kooten et aI., 2007' Baker t I 2
' ea., 003; Patrick & Schulenberg, 20 I0; 2014;

Shucksmith et al 1997) th t .., a geographical location significantly influences

alcohol consumption amon I I d I .g SC 100 a 0 escents, where It was reported that

supportive geographical location such as weather and abundance of alcoholic

beverages in the area influenced adolescents' alcohol consumption level. In

addition, current finding affirmed the research report of Currie et al. (2008) that

engagement in health behaviours patterned geographical differences, hence, the

explanation that certain health behaviours depict certain patterns across

geographical locations. It can be inferred that children's easy access to drinking

spots in the southern part of the region which is scarcely at the northern part due

to the rural nature of the districts could be responsible for this difference.

Therefore, adolescents living in these areas are at higher risk of drinking alcohol

than those in the rural parts where there is less number of drinking spots (Kafuko

& Bukuluki, 2008).

This outcome means that efforts to control adolescents drinking behaviour

should be enforced in the southern part of the region. This finding also affirms

Bandura's (1977) SCT,. Bronfenbrenner's (1977) bioecological model and

Markham et al. (2004) ASE theory propositions that human behaviours are

. t1 d b 'ronmental predispositions either proximal or distal to the child.
In uence Yenvl

h
. tl t c'lal acceptance of alcohol as a norm of socialisation could be aT IS means la so

. I t' for alcohol consumption among adolescents in the southern
plaUSible exp ana IOn

C I R gion This outcome means that environmental modification
part of the entra e .
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is an essential tool of eliciting

behaviour modification based

healthy behaviour among adolescents. Also,

constructs such as sel f-control,

including goal-setting, self-monitoring and

behavioural contracting could be a " .
n effective intervention for practicing healthy

behaviour among school . d
gOing a olescents in the region (Doku. 2012a). Goal-

setting and self-monitoring se t b .em 0 e particularly useful components of effective

interventions. Also reciprocal d t ", e ermlnlsm can also be used as an intervention

where those drinking can be both ti h. an agent or c ange and a responder to change.

Similarly, role models or mentors, modifications and reinforcements can be used

to promote healthier behaviour,

Nevertheless, gender as a factor was not found to be a predictor of alcohol

consumption in the region. The finding affirms Cofie (2010) research finding in

the Dangme West District that gender is not a significant predictor of alcohol use

among school going adolescents. Although alcohol consumption had been

considered as behaviour of masculinity, modernity seemed to be narrowing the

gap between boys and girls as posited by (Doku, 2012a) and this could be

responsible for gender not being a predictor of alcohol usage in the region. From

the description, there is an increase in the number of girls drinking alcohol. This

increase in the number of girls drinking alcohol was described by Corie (20 I0) as

precursor for other risky behaviours such as early sexual debut and unwanted

pregnancy among these adolescents. However, this finding is in contrast with the

previous findings of (Ahamad, et aI., 2014; Alvarez-Aguirre et aI., 2014; Habtamu

& Adamu, 2013; Hadland, et aI., 20 II; Hathazi et aI., 2009; Kayembe, 2008) that

d
. . 'ficant predictor of drinking behaviour among adolescents with

gen er IS a slgnl

l'lkefy to drink alcoholic beverages than female adolescents. The
male more
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possible reason attributable to this d'ff!
I erence could be that their studies were

conducted among street conn t d h' .
ec e c ddren, and In the general population. This

finding indicates that there is th rk I'
e I e Ihood of alcohol epidemics among girls in

the region, hence there is the need f,
, or school-based interventions and strategies to

curb this menace at an early stage before it turns into an epidemic.

Similarly, academic performance did not predict alcohol usage. This

outcome meant that there is a narrowing gap between adolescents with low

academic performance and high academic performance and it is occurring fast

among students with high academic performance. The finding contravened

previous studies (CDC, 2009; O'Loughlin et aI., 2009; Oetting & Donnermeyer,

1998; Turner, et aI., 2004) that academic performance as a factor was associated

with alcohol usage among adolescents. However, the finding affirmed previous

study conducted in Western Europe (Loveland-Cherry, 2005) that academic

performance is not a predictor of alcohol drinking behaviour. The possible reason

for this outcome was explained by Sullivan and Wodarski (2004) that among

adolescents, educational performance is not associated with alcohol drinking and

that majority of evidence points to the fact that the association between academic

performance and drinking is inconclusive. They expatiated that the

methodological limitations of studies of cross sectional survey could be

responsible and that more research evidence is required particularly longitudinal

study before the question of whether or not alcohol is associated with academic

performance can be answered (Gill, 2002).

Again, age did not predict alcohol usage among school going adolescents

. . TI possible reason for this outcome could be the decrease in the
111 the regIOn. 1e

f f Icohol consumption among adolescents (Doku, 20 II). This
age 0 onset 0 a
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finding corroborated the findin s .
g of prevIOUS studies (Assabil, 20 I 0; Boyd et aI.,

2005; Rehm et aI., 2003; Saunders & B' .
ally, 1993). These studies reported that age

was not a significant factor in d . k'
nn 109 alcohol among adolescent but could be a

modest predictor in the later
years, Although alcohol consumption is socio-

culturally reserved to adulthood th I, e resu t meant younger adolescents were

consuming alcohol in the reg' d h'IOn an t IS could account for the inability of age to

predict alcohol consumption' th .In e regIOn. Nevertheless, other research findings

(Alvarez-Aguirre et aI., 2014; Donnermeyer, 1992; Maggs & Schulenberg, 2005;

Saltz & Elandt, 1986; Zeigler et aI., 2005) found age as a predictor of alcohol

consumption among adolescents with older adolescents at higher risks of drinking

than the younger adolescents. The possible reason for this difference could be the

population characteristics where the previous studies sampled more from the

general population.

Although previous researches (Kendler et aI., 2008; Rcbellon, 2002)

reported parental communication as a significant predictor of drinking behaviour

among adolescents such that parental bonding, supervision, strength of

communication and adherence to prosocial norms are protective factors In

hindering early alcohol consumption (Fulkerson et aI., 2010; White & Halliwell,

2010), the current research found otherwise. Decrease in the degree to which

parents are not aware of the whereabouts of their children in the region could be

responsible for the differences in the findings (Clark et aI., 2008; Soenens et aI.,

2006).

Furthermore, socio~conomic status also did not predict alcohol usage in

I
. Th' esearch finding was in contrast with previolls rcsean.:h findings

t 1e regIOn. IS r

of Adler and Matthews (1994), Blaxter (1990) and Doku (2012b) that
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socioeconomic status of school .
gomg adolescents was a predictor of drinking

behaviour. The plausible explanation ti . .
or thIs difference could be the widened gap

between adolescents of low and h·.gh
socioeconomic status in terms of

engagement in deviant behaviour . b .
SIS emg narrowed. Also, availability of alcohol

in the form of sachets and eas t b I .
Y 0 uya cohol m the region could be attributed to

this outcome. Similar attributabl ti·.e reason or thiS findmg could be that young

people are growing up in a society where alcohol exists in abundance (Kafuko &

Bukuluki, 2008). Also, the outcome could be largely attributable to the increase in

risk taking, sensation seeking, and erratic behaviour that follows the onset of

puberty (Ralph et aI., 2009).

Although age, gender, religion, socioeconomic, academic performance

and the state of parental communication did not predict alcohol consumption

among school going adolescents in the region, the increasing number of school

going adolescents' alcohol drinking in the region presented a significant challenge

for public and school health education and alcohol control in the region.

Nevertheless, there are still opportunities that exist to regulate the proliferation

and adveltisement of alcohol and the utilization of alcohol at public gatherings in

the region, especially the southern parts of the region. School health interventions

with serious environmental modifications and enforcement of Public Health r\ct

851 legislations can decrease alcohol drinking and prevent the devastating effects

of drinking on health, and educational attainments should be focussed on school

going adolescent in the southern part of the region.

151

University of Cape Coast       https://ir.ucc.edu.gh/xmlui

Digitized by Sam Jonah Library



Hypothesis 2: Socio-demographic facto .
rs predict healthy dietary practices

among school going adolescents.

A binary logistic regression
was conducted to find out which socio-

demographic factors predicted h II' .
ea t ly dietary practICes among school going

adolescents in the region Th I'. e resu t In Table 2 showed that the whole model

significantly predicted d'et .
. I ary practices among school going adolescents (-2LogL

=1747.5, X
2

= 6983 p = 0001) 0 II . d., '. vera, SOCIO- emographic characteristics of

school going adolescents expla'lned 69°/ f " . .• 10 0 variance In healthy dietary practices

in the region as Nagelkerke R2 indicated a variance of 0.069.

Results from Table 2 showed statistically significant variations in the odds

of eating fruits and vegetables within gender, academic performance and

geographical location. The result revealed that girls were 1.4 times more likely to

eat fruits and vegetables than boys (OR = 1.36, 95% CI = 1.08-1.70, P = 0.007).

This meant that boys are at more risks of not eating healthy than girls. Similarly,

students with above average academic performance were 2.2 times more likely to

engage in healthy dietary practices than those whose performances were below

average (OR = 2.19, 95% CI = 1.56-3.08, p = 0.00 I). Also, students with average

academic performance were also 1.6 times more likely to eat fruit and vegetables

than those with below average performance (OR = 1.59, 95.% CI = 1.16-2.16. p =

0.004). Again, students in the central part of the region were 1.8 times more likely

to practice healthy dieting than those from the southern part (OR = 1.79, 95% CI

= I.37-2.35,p = 0.001). In addition, the odds of adolescents from northern part of

h
. r und to be insignificant to consume fruits and vegetables than

t e region were 10

those from the southern part of the region (OR = 1.06, 95% Cl = 0.97-1.56. P =

statistically significant variations wcre found in the odds of
0.690). However, no
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eating fruits and vegetables within age (OR = 0.79, 95% CI = 0.60-1.03, P =

0.076), religious affiliation (OR = 1.10, 95%CI = 0.77-1.57,p = 0.592), parental

communication (OR = 1.23,95% CI = 0.98-1.56, P = 0.078) and socioeconomic

status (OR = 1.12, 95% CI = 0.88-1.42, P = 0.358).

Table 2:
Binary Logistic Regression of Socio-Demographic Predictors of Heallhy Dietary
Practices among School Going Adolescents
Predictors N % B Wold OR 95% CI Sig.

Age

12-13years (ref) 171 26.1

14-15years 483 73.9 0.243 3.153 .785 .60-1.03 0.076

Gender

Boys (ref) 287 43.8

367 56.2 0.309 7.30 1.36 1.1-1.70 0.007
Girls

Religious Affiliation

Christian (ref) 574 87.8

80 12.2 0.960 0.288 UO 0.77-1.56 0.592
Muslims

Parental

Communication

Difficult (ref) 215 32.9
1.23 0.97-1.56 0.078

439 67.1 0.210 3.09
Easy

Socioeconomic Status

Low (ref) 414 63.3

0.112 .843 Ul 0.88-1.42 0.358
240 36.7

High

Academic Performance
20.52 0.00\

Below average (ref) 92 14.1

0.460 8.502 1.59 1.2-2.16 0.004
322 49.2

Average
0.784 20.42 2.19 1.6-3.08 0.001

240 36.7
Above average

Geographical Location 21.64 0.00\
188 28.7

Southern (ref) 0.583 17.65 1.79 0.001
278 42.5

\.06 0.690Central 0.057 .159
188 28.7

.422 0.001Northern 0.864 16.43

Constant
. F' Id Survey 2016Source. Ie
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Gender was "fi
a slgnt Icant predictor of healtlly d'letary practices among

school going adolescents in th C
e entral Region with boys at more risk of

practising unhealthy dietary practic h'
es. T IS outcome corroborated with previous

research findings (Bauer et I 2008
a., ; Bere et aI., 2007; French et aI., 2001; Larson

et aI., 2006; Kpodo et aI., 2015; Nilsen et aI., 2009; Roos et aI., 200 I; Turrell,

1997; Wansink et al 2003' X I 2 .., ,Ie et a., 003). These studies reported that girls

were more likely to engage in healthy dietary practices of eating fruits and

vegetables than boys. The plausible explanation to these similarities could be that

girls prefered to eat at home than boys (Kpodo et aI., 2015). Although Layade and

Adeoye (2014) also found gender as a predictor of healthy dietary practices, they

posited that males were more likely to consume fruits and vegetables than

females. The possible reason for this difference in the finding could be due to the

fact that the current study sampled JHS students while the previous study sampled

tertiary students. The outcome of this research meant that boys would lack

essential nutrients from fruits and vegetables and their related consequences. This

meant that there is the need to promote fruits and vegetable eating among boys.

Furthermore, academic performance of school going adolescents also

predicted healthy dietary practices in the region with adolescents with above

average academic performance more likely to eat fruits and vegtables than those

with average or below average academic performance. This finding was

consistent with previous research findings (CDC, 2009; Doku et aI., 20 II;

Johnson et aI., 2007; Taras & potts-Datema, 2005) that academic performance of

adolescents was a significant predictor of healthy dietary practices among

adolescents, with students having above average academic performance more

~'t d vegetables. The confirmatory reason for this outcome
likely to consume lrul san
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could be that, students with high
academic perfonnance were aware of the

importance of fruits and veget bl .
a es In their diet and this could be responsible for

high consumption of fruits and
vegetables among this group (Falkner et aI., 200 I).

Another possible reason for the . '1 " .
Simi antles In the findings could be that students

with high academic performance . .
were eating fruits and vegetables because their

parents can afford The finding tl C. lerelore meant that there is a need for education

on the importance of fruits and vegetables among students with average and

below average academic performance.

Furthermore, the study also found that school going adolescents in the

southern part were at higher risks of not eating fruits and vegetables than

adolescents from central part of the region. The finding of this study is in support

of the previous research findings by Layade and Adeoye (2014), Othman et al.

(2012) and Mette et al. (2006) on fruits and vegetable consumption by students in

Nigeria, where they described geographical location and availability of fruits and

vegetable in the locality as a predictor of fruits and vegetable consumption among

adolescents. They explained that availability and access to fruits and vegetables

in the locality determine students' consumption. Similarly, the study affirmed the

research report of Currie et al. (2008) for HBSC, that the engagement in health

behaviours patterned geographical differences, hence the explanation that certain

health behaviours depicted certain patterns across geographical locations. This

meant that health outcomes showed the pattern of life, culture. traditions and

weather conditions of the geographical zones of people. The possible reason for

I Id be due to no or limited availability of fruits and vegetables on
t le outcome cou .

I t tIle southern part as a factor that inhibited intake, hence, there
schoo campuses a

. e the consumption of fruits and vegetables in the school.
IS a need to encourag
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However, age did
not predict healthy dietary practices among school

going adolescents in the region The fi d'
. III IIlg contravened previous research

findings (Emmanuel et al 2012'
., , Granner et a!., 2004; Kpodo et a!., 2015;

Pearson et a!., 2009' Ranjit et al 20 I0)
, .,. They found age as a major determinant

of healthy dietary practices amo d I .
ng a 0 escents, with younger adokscenls reported

of eating healthier than older adolescents. Bere et a!. (2006), French et al. (200 I)

and Harnack et al. (I 999) also posited that fast food consumption and the

frequency of visiting fast food restaurants was higher among students in SHS (age

15-18) than students in basics school (age 12-14). The reason attributable for this

difference in the findings could be the quest for independence anJ accq)[ance by

peers, increased mobility, greater time spent at school and/or work activities

(Spear, 2002; Siega-Riz et a!., 1998). Another reason could be the possible

influence of modernity where parent no longer cook packaged food for their

younger adolescents rather they are given money to buy foods and these could be

responsible for age not predicting healthy dietary practices amllllg school going

adolescents in the region.

Again, socioeconomic status did not predict healthy dietary practices

among school going adolesccnts in the Central Region of Ghana. This finding

also contravened previous research findings (Bere et aI., 2006; Doku et aI., 20 II;

Giskes et aI., 2002; Henningsen, 20 I I; Vereecken ct aI., 2005). They opined lhat

. . t tus of parents influences dietary practices of adolescents,SOCioeconomiC sa

bI h fi m low socioeconomic groups having lower consumption ofprefera y t ose 1'0

. bI The possible reason for this difference could be that, IIIfruIts and vegeta es.

. fruits and vegetables are readily available and affordable,
most parts of the regIOn,

. I . harvest seasons. Affordability of fruits and \egetables
especially dunng t 1e mam
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could therefore explain the reason wh' .
Y SOcIoeconomic status of school going

adolescents did not predict the . .
consumption of frUits and vegetables in the region.

Also, the possible reason could b h .
e t at publIc health education on healthy dieting

in the country could be making so " .
me slgmficant Impact on the dietary practices of

low socioeconomic group than th h' I
e Ig1, hence, narrowing the gap between the

groups (Kpodo et al 2015) E h., . ven tough there was evidence that portrayed

distinction between the socio-e . I '. . .conomlc ayers In society faVOUring the high socio-

economic position group (Fahlman et aI., 2010), the possible explanation for this

finding needed to be investigated.

Parental communication was found not to be a significant predictor of

healthy dietary practices among school adolescents in the region. The finding was

in contrast with previous research findings «Inchley et aI., 200 I; Mazur et aI.,

200 1). They posited that parental relation had a great influence in the dietary

choices of children. They posited that the child food choices outside home were

influenced by habits inculcated at home. Also, connectedness to one's parents

(and having parents who set firm limits and who were empathetic and nurturing)

contributed to young people's social development, self-esteem, and food choices

(Baumrind, 1991; Xie et aI., 2003).

Furthermore, religion did not predict dietary practices among school going

adolescents in the region. This outcome was inconsistent with the findings of

. Cll (Hart et al 2004' Hunt et aI., 1988; Mcintosh & Spilka, 1990;prevIOus resear ."

Oleckno & Blacconiere, 1991) that religiosity and beliefs have strong association

with dietary intake.

. • 1 ds during adolescent age are increased due to the increasedNutntlOna nee

d h es in body composition associated with puberty (Jenkins &
growth rate an c ang
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Horner, 2005; Spear 2002) H
' . Owever poo d', r letary practises among school

adolescents could be responsibl fi .
e or the high presence of obesity, inattentiveness

in class, especially painful menst· .
ruatlOn among girls due to lack of irons in their

diet ((Bundred et al 200 I' 0 de
., , g n et ai, 2002). Fruits and vegetables consumption

should be promoted in our scho I . II
os especJa y among boys and adolescents living

around the southern parts of the region.

Hypothesis 3: SOCI'O d h'- emograp IC factors predict sexual intercourse

behaviour among school going adolescents

To test this hypothesis, binary logistic regression was conducted to find

out which factors predicted sexual intercourse among school going adolescents in

the Central Region of Ghana. Results indicated that the overall logistic regression

model significantly predicted sexual intercourse among school going adolescents

in the region (-2LogL =1458.8, l =, 6.877, P = 0.001). This result showed that

the predictors explained 5.1 % of the variance in sexual intercourse among school

going adolescent in the Central Region of Ghana.

The results in Table 3 showed that the socio-demographic variables lhat

were the most reliable predictors of sexual intercourse among school going

adolescents in the region were age, gender, parental communication and academic

performance. The result showed that age significantly predicted sexual intercourse

with older school going adolescents (14-15 years) 1.5 times more likely to have

initiated sexual intercourse than the younger ones aged 12-13 years (OR = 1.48,

95% CI = 1.07-2.05, P = 0.017). Similarly, gender statistically predicted sexual

. 'tl . I less likely to have sexual intercourse than boys (OR = 0.65,
mtercourse WI 1 glr s

95% CI =0.50-0.84, P = 0.00 I). The result meant that boys were at more risks of

. I' exual intercourse than girls. Furthermore, school going
engaging m ear ler s
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adolescents' parental commu' t'
IlICa Ion status w I fias a so ound to significantly predict

sexual intercourse (OR =0 69 95% .
" 0 CI =0.54-0.90, P = 0.006). The result meant

that when children find it difficult '.
to commulllcate wIth their parents, they are

easily lured into sexual intercours A .
e. galll, students whose academic performance

was above average were less I'k I .
ley to engage III sexual intercourse than those

with below average academic performances (OR =0.67, 95% CI =0.46-0.97, p =

0.035). But adolescents wl'th av d b I .erage an e ow average academic performance

were found to be at equal risk of having sexual intercourse (OR = 0.84, 95% CI =

0.61-1.18, p ~ 0.319). However, no statistically significant variations were found

in the odds of initiating sexual intercourse within religious affiliation (OR = 1.42,

95% CI = 0.98-2.07, P = 0.065), socioeconomic status (OR = 0.82, 95% CI =

0.62-1.08, p = 0.150) and geographical location (OR = 0.97, 95% CI = 0.72-1.31,

p = 0.835) did not significantly predict sexual intercourse among school going

adolescents in the Central Region of Ghana.

The research found age, gender and the state of parental communication as

significant predictors of lifetime sexual intercourse among school going

adolescents in the Central region of Ghana. The findings were consistent with

previous research findings of (Asampong et aI., 2013; Doku, 20 12b; Esantsi et aI.,

2015; Chi et aI., 2012; GSHS, 2008; Wu et aI., 2007), Researching on the

b d r'lsky sexual behaviours among sexually experienced Ghanaiansu stance use an

youth aged 12-15 years, Doku found gender, age and rural residency as predictors

I
. among school adolescents in Ghana where older male

of sexua mtercourse

h d
. ased likelihood of sexual intercourse. The possible reason

adolescents a an mcre

. . 'I 'ties could be the similar characteristics of the samples.
that explamed the Simi an
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However, the current finding contravened Chi et al. (20 \2) finding of age

not bdng a ,ignifi"nt p",diolo' of so"ai b,h.,io
u
, among adol""n". Th'

possibl, "",on [0' th' diff,,,,n" wuld be that th,re w"' '''' ,,,,mb" of ymmg

adol,,"nts h.,ing ,oXu.1in,,",ou,,' in th' ""rent ,tudy than th' pre'iou, study.

Table 3:
Binary Logistic Regression 0 .
Intercourse among School Goi if SoclO-Demographic

Predictors of Sexual

Predictors ng Adolescents
N %

Age

o B Wald OR 95%CI Sig.

\2- \3 years (reI) 59 \7.3

14- \ 5 years 283 82.7 0.394

Gender

5.690 1.43 1.1-2.05 0.0\7

Boys (ret) \93 56.4

Girls \49 43.6 0.433 \ 1.29 .649 0.50-0.84 0.001

Religious Affiliation

Christians (reI) 292 85.4

Muslims 50 \4.6 0.353 3.414 1.43 0.98-2.07 0.065

Parental Commu

Difficult (ret) \49 43.7

Easy 193 56.3 0.360 7.463 0.698 0.54-.903 0.006

Socioeconomic Status

Low (ret) 239 85.7

High
\03 \4.3 -0.20 2.073 0.8\6 0.62-1.08 0.\50

Academic Perf

Below average (ret) 82 24.0 4.64\
0.098

Average
173 50.6 0.\67 0.992 0.847 0.6 \-1.02 0.3 \9

Above average 87 25.4 0.402 4.432 0.669 0.46-.973 0.Q35

Geographical Loc.

Southern (reI)
\26 36.8 2.709

0.258

Central
\26 36.8 0.032 0.043 0.968 0.71-1.3\ 0.835

Northern
90 26.4 0.032 2.709 0.777 0.56-1.07 0.835

Constant
0.609 6.877 0.544 0.009

Source: Field Survey 2016
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There is therefore the need " .
lor public and h I hsc 00 ealth interventions with

emphasis on abstinence and protecti .
ve use of condoms in the region so as to

shield those adolescents who are h . .
avmg sexual mtercourse in the region from the

health consequences of enga i .
g ng m unprotected and pre- marital sex.

Also, the finding corrobo t d . h .ra e Wit prevIous research findings (Afenyadu

& Goparaju, 2003; Chi et aI., 2012; GSHS, 2003; 2008; GSS, 2011; Liang & Ma,

2004; Nic et al. 2009' Peltzer 2010) Gend "d "fi d', , , ' er was loun as a slgnl Icant pre Ictor

of sexual behaviours among students, where males reported more sexual

behaviours including sexual fantasy, heterosexual intercourse (GSHS; GSS;

Peltzer), masturbation, viewing pornography and talking about sex with friends

(Afenyadu & Goparaju; Liang & Ma; Nic et al.), The possible reason for this

outcome could be the proposition of Doku (2012b) that culturally in Africa, boys

are expected to be heterosexually active while girls and women are expected to

keep their virginity until marriage. Another possible explanation for the

similarities in the findings could be that, in developing regions. including the

Central Region of Ghana, societal sexual expectation for boys and girls are

viewed differently (Marston & King, 2006) where in most cases, society is more

tolerant towards boys sexual debut even during adolescence. Another reason

attributable for boys being at more risks of sexual intercourse could be the

physiological changes that occur in the boys, such as early morning erection and

I " Wh'lCll could have influenced male adolescents' early sexualnocturna emiSSIons

experimentation (Ralph et aI., 2009).

t d also found school going adolescents with below average
The cuurent s u Y

d
· rormances at greater risks of having sexual intercuurse

and average aca emlC per

. I b e average academic performance. This finding is
than students Wit 1 a ov
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concomitant with previous res .
earch findings (Connolly et aI., 2000; Peltzer, 20 I0;

Wu et aI., 2007). The authors found in .' .
their studies conducted among high school

teenagers in Europe, Africa and Ch' .
Ina that academic performance is a significant

predictor of sexual activity amon .
g teenagers, wnh teenagers with poor school

achievements more likely to ha I d " "ve a rea y lost their virginity and engage in more

sexual activities than those wh h' d h' .o ac leve Igh academic success. A similar study

in Europe also revealed that st d t . h Iu en s Wit ower grades, compared to those with

higher grades were more l'lkely t h . d . ..
, 0 ave expenence sexual Intercourse In high

school (Cohen et al. 20 I 0; Ma et aI., 2006). The possible reason attributable to

these similarities is that students with high academic performance have plans for

the future and concentrate on their education (Doku, 20 12b), as focus on

education delays sexual debut among adolescents. This therefore means there is

the need to increase reproductive health education in the schools as well as health

counselling especially among adolescents with low academic performance in

order to reduce the health risk of teenage pregnancies and school dropout.

Parental communication was a predictor of lifetime sexual intercourse in

the Central Region of Ghana, with adolescents with difficulty parental

communication at higher risks to initiate sexual intercourse than those with easy

parental communication. The finding is in line with previous research findings

(A et al 2013' Cohen et al. 2010; Kliewer & Murrelle, 2007; Morojelesampong ." '

I 2006' Pitzer 20 10). They posited that relationship satisfaction with parentset a ., ,e ,

. d 'th a lower probability of engaging in sex. Indeed the notion thatwas associate WI .

d
' 'fi t influence on the sexual and reproductive health of theirparents ha slgnl Ican

. b "emphasized (Asampong et al.), The possible reasons for
children cannot e ovel

, . ., . h tcome could be limited assess of parents to their children
the slmilantles In t e ou
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as well as sex education being
regarded as t b' .a oos In the developing world.

Adolescents' closeness to parent
s was postulated to result in less sexual activity

because parent-child closeness increa ..
sed opportUnIties for prosocial development

(Diiorio et aI., 2003). There wa 'd
s eVI ence to suggest that parent-adolescent

communication about sex played .
an Important role in predicting adolescent sexual

behaviour (GSS 2010' Dittu & J d' , s accar, 2000). In order to reduce the impact of a

changing society on the sex If'ua escapees 0 school gOing adolescents in the region,

there is the need to increase parental sex education, supervision. monitoring and

school reproduction health education as postulated by Bandura's (1977) SCT and

Ajzen & Fishbein (1980) TRA. Insight and skill-based sex education that would

equip adolescents is essential for healthy sexual behaviour (Lammers, 2000).

These interventions are said to be an effective way of controlling adolescents'

sexual behaviours. It is important to note that the period or adolescence is

characterized by shifts in influence, where peers become more influential than

parents (Glover et aI., 2003). These previous researchers posited that parental

sexual reproductive education, supervision and monitoring were the most

effective and efficient ways of controlling early adolescents' sexual behaviours

(Chi et aI., 2012; GSS, 20 I0; Peltzer, 2010; Dittus & Jaccard, 2000). This was

because since adolescents' behaviours were characterised by higher influence of

peers, proper and efficient parental guidance and education can supress peer

influence and mediate the behaviour.

Socioeconomic status did not significantly predict sexual intercourse

I I going adolescents in the region. This finding is in contrast with
among sc 100 .

. I fi d'ngs (Asampong et aI., 2013; Chi et aI., 2012; Cohen et aI.,
prevIOus researc 1 111 I

2007) They posited that socioeconomic status of adolescent was
2010; Wu et aI., .
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a significant determinant of sexual ,'ntercourse in adolescents elsewhere. The
possible reason for this differe

nce could be that modern lifestyles of adolescents'

engagement do not operate on the I' .
nonltory gams for sexual intercourse but

curiosity and experimentation could be th d" fi
e flVIng orce of sexual intercourse

intercourse among school going adolescents in the region.

Again, geographical 10 f d'd .,ca IOn I not significantly predict sexual

intercourse in the region The fi d" . .. In Ing IS conSistent with previous research (Chi et

a!., 2012). Similarly, rapid socio-cultural and economics changes in the local and

international communities could be attributable for this outcome. However, the

finding was in contrast with previous research finding (CDC, 2009).

In addition, religion was not a significant determinant of sexual

intercourse among adolescents in the region. The finding is in contrast with

McIntosh and Spilka (1990) and Awusabo et al. (2004) that religiosity and regular

church attendance, prevented social pressures of risky behaviours such as early

sexual intercourse. Awusabo et al. further opined that religious system influenced

delay in sexual intercourse, as religion cherished virginity before marriage.

Hypothesis 4: Socio-demographic factors predict cannabis use among school

going adolescents.

To test this hypothesis, binary logistic regression was conducted to find

out which predictor variables (age, gender, religious affiliation, socioeconomic

d 'c perfiormance parental communication and geographical location)status, aca eml ,

d
· d b' usage among school going adolescents in the Central Region,pre Icte canna IS

I
. d' t d tllat the overall logistic regression model significantlyThe resu ts In Ica e

. b' among school going adolescents in the Central Region (-
predIcted canna IS use

6
2 - 43 545 P = 0.001). The Nagelkerke R

2
of 0.071 showed

2LogL =768.11 ,x. - . ,
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that the independent variabl I .es exp aIned 7 1% f h '. . .
• 0 0 t e vanance In cannabis usage In

the region. Also from Table 4 '.
, , statIstically significant variations were found in

the odds of using cannabis within e . . .
g nder, religIOn, socIoeconomic status and

geographical location. Girls weI' I .
e ess likely to use cannabis than boys (OR =

0.58, 95% CI = 035-077 - 000 ). " P - . 1. The finding meant that boys were at a

higher risk of using cannabis than girls S' '1 I M I. Iml ar y, os ems were found to be 1.8

times more likely to use cannabis than Christians (OR = 1.76, 95% CI = 1.05-

2.96, P = 0.034). Again, school going adolescents from high socioeconomic

background were less likely to use cannabis than those from low socioeconomic

backgrounds (OR = 0.52, 95% CI = 0.33-0.81, P = 0.004). Also, school going

adolescents in the central part of the Central Region were less likely to use

cannabis, than those from the southern and nortern parts of the region (OR = 0.53,

95% CI = 0.31-0.88, P = 0.016). However, no statistically significant variations

were found in the odds of using cannabis within age (OR = 1.15, 95% CI = 0.69-

1.88, P = 0.590), parental communication (OR = 0.83, 95% CI = 0.56-1.23, P =

0.348), academic performance (OR = 1.09, 95% CI = 0.66-1.80, P = 0.744) This

outcome meant that school going adolescents would use cannabis regardless of

age, differences in parental communication status and academic performance.

Gender predicted cannabis usage among school adolescents in the region.

Boys were at a higher risk to use cannabis than girls. This finding is consistent

with previous research findings (Adu-Mireku, 2003; Ahamad et aI., 2014;

Assabil, 2010; Habtamu & Adamu, 2013; Hadland et aI., 20 II; Hathazi et ai,

009 K b 2008' Rudatsikira et aI., 2009). They posited that boys were
2 ; ayem e, ,

. nnabis than girls. The similarities in the findings could be
more likely to use ca

. h culinity associated with cannabis use and consequently the
explamed by t e mas
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likelihood of more societal t Io erance for male c .. . annablS use as opposed to females

cannabis use 10 some part f Isot 1e world (Doku et aI., 2011).

Table 4:
Binary Logistic Regression of S . D
amon!? School Going AdolescentsOCIO- emographic Predictors of Cannabis Use

Precilclors N %o B Wald OR 95%CI

Age

Sig.

12-13 years (ret) 22 8.0

14-15 years 100 82.0 0.136 0.290

Gender

1.145 0.77-1.87 0.590

Boys (ret) 76 62.3

Girls 46 37.7 -0.658 10.93 0.518 0.35-765 0.001

Religious Aff.

Christians (ret) 101 82.8

Muslims 21 7.2 0.564 4.518 1.758 1.0-2.95 0.034

Parental Com

Difficult (ret) 48 39.3

Easy 74 60.7 -0.190 0.88\ 0.827 0.56-1.23 0.348

Socioeconomic Sta

Low (ret) 95 77.9

High 27 22.1 -0.664 8.080 0.515 0.33-0.81 0.004

Academic Perf

Below average (ret) 26 21.3 0.168
0.9\9

Average 62 50.8 0.084 0.107 1.088 0.66-1.80 0.744

Above average 34 27.9 0.008 0.001 1.088 0.57-1.79 0.979

Geographical Loc

Southern (ret) 42 34.4 16.124
0.001

Central
26 21.3 -0.644 5.824 0.525 0.31-.886 0.016

Northern
54 44.3 0.377 2.755 1.458 0.93-2.28 0.097

Constant
-1.850 27.809 0.157 .001

Source: Field Survey 2016
Another possible reason for this outcome could be that boys are more

sociable and more exposed to experiment cannabis than girls (Ralph et aI., 2009).
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However, the finding contradicted C fi
o Ie (20 I0) that gender was not a predictor of

cannabis use among JHS stud t ' .
en s In the Dangme West District in the Greater

Accra region of Ghana. The diffe . , .
rence In this finding could be attributable to

what Doku et aI. (20 II) posited th . .
at In Ghana, smoking had been declining in the

past few decades and the decline L'

was laster among boys than girls and in some

cases it OCcurs only in boys Th' ,
• IS narrOWing gap could be responsible for the

differences in the finding Als b"
. 0, ur anisatlOn and the presence of more slams in

the Dangme West District could be attributable to the narrowing gaps between

boys and girls, and this could be responsible for the differences in the findings.

Socioeconomic status also predicted cannabis use among students in the

region. Adolescents from low socioeconomic backgrounds were at a higher risk of

using cannabis than those from high socioeconomic backgrounds. This finding

affirmed previous research findings (Doku, 2012b; Doku et aI., 2010; Legleye et

aI., 2012; Peltzer, 2009a), that familial socioeconomic status of school going

adolescents are highly associated with cannabis use among school adolescents,

with low socioeconomic group having higher probability of using cannabis,

compared to those from higher socioeconomic group, The possible reason for this

similarity could be the similarities in the characteristics of the sampled

population. Although Humensky's (20 I0) finding agreed with the finding of the

current study, she posited that late adolescents with higher familial socioeconomic

status had the propensity to use cannabis than adolescents from the lower familial

, ' b kground The possible reason for this difference in the findingsSOCioeconomiC ac .

h d
'fc ces in the characteristics of the sample used for the study,

could be tel ,eren

Humensky used sample from European background,
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Geographical location significantl '
y mfluenced cannabis use among school

adolescents in the region Sch I .
, 00 gomg adolescents living in the southern and

northern parts of the Central re '
glon were at more risks of using cannabis than

their counterparts from the centr I
a part of the region, This finding supported

research finding of CUI'rie's et al (2008) h
' t at the engagement in health behaviours

patterned geographical differences, hence the explanation that certain health

behaviours depicted certain patterns across geographical locations. This means

that health outcomes show the pattern of life, culture, traditions and weather

conditions of the geographical zones of people, The possible reason for this

outcome could be that the southern part was endowed with a lot of educational

facilities, where students at the higher education stayed and practiced this

behaviour and these adolescents could be influenced by the university students, In

addition, reports in the media had suggested that northern part of the region was

an area where the cultivation of the cannabis plant was high, and this could be

responsible for these adolescents at this part of the region being at more risks of

involving in cannabis usage. This outcome puts school going adolescents in the

northern and southern parts at risks of devastating health consequences of

cannabis, This outcome calls for public health prosocial and protective

interventions,

Religious affiliation significantly predicted cannabis usage among

d I
'th g'lon Students who practised Islamic religion were at highera 0 escents 10 e re .

, ' b' than Christians, This finding is in support of previousrisk of uSlllg canna IS

fi d
' (Koenig et al. 2001; Kendler et aI., 1997; Oleckno &

research 10 lOgs '

, , G & Tschopp, 1987), They found that religion was a
Blaccomere, 1991, mur

, f annabis use among adolescents with regular church
significant predIctor 0 c
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attendance, personal reli . .
. glOus devotion (i. mportance of religion, religious

seeking/prayer), religious conservaf .
Ism (belIef of the Bible and belief that God

rewards and punishes), and instit f .
u lonal conservatIsm (religious denomination)

hinder cannabis use among ad Io escents. The ·blPOSSI e reason for this outcome

could be that Islamic religion all
ows the usage of leaves as a medicine. Drug-

related interventions should focu . .s more on the religIon and the belief systems to

help curb cannabis use in the region.

Academic performance did not predict cannabis usage among the

adolescent in the region. Tll'IS outcome meant that to use cannabis was not

dependent on the adolescents' academic performance; hence, both adolescents

with low or high academic performance were at equal risks of using cannabis in

the region. This outc.ome corroborated with previous research findings (Gill,

2002; Loveland-Cherry, 2005; Saltz & Elandt, 1989; Sullivan &Wodarski, 2004)

that academic performance was inconclusive in its association with risky

behaviours. The possible reason for this similarity could be the inability of the

cross sectional studies to determine academic performance's causal relationships,

hence the need for longitudinal study. Also, another attributable reason for this

similarity could be the similarities in the characteristics of the population sampled

for the study. However, the finding was in contrast of the previous findings

(CDC, 2009; Kliewer ~. Murrelle, 2007; Morojele et aI., 2006). To them,

academic performance was a predictor of cannabis use behaviour among

adolescents, with students with low academic performance more likely to use

.. Alth h these researches had shown positive associations between
marIJuana. oug

I I I t t good health habits and good academic performance
good lea t 1 S a us,

. , " I 2007) the possible reason for narrowing gap between the
(Slgfusdottlr et a ., '
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students with low and high academic ti .
per ormance In terms of cannabis usage

could not be determined, hence the . .
, need for longltudmal study to determine the

association between academics and b'canna IS usage.

The study also found a .
ge as not a predictor of cannabis usage in the

region. This finding contravened . I .Wit 1 prevIous research findings (Frisher et aI.,

2007; Bere et aI., 2006; French et aI., 2001; Harnack et aI., 1999). They posited

that age was strongly associated with prevalence of drug use among young people

reflecting a range of factors including drug availability, peer relationships and

reduced parental monitoring. The reason attributable for this difference could be

the increase in number of early age of onset of cannabis use among school going

adolescents in the region, hence, narrowing the gap between the younger

adolescents and the older ones. Another possible reason for the difference could

be that the previous studies sampled the general population.

Parental communication also did not predict. cannabis usc among school

gomg adolescents in the region. This outcome meant that school going

adolescents with easy and difficult parental communication were at same risks of

using cannabis in the region. This finding was in contrast with previous research

fi d· eCI k t al 2008' Currie et al 2008; Frisher et aI., 2007; Fulkerson et
111 mgs ar e." '

aI., 2010; Soenens et aI., 2006; White & Halliwell, 2010). They found parental

. ., f:'1 I' n and parental monitoring as significant predictors ofdlsclplme, ami y co leslO

Ie The possible reason for this difference might be
drug use among young peop .

d I s from European backgrounds and conditions could
that the authors use samp e

be different.
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Hypothesis 5: Socio-demographic factor '.
s predict cigarette smoking among

school going adolescents

In order to find out factors .
mt1uencing smoking among school going

adolescents, binary logistic regression
was conducted to determine which

independent variables (age, gender, I're Igion, parental communication,

socioeconomic status acade' Ii
' mlc per ormance and geographical location) predict

cigarette smoking among hi' .sc 00 gomg adolescents m the Central Region. The

result indicated that the overall logistic regression model significantly predicted

cigarette smoking among school going adolescents (-2LogL = 780.232, l =,

22.286, p = 0.008). The result further showed that the predictors had explained

3.7% of the variance in cigarette smoking among school going adolescent in the

region as indicated by Nagelkerke R2 of 0.037. From Table 5, statistically

significant variations were found in the odds cigarette smoking among school

adolescents within religious affiliation and socioeconomic status. Students who

practised Islamic religion were more likely to smoke cigarette than those who

practised Christian religion (OR = 1.70, 95% CI = 1.02-2.85, P = 0.043).

Similarly, students from high socioeconomic background were less likely to

smoke cigarette than those from low socioeconomic background (OR =0.53, 95%

Cl = 0.34-0.84, P = 0.007). This meant that students from low socioeconomic

background smoked cigarette more than those from high socioeconomic

b k d H
er from Table 5 no statistically significant variations were

ac groun. owev , '

d
. h dd of smoking cigarette within age (OR = 0.95,95% Cl =0.59

observe In teo s

812)
der (OR = 0 77 95% CI = 0.53-1.13, P = 0.186), parental

1.49, p = O. , gen . ,

0 77 95% Cl = 0.52-1.14, P = 0.198), academic
communication (OR = . ,
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95%CI Sig.

Predictors of Cigaretle

Predictors N % B Wald OR

performance (OR = 0.65, 95% C1 = 0.37-1.14, p = 0.130), geographical location

(OR = 1.48, 95% Cl = 0.91-2.42, p = 0.113).

Table 5:
Binary Logistic Regression of Socio-Demographic
Smoking among School Going Adolescents

Age

12-13 years (ret) 27 22.5

14-15 years 93 77.5 -0.056 0.056 0.946 0.59-1.49 0.812

Gender

Boys (ret) 65 54.2

Girls 55 45.8 -0.257 1.747 0.773 0.53-1.13 0.186

Religious Aff.

Christians (ret) 99 82.5

21 17.5 0.532 4.105 1.72 1.0-2.84 0.043
Muslims

Parental Co

Difficult (ret) 50 41.7

58.3 -0.257 1.656 0.773 0.52-1.14 0.198

Easy 70

Socioeconomic Sta

Low (ret) 94 78.3

-0.631 7.172 0.532 0.34-8.44 0.007

High 26 21.7

Academic Perfor
2.515

0.284

Below average 30 25.0

(ret)
-0.132 .291 0.877 0.54-1.42 0.590

61 50.8
Average

-0.434 2.292 0.648 0.37-1.14 0.130

29 24.2
Above average

Geographical Loc. 2.506
0.286

Southern (ret)
34 28.3

0.77-2.02 0.367
.815 1.28

44 36.7 0.222
Central 2.506 1.43 0.91-2.42 0.113

42 35.0 0.394
Northern 30.01 0.152 0.001

-1.885
Constant

. y 2016
Source: Field Surve
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Socioeconomic status ' ,
slgntficantly predicted cigarette smoking among

school adolescents in the '
regIOn. Adolescents from low socioeconomic

backgrounds had higher probabilit f . .
y 0 smokmg cigarette than adolescents with

high socioeconomic background Th' fi .
S. IS mdmg corroborated previous research

findings (Doku, 20 12a; Hanson & Cohen, 2007; Owusu et aI., 2009). Adolescents

with lower socioeconomic status h d h' h . k "a Ig er rlS s of smokmg cigarette than those

from higher socioeconomic backgrounds. The possible reason for the similarities

might be due to the characteristics of the sampled population. This meant that

materials position and affluence of parents were predictors of smoking among

school going adolescents in the Central Region. Another plausible explanation for

this similarity could be that adolescents with poor socioeconomic status were

deviant prone and smoking of cigarette was problem behaviour (Costa et aI.,

2007). Another attributable reason could be the possibility of students with low

socioeconomic status having parents who smoke cigarette (Villanti et aI., 2011).

Another postulation for this outcome could be Bandura's self-efficacy resulting in

the adolescents with low socioeconomic backgrounds having the inability to resist

temptation of smoking initiation (Bandura, 1986). To Doku, it is also probable

I b t 01 ef&'orts have reduced smoking more among adolescents int lat to acco con r I'

h
· I . 'c groups than among those in lower socioeconomic groups,Igler SOClOeconoml

resulting in widening of the gap over time.

f . arete smoking among poor adolescents could also be
The presence 0 clg

. I . I this group of students interacted, such as beaches,
that the envIronment w llC 1

. nd from school provided greater opportunity for
rural areas and walkmg to a

adolescents to smoke without detection.
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The study found religion
as significant factor in predicting cigarette

smoking. The finding revealed th d
at a olescents h M' .w 0 were uslims were at higher

risks, and had higher probability
of smoking cigarette than Christians. This

finding is in line with previo .
us research findings (Koenig, 1994; Mcintosh &

Spilka, 1990). Intrinsic religiosit w h' hI . .
Y as Ig y associated with smoking behaviours

with those who internalized their berle~s more
1: likely to stand against social

pressures of problem behaviour. Similarly, the finding affirmed the previous

research findings that religiosity was a predictor of smoking behaviour among

adolescents with regular church attendees, religious conservatism and religious

denomination less likely to initiate smoking than those from other religions

(Omur & Tschopp, 1987; Kendler, et aI., 1997; Koenig et aI., 2001; Oleckno &

Blacconiere, 1991). The possible reason for this similarity could be that

Christianity reinforced negative attitudes towards smoking and increased social

pressure to avoid cigarette. Also, private religious activities like prayer and bible

study, being reflective of greater religious commitment might be associated with

lower cigarette smoking among the Christians (Koenig et al.).

Nevertheless, the study found academic performance as not a significant

determinant of cigarette smoking among school going adolescents in the region.

This finding was consistent with previous finding by Doku (2012a) school

performance had no causal link with tobacco use or smoking. School performance

. 'fi t predictor of tobacco smoking. The plausible reason for thiswas not a Slgm Ican

d b h
"1 Ilaracteristics of participants used by the current and Doku's

coul e t e Simi ar c

. tl finding contravened previous research findings (Bonell et
studies. However, le I

2009
S mdal et al 2000; SigfUsd6ttir et aI., 2007). The authors

aI., 2013; CDC, ; a .,
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posited that academic perror
mance and sat' D' .

IS action with school activities led to
health enhancing behaviours.

Gender was also fiound not to b "fie a slgm Icant predictor of cigarette

smoking among adolescents in the r . .
eglon. The possIble reason for this outcome

could be the narrowing gap bet b '.
ween oys and girls m terms of smoking where

there seemed to be increased nu b f' I "m er 0 gil'S smokmg III the current research. The

finding corroborated previous research findings (Doku, 2012a; Doku et aI., 2010).

They found gender as not a significant predictor of tobacco use among Ghanaians.

The author further opined that the attributable for gender non-predictability of

tobacco usage could be the break in the social norms in the region where there

was now a balance between boys and girls in terms of tobacco use (Doku, 2012a).

However, the finding of this study contravened the findings of (Hadii et aI.,

2013). They found gender as a significant predictor of smoking of tobacco among

adolescents. The same authors posited that compared with females, the adjusted

estimates revealed that males were significantly associated with the increased

likelihood of being a current smoker by two times. Although smoking or cigarette

appeared to be behaviour of masculinity, there seemed to be a close gap between

boys and girls.

Age was also found as not a predictor of cigarette smoking in the region.

The finding contravened previous research findings of(Doku et aI., 2010; Hadii et

aI., 2013). The authors found significant causal relationship between tobacco-use

and age, and observed that age had a quadratic relationship with cigarette

f noncigarette tobacco products among school-going
smoking and usage 0

. GI na The possible reason for this difference could be the
adolescents III 1a .

bet
ween early adolescents and older adolescents in terms of

narrowing gap
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smoking. Although smoking
Was considered h b .t e ehavlOur among older

adolescents (Doku et al) thO .
" IS research found e I . " .ar y InitiatIOn of cigarette smoking

among school going adolescents This e ....
. arly inItiatIon can predispose these young

ones to other risky behaviours' h .
, ence there IS a need to increase public health

education and early introductiol fl' .
lOse 1001 chIldren to nsky behaviours and their

consequences in the school curriculum.

Also, parental communication with their children was found not to

statistically predict smoking behaviour among school going adolescents in the

region. The finding was concomitant with previous research findings (Kafka &

London, \99\; Luk et aI., 20 \0; Stoker & Swadi, \990), where it was found that

parental communication was not a predictor of smoking behaviour among

adolescents. Another attributable reason for this outcome could be that

adolescents spend most of their times away from home, in school with

extracurricular activities and leisure time activities, hence were more influenced

by their peers. However, other previous research findings indicated strong

association of parental communication with smoking initiation among

adolescents, of which adolescents with perceived difficulty of talking to parents

about their problems was associated with increased risk of smoking cigarette

(Ackard et aI., 2006; Pokhrel et aI., 2008). The finding meant that parental

. were no longer effective in preventing risky hehaviours amongprotective norms

d I Th fiore tllere is the need to design other prosocial interventions toa 0 escents. ere ,

decrease smoking behaviour among adolescents.

Similarly, geographical location of the participants did not significantly

.' k' among school adolescents in the region. This outcome
predIct cIgarette smo 109

I
ts to smoke in the region, was not dependent where

meant that for ado escen
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he/she resides but depends 0 I'
n lis/her socioeconomic status and religious

affiliation, The outcome was c "
onSlstent with previous studies (Shakib et aI.,

2005; Unger et aI., 2003) where the '
Yposited that there was no causal relationship

between adolescents on the cigaretl ' ,
e smokmg and their place of residence. Also,

smoking which was previousl 'dy conSI ered as behaviour of city dwellers because

it was a socially acceptable b I ' ,e laVlour m the urban regions, however, due to a

break in social norms of the I d' ,rura Istncts, more adolescents from the hinterlands

were having easy access to cigarette hence narrowing the smoking gaps between

the urban districts, peri urban and the rural districts, and this could be attributable

to non-predictability of the geographical location (Colby et al. 1994; Doku,

2012a). Nevertheless, the finding contravened previous studies that reported that

adolescents from rural districts were more likely to smoke than those from

districts sharing boundaries with regional capitals (Aloise-Young et aI., 2002;

Doescher et aI., 2006; Flisher & Chalton, 200 I; Lutfiyya et aI., 2008; PlotnikolT et

aI., 2004). Similar studies had also found higher probability of tobacco use among

urban district dwellers, compared to those of rural districts (Fatoye & Morakinyo,

2002; Fatoye, 2003; Volke et aI., 2006), This was attributable partly to differences

in the definition of rural/urban and the differences in sample sizes and the

mechanism through which a place of residence controls cigarette smoking was not

I I d t d (Doku 2012a) This was because most previous researches had
c ear y un ers 00 , .

fl
' t' esults regarding the association between place of residence

reported con IC mg r

, k'ng behaviour (Fatoye & Morakinyo, 2002; Fatoye 2003;
and adolescents smo I

Flisher & Chalton, 200 I; Lutfiyya et al. 2008; Plotnikoff et aI., 2004; Volzke at

aI., 2006; Unger et aI., 2003), .
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Socioeconomic status and I"re IglOus affj I' .
I lations were highly associated

with cigarette smoking in tIle .
regIon hence h I h " ., ,ea t promoting interventIOns and

strategies should be tailored by p bl' h
u IC ealth department of GHS and SHEP unit

of GES at reducing inequalities' . .
In cigarette smoking. A Iso thl:sc intcrvent illns

should be focused on to protect sch I . . .
00 gOing adolescents In lower socioeconomic

backgrounds as well as th d Iose a 0 escents that practised Islamic religion.

Hypothesis 6' Socio-dem h' f ." ograp IC actors predIct active physical activity level

behaviour among school going adolescents

Binary logistic regression was conducted and the results indicated that the

overall model did not significantly predicted physical activity level of school

going adolescents in the Central Region (-2LogL =1803.158, -l =, 13.113, P =

0.158). The logistic regression model explaining 13% of variances of adolescents'

PA level, the findings showed inclusiveness of age, gender, religious affiliation,

parental communication status, socioeconomic status, academic performance and

geographical location cannot influence physical activity level of adolescents in the

region. Similarly, Table 6 showed that no statistically significant variations were

found in the odds of being physically active within age (OR = 0.84, 95% CI =

0.64-1.09, P = 0.180), gender (OR = 1.17, 95% CI = 0.94-1.45, P = 0.170),

I·· (OR - I 01 95% CI = 072-142, P = 0.957), parental communicationre IglOn -., .,

(OR = I.I6, 95% CI = 0.92-1.46,p = 0.198), socioeconomic status (OR = 1.14,

95% CI = 0.89-1.44, P = 0.289), academic performance (OR = 1.08,95% CI =

O637) nd geographical location (OR = 1.22, 95% Cl = 0.93-1.56,
0.79-145,p=. a

Th It meant that there could be other factors that were
p = 0.148). e resu s

. I tivity among school going adolescents in the region,
responsible for phys,ca ac

d d to be exploited qualitatively.
hence, these factors nee e
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Age 95%CI Sig.

12-13 years (ret)

14-15 years

Gender

159 25.0

477 75.0 -0.179 1.800 0.836 0.64-1.09 0.180

1.123 1.136 0.89-1.43 0.289

1.660 1.163 0.92-1.46 0.198

0.003 1.010 0.72-1.42 0.957

1.883 1.166 094 I. -.45 0.170

0.699

0.637

0.850

0.083

0.148

0.463

0.312

0.79-1.45

0.69-1.34

0.93-1.59

0.68-1.19

1.075

0.969

1.217

0.901

0.813

0.715

.223

.036

4.982

2.098

.538

1.024

562 88.4

74 11.6 0.009

281 44.2

418 55.8 0.151

291 45.8

345 54.2 0.153

409 64.3

227 35.7 0.127

117 18.4

324 50.9 0.072

195 30.7 -0.032

209 32.9

247 38.8 0.197

180 28.3 -0. I04

-0.208

Boys (ret)

Girls

Religious Aff.

Christians (ref)

Muslims

Parental Com.

Difficult (ret)

Easy

Socioeconomic St.

Low (ref)

High

Academic Perform.

Below aver. (ref)

Average

Above average

Geographical Loc.

Southern (ref)

Central

Northern

Constant

Source: Field Survey 2016

Age did not predict PA levels of school adolescent in the Central Region.

This finding meant that age is not a critical determinant of PA among adolescents

in the region. This finding contravened previous findings (Shridhar el aI., 2016;

WHOHBSC, 2006). They posited that age was a significant predictor of PA
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among adolescents. Attributabl
e reason for thi ts ou come could be technological

advancement of the society wh, ere younger child b .ren are ecomll1g more sedentary

due to influx of video games and t I "
e eVISlon and thus reducing their activity level,

hence equalising with the older adol .
escents. Also, walkmg to school previously

was a better means of compliment" PA hmg ,owever, currently walking to school is

considered as the behaviou ftl .rOle poor or as a pUnishment. This could have been

responsible for high level obesity among young children.

Similarly, gender did not predict PA of school going adolescents in the

region. The finding was inconsistent with previous research lindings (Afrifa-

Anane et al., 2015; GSHS, 2007; HBSe, 2010; Peltzer & Pengpid, 2012;

WHOHBse, 2006). According to these studies, gender was a significant predictor

ofPA among adolescents with girls at more risks of being physically inactive.

The possible reason accounting for this outcome could be the gender

parity in the schools and communities, where physical activities are designed

nowadays to attract more girls into physical activities through more gender

sensitive programmes; hence giving more girls opportunities to engage in sporting

. activities just like their boys counterpart. This could be responsible for the

narrowing gap between boys and girls (HBSe, 2010). Also, the possible

explanation for this outcome could be healthy life education in the media is

having positive changes on the girls' active lives, while technological

. I d' g to decline of physical activities among boys.
advancement IS ea III

Academic performance according to previous research finding (CDC,

. . fon with physical activity, and this was affirmed in the
2009) had negative aSSOCla I

cademic performance had been found by other
current study. However, a

I (2007), Taras (2005) and Schmitz et al. (2002) to be
researchers; Johnson et a .
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highly associated with physical activity
level, with higher academic rank or

expectations predicting greater 1 If'
eve s 0 physical activity and lesser amount of

sedentary lifestyle behaviours
among school adolescents. The possible

explanation for this difference Id
cou be that there was a decline in PA

participation among school going adolescents due to technological advancements

and this decline .was occurnng more among adolescents with high academic

performance.

The state of parental communication was not a significant predictor of PA

among school going adolescents in the region. This finding contravened previous

research findings (Xin et aI., 2015), where it was reported that the odds of family

involvement in the children's activity in most days of the week were associated

with both higher level of PA and less leisure-time sedentary behaviours. The

plausible explanation for this difference could be due to inappropriate mentoring

from parents, in terms of active life leading to decline in the activity level of those

with easy parental guidance. This Dougherty (1993) also explained that when

parents were indifferent, exhibited inappropriate role modelling. or were

inconsistent in setting standards of behaviour for their children. There was a much

greater likelihood of problem behaviour and psychological problems. Inch ley et

al. (2001), Mazur et al. (2001) and Baumrind (1991) expatiated that, the role of

parents cannot be overrriden as parental supports remain vital to the positive

development of adolescents towards physical activity, and this can buffer

from the friends. Easy adolescents'
detrimental macrosystem influences

b considered as an indicator of both social
communication with the parents can e

d ~ 'Iy connectedness.support from parents an laml
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Geographical location had I b
a so een shown not to predict PA in the

region. This meant that to engage in PA' h .
m t e regIOn was not dependent on one's

place of residence or geographical I .
ocatlOn but other factors could be responsible

for PA. There was inconsistency in thO d"
IS pre Ictlon as compared to previous

research findings (Bergier et aI., 2014; Mynarski et aI., 2012), where it was found

that, school adolescents from rural districts have higher probability LO engage

physical activity than those from the urban districts. The attributable for the

inability of the geographical location to predict PA level might be due to the fact

that video games and technologies have found their ways into rural settings

leading to reduction in PA of adolescents, hence, narrowing the gap with urban

districts. Adolescents from rural districts were known to be physically active

through work performed on farms and gardens, as well as commuting to and from

school, shops on foot or by bicycle (Mynarski et al.). But there seemed to be

reduction in these activities among the rural folks.

Religion did not significantly predict PA among school going adolescents

in the region. The possible explanation of the cause of this ouLcome was that

adolescents in the region had the similar characteristics in terms of religious

affiliation and PA. This finding was in contrast with previous findings (McIntosh

I k & Blacconiere 1991) that highly religious college
& Spilka, 1990; 0 ec no '

!',kely to engage in regular exercise than low religious
students were more

students.
. . status did not predict PA level of adolescents

Furthermore, SocIOeconomic

. f thO study was in distinction with the previous
in the region. The findmg 0 IS

h 2015' Blaxter 1990; Inchley, 2005; Manios,
research findings (Asare & Danqua , ' '

I 2014' Strong, 2005). They posited that socio-
et aI., 20 I0; Micklesfield et a ., '
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economic status of parents was
associated with d' d 'let an exercise among

adolescents. Adler and Matthews (1994)" .
lurther stated that younger, wealthier,

better educated individuals under 1 I I
' ow eve s of stress, with high levels of social

support, were more likely to practice health protective behaviours such as

physical activity. However there seemed t b' ,
, 0 e narrowing gaps between the nch

and the poor adolescents in term f db'so se entary ehavlour and physical inactivity,

and this could be attributable to the differences in findings. Another reason

attributable for this outcome was the increased level of sedentary behaviours and

physical inactivity among school adolescents with low socioeconomic status

. because physical activity was associated with people with low socioeconomic

backgrounds, This outcome meant that environmental modification and infusion

of physical activities into video games could serve as the best programme

intervention to increase the PA level among school adolescents (WHO/HBSC,

2006). This was because to WHO/HBSC increasing expansion in the availability

of television channels and computer games targeting children, compounded by

changes in culture and family composition, had contributed to an increase in the

number of hours children spend in sedentary activities. Children's energy

expenditure had been further decreased by reductions in levels or human-powered

. h (alking and cycling) and, in some cases, fewer school
transportatIOn sc emes w

. rt 't'es for engaging in sporting activities.
and communtty oppo unt 1

f I edictors predict physical activity among school
Although none 0 t le pr

, . h Central Region, supportive school environment is
gOll1g adolescents 111 t e

f cial skills and positive behaviours (Murray &
essential to the development 0 so

. . onment such as school playing fields, school
Greenberg, 2000). supportive envlr
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avenues of trees, parks, gardens and health enhancing psychosocial environment

are need for lasting development of physical education skills.
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CHAPTER FIVE

SUMMARY, CONCLUSIO
NS AND RECOMMENDATIONS

The purpose of this study was to d t .
e ermine the prevalence of health-

related behaviours among scho I .
o gOing adolescents in the Central Region of

Ghana, and explore factors influe' h
nClng t ese behaviours. This chapter presents the

summary of the study main findin I'
, gs, cone USlOns and recommendations to inform

policy formulation.

Summary

Adolescence has been viewed as the most critical period of human life,

where health is one of the essential requirements for proper adolescent

development. This period of life represents a great share of the founding of future

health and health behaviour patterns biologically, psychologically and

behaviourally. It is a period for the adoption of health behaviours relating to

cannabis use, smoking, sexual intercourse, diet, exercise and alcohol usage. II is

also a period where cannabis use, cigarette smoking and drinking peak up while

sexual health problems such as sexual promiscuity, experimentations and its

associated problems such as teenage pregnancies and sexually transmitted

infections become more prominent among adolescents, and increase in the

consumption of fast foods with decrease in physical activity. Due Lo complex and

h · fi I f adolescent health there is the need to keep up-to-date data onc anglllg pro leo - •

d I h I -I I ted behaviours for differentiations and for regular multi-a 0 escents ea t 1 re a

. dis and interventions to ensure healthy developments of
faceted oriente approac le _

this category of our population.

of the study two research questions as well as six
To achieve the purpose '

I d to guide the study. To find answers to these
hypotheses were formu ate
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questions, descriptive quantitati
ve cross-sectional design was employed to

conduct the study. Using mull" tIS age sampling procedures of cluster, random

sampling techniques, proportionate class . .samphng with gender classification, and

convenient sampling, 1,400 school .gOing adolescents were sampled from 34 JllSs

across the Central Region. GSHS (2012) . .questIonnaIre was adopted, modified and

used for the data collection. Data collect d I .e was ana ysed uSing frequency and

percentages to report on the prevalence of health related behaviours in the region

as well as logistic regression to report on the hypotheses formulated through the

use of SPSS (Version 16) software. The prevalence of health related behaviours

were presented in pie charts and regression statistics presented in tables.

Main Findings

The findings revealed 9% prevalence of overall lifetime cigarette smoking

among school going adolescents in the region. Age of cigarette smoking initiation

was 11 years (primary school) with increased prevalence at the JHS (agc 14-

15years). The study also found high prevalence of current smoking (54%) among

school adolescents in the region. Friendship was found to be a predisposing

influence of smoking initiation in the region. The study also found 42%

prevalence of lifetime alcohol consumption among school going adolescents in

the region. High prevalence of drunkenness was also found in the region. Again,

h d fi d
'mary school as the starting point of alcohol consumption, with

t e stu y oun pn
. I t the JHS Using alcohol as a medicine to cure diseases and
Increased preva ence a .

. h main reasons for alcohol initiation in the region.
seasonal festIvals were t e

9
01 lence of cannabis usage was found among school

Furthermore, 1'0 preva
. 'on Age of onset of cannabis usage was JI-IS.

going adolescents III the regl .

b
hip were the predisposing factors for cannabis

Friendship and group mem ers
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initiation among school adolescents in th .
e region. Also, the study found 26%

prevalence of sexual intercourse amo .
ng school gOll1g adolescents in the region.

The age of onset was 11-13 e ..'
y ars With II1creased prevalence at age 14-15 (.11 IS).

The predisposing factors for early s I'
exua II1tercourse were forced sexual

intercourse, drunkenness and as a f f Iproo 0 ove among adolescents in the region.

High prevalence (61 %) of unprotected sexual intercourse was found in the region

with increased prevalence of multiple sexual relationships among school going

adolescents.

The study also found 50% prevalence of healthy dietary practices of fruits

and vegetables consumption in the region. Also, there was high (90%)

consumption of toffees and carbonated drinks in the region coupled with low

(57%) intake of breakfast among school going adolescents. The study also found

48% prevalence of physical activity among school going adokscents with low

participation in Physical Education lessons.

Furthermore, the findings revealed geographical location as factor

predicted lifetime alcohol usage among school going adolescents, with students

from the northern part of the region less risk to drink alcohol than those from the

I d t 1 a ~s of the region However, the study found age, gender,sout lern an cen ra p I, .

. . I' . us affiliation parental communication and academicSOCioeconomIC status, re JglO ,

. f d ts as not predictors of alcohol usage in the region.
performance 0 stu en

. t' lIy predicted healthy dietary practices among school
Also, gender, statls Ica

. . lore likely to eat healthy foods than boys. Similarly,
goingadolescents, With glr s m

d t as a factor significantly predicted healthy
academic performance of stu en s. '

I t With students whose academic performances
. g ado escen sdietary practices amon '

. I to practice healthy dietary practices of eating
were above average more like y
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fruits and vegetables than those 'th b
WI elowaverage and average performances. In

addition, geographical location as at:. ,
actor significantly predicted healthy dietary

practices in the region, with adoles r' .
cent Ivmg m the central parts of the region

more likely to practice health die .
y tary practices than those from the southern and

the northern part of the region. Nevertheless, the study found age, religious

affiliation, parental commun'c f d' .
I a IOn an SOCIoeconomiC status of the students as

not significant predictors of dietary practices in the region,

The study also found age to significantly predict sexual intercourse among

school going adolescents in the Central Region of Ghana with older adolescents

(14-1 5years) more likely to have sexual intercourse than the younger ones (12-13

years). Similarly, gender was significantly associated with sexual intercourse

among school going adolescents with boys more likely to have sexual intercourse

than girls. Parental communication was also found to be highly associated with

sexual intercourse among school going adolescents in the region, where

adolescents with easy parental communication were less likely to have initiated

sex than adolescents who find it difficult to communicate with their parent. In

addition, academic performance of the students was also found to have causal

relationship with sexual intercourse, with adolescents whose academic

performances were above average less likely to have engaged in the sexual

. h h academic performances average and below average.
mtercourse than t ose w ose

I
. . ffiliation socioeconomic status, and geographical

Nevertheless, re IglOus a ,

I d causal relationship with sexual intercourse among
locations of the students la no

school going adolescents in the region.

. b' utilisation among school going adolescents in
Gender predicted canna IS

. I t use cannabis than boys. Religious affiliation
the region with girls less lJke y 0
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was also found to be a significant '
predictor of cannabis usage, with Moslems

more likely to consume cannab' th ' ,
IS an Chnstla S' 'Ins, Iml arly, socioeconomic status

of the school going adolescents as ' ,
determlOlOg factor significantly predicted

cannabis usage in the region w'th d
I a olescents fi h' h 'rom Ig socioeconomic

background less likely to use cannabis AI ' ,
, so, geographical locatIOn as a factor

significantly predicted cannabis usage' th ' ,
10 e regIOn, with adolescents from the

central part of the region less likely to util',se b' h hcanna IS, t an t ose from southern

and northern part of the region. However, the study found age, parental

communication and academic performances of school adolescents as not

associated with cannabis usage in the region,

Again, the findings revealed that religious affiliation predicted cigarette

smoking among school going adolescents, with Moslems at more risks to smoke

cigarette than Christians, Also, socioeconomic status as a factor was found to be a

significant predictor of cigarette smoking among school going adolescents in the

region, with students from high socioeconomic backgrounds less likely to smoke

than those from low socioeconomic status, The findings also revealed age, gender,

academic performance, parental communication and geographical locations of the

adolescents as not significant predictors of cigarette smoking in the region, The

findings also revealed age, gender, religious affiliation, socioeconomic status,

factors to
I ' t"Oll alld geographical location as not signilicantparenta communlca

determine PA level of school going adolescents in the region,

Conclusions

fi d' gs the following conclusions have been posited: it
Based on the III 10 ,

I 's relatively low prevalence of cigarette smoking
could be assumed that t lere I

t 'n the Central Region. These adolescents seem to
among school going adolescen s I
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and festivals being the major

influences of alcohol drinkino initiation am hI' .
o ong sc 00 gomg adolescents m the

initiate cigarette smoking early I . ., resu tmg m h' I . .
Igl mCldence of cigarette smoking

in the region with friendship being d' .
a pre lSposmg factor of initiation of smoking

in the region. The findings al
so suggest that alcohol consumption and

drunkenness are high among adole . I .
scents In tle regIOn. They seem to consume

alcohol early, with alcohol drinking parents

region.

However, cannabis usage in the region was found to be low among school

going adolescents. The staliing point of cannabis usage is JHS with friendship

and sense of belongingness being major predisposing factors. Similarly, sexual

intercourse is relatively low, compared to other regions, with age of sexual

intercourse onset at 11-13 years. Drunkenness, forced sexual intercourse and

proof of love, are the enabling factors for early sexual intercourse in the Central

Region. Also, there is high prevalence of unprotected sexual intercourse among

school going adolescents in the region as well as multiple sexual relationships.

This implied that there may be high rate of teenage pregnancy and other

consequencies associated with early sexual intercourse in the region.

Relatively, there was high prevalence of fruits and vegetables

. I h' I consumption of toffees and carbonatedconsumption in the region Wit 1 Igl

. hi' adolescents. There is low intake of breakfast in the
dnnks among sc 00 gomg

. h' I location is a predictor of alcohol consumption
Central RegIOn. Geograp Ica

. 1 ts in the region, with adolescents from southern and
among school gomg ado escen

. . k f drinking alcohol, than those from northern zones.
middle zones at higher ns s 0

. formances and geographical location are significant
Also, gender, academic per

d' t y practices among school going adolescents in
factors that influence healthy Ie ar .
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the region. Similarly, for adolescents tohi'ave sexua Intercourse early in life; boys,

older adolescents with difficult parental "commUnication and poor academic

performance are at higher risks of h' I . ,aVlng ear y sexual Intercourse In the region.

Also, to use cannabis in the Central region boys M ,. d I ' h I, ,us Ims, a 0 escents Wit ow

socioecomic status and those from northern and southern parts of the region are at

higher risks of using cannabis than those from the middle parts of the region, In

addition, religious affiliation and socioeconomic status are factors that are highly

associated with cigarette smoking, such that adolescents from poor backgrounds

and Muslims at higher risks. Finally, to engage in PA in the Central region among

school going adolescents is not dependent on age, gender, religion,

socioeconomic status, parental communication, academic performance and

geographical location but other confounding factor which has to be investigated.

Recommendations

Based on the conclusions, the following recommendations have been

opined:

School sex and reproductive health education should focus on mediating the

d . influence on sexual intercourse through
gender, age, parental and aca emlc

I association meetings and public health
classroom teachings, parent teac ler

. . I entation of prosocial sex education in schools
education, because effective Imp em

I ' tercourse among adolescents, and increase
and communities would delay sexua 111

d t' vision for the future and communal
safer sexual behaviour. Also, e uca lon,

. I sexual intercourse, therefore mentoring
gement 111 ear Y

socialisation delays enga
. th society should be used to arrest early

and modelling by successful people 111 e . _ .
, it is a precursor for contracting S rIs

on adolescents, Sll1ce
sexual intercourse am g ,

I I dropout and early marriages. The
pregnancy, sc 100

like HIV/AIDS, teenage
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possibility of drug use epide .mlc Occurrence in the re .. glon could occur more among

boys, with school going adol .escents with 10 .W socioeconomic status and also

among those from the southern a d hn nort ern parts of th .e regIon as well as practice

Islamic religion. This means that d" .Istmctlve public health interventions should

focus on these aspects of school adolesce' .nts m the regIon. These programmes

must address the multiple risk d .s an protective factors to prevent onset of and

mitigate the problems associated with b'canna IS usage among school going

adolescents.

Recommendation for Further Studies and Practice

Again, the following recommendations can also be considered.

1. Qualitative research is needed to investigate factors influencing PA of

school going adolescents in the region.

2. More public health education is needed at the southern and middle part of

the region to guide alcohol abusers as well as prevent those about to drink.

3. PTA/SMC should be educated on the dangers of alcohol to children since

most adolescents are initiated into drinking by their own parents.

4. Breakfast should be added to school feeding programme since most school

going adolescents are not eating breakfast.

5. Drug related interventions should focus more on the religion especially

Islam and the belief systems to help curb cannabis use and cigarette

smoking in the region.

6. Parental supports for children and adolescents throughout their

d
rt'cularly at critical transition periods where they are

development an pa I

I
'nfancy and early childhood, at the transition

most vulnerab e, e.g. I

. d d dolescence need critical considerations.
between clllldhoo an a
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7. Interventions should target th I'
e popu atlon at large (universal prevention),

but also support groups (selective prevention) and individuals (indicated

prevention) that are particularly at risk.

8. Public health education should focus on both individual and

environmental factors of vulnerability and resilience.

9. Health education programmes should reach the population through

multiple settings (e.g. families, schools, communities and play grounds).

10. A policy requiring schools to implement substance abuse prevention

education and policies in the context of health or personal! social

education and promotion, including standards on how to do so are

necessary.

11. Enhancing family bonding, i.e. the attachment between parents and

children are necessary the for the region

12. Supporting pa~ents on how to playa more active role in their children's

I
. monitoring their activities and friendships, and being involved(ves, e.g.,

in their learning and education
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Dear valued Students,
I am a. PhD ~tudent in the Department of Health, Physical Education and
Recreation, University of Cape Coast. I am collecting data for a thesis research
th~t looks at the D~terminants of Health Related Behaviours among School
gomg Adolescents In the Central Region of Ghana.
This survey deals with health behaviours as portrayed by adolescents in the Junior
High Schools in the region. It has been developed so you can tell us what you do
that may affect or improve your health. The information you give will help in
policy formulations and strategies to improve your health through education and
programmes for young people like yourself in the schools across Central region
and to an extension, the whole country. DO NOT write your name. The answers
you give will be kept confidential so that no one will identify you with your
responses. Answer the questions based on what you really do.
Your responses will be extremely helpful if they are truthful and reflect the real
situation as you remember. This research is solely academic and your school's
responses will be treated with confidentiality. Please be inform you will meet
some questions on your sexual, drug and alcohol experiences which you must be

truthful as much as possible.
Please, it will take you about 35 minutes to answer the questions.

Informed Consent . . .
Please complete this informed consent before you respond ~o.thls questIOnnaire.
I fully understand the importance of this research and willingly offer myself to

participate in this study.
Signature: , .

APPENDIX A· QUEST
BEHAVIOUR' IONNAIRE FOR ADOLESCENTS HEALTH

UNIVERSITY OF CAPE COAST
. COLLEGE OF EDUCATION STUDIES

DEPARTMENT OF HEALTH, PHYSICAL EDUCATION AND
RECREATION

Date: .
Researcher' Thomas Hormenu 0244213465
., . '. P f J K Ogah (0243102322)Principal SupervIsor. ro. . .

INSTRUCTION: PLEASE CIRCLE OR WRITE YOUR APPROPRIATE

RESPONSE WHERE NECESSARY

C. Others
I. (-low old are yOu~· .. ·.. ·....A..B~ ......·.. ··.. ··..ii.· Girl

;: ~~;~~i~U~o:;fi~~~ion: A'. Ch~istians B. Moslem

4. Which form are you?

A.l
13.2
C. 3 ., h sical Education, walldng to school, running, rust

physical ActiVity (P y I e skipping etc.)
walldng, biking, dancingsfo~t';l i~at~:I;st 4 weeks, how many days were you

5. From Monda~s to un a 1ft least 60 minutes per day?
physically active for a tota 0 a

A. Never
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B. One
C.Two
D. Three
E. More than Three

Sedentary Life

6. Do you watch TV every day? A. Yes B No
7. From Monday to Su d h .

TV? n ay ow many hours a day do you spend watching

A. Never
B. Half an hour
C; 1 hour
D. 2 hours
E. 3 hours
F. 4 hours
G. 5 or more hours

8. How many hours do you play computer/ video games in a day?
A. Never played computer game
B. About half an hour a day
C. About 1 hour a day
D. About 2 hours a day
E. About 3 hours a day
F. About 4 hours a day
G. About 5 hours a day
H. About 6 hours a day
I. About 7 or more hours a day

9. How many times have you being going for Physical Education class in a
week?

A. Never gone for PE class
B. ·Once a week
C. Twice a week
D. More than twice a week

Smoking Behaviour (cigarette smoking)
10. Have you ever smoked A. Yes B. No
11. At which level ofschooling have you first smoked?

A. I have never smoked
B. Lower Primary school
C. Upper Primary
D. JHS

12. How often do yOll smoke nowadays?
A. I have never smoked
B. 1 or 2days
C. 3 or 4 days
0.5 or 6 days
E. All 7 days

13. How did you get the first cigarette stick yOll smoked?
A. I have never smoked
B. From a friend
C. My parent
D. My teacher
E. Brothers or Sisters
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14 WI F. Picked it on the ground
. lat was the r fi

A N
eason or smoking the first time?

. ever smoked .
B. Just want to feel the taste
C. I was forced by a friend
D. I don't know

Substance Use (Wee)

15. Have you ever smoked, chewed or eaten wee?
A. Yes B. No .

16. Which class were you when you first used wee?
A. I have never used weed .
B. Lower Primary
C. Upper Primary
D.JHS

17. Who introduced you to the wee?
A. I have never use wee
B. My schoolmates
C. My parent
D. Brother or Sister
E. I was sent to buy it

18. Why did you take the wee for the first time?
A. I have never used wee
B. In order to be with my friends
C. I want to learn my books
D. I want to be powerful
E. I want to have sex

Sexual Behaviour (vaginal and anal penetration)
19. Have you ever had sexual intercourse? A. Yes B. No
20. Which class were you when you had sexual intercourse for the first time?

A. I have never had sexual intercourse
B. Lower Primary
B. Upper Primary
C.JHS

21. What influenced your first sexual intercourse?
A. I had never had sex
B. I was drunk
C. I wanted to prove my love
D. I was forced to do it
E. I wanted to please my friends
F. I don't know

22. How many people have you had sexual intercourse with in your life?
A. I have never had sexual intercourse

B. I person
C. 2 people'
D. More than two (2) people .

23. The last time you had sexual intercourse, did you protect yourselfwllh

condom?
A. I have never had sexual intercourse

B. Yes
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14 WI F. Picked it on the ground
. la

A
t waNs the reason for smoking the first time?

. ever smoked .
B. Just want to feel the taste
C. I was forced by a friend
D. I don't know

Substance Use (Wee)

15. Have you ever smoked, chewed or eaten wee?
A. Yes B.No .

16. Which class were you when you first used wee?
A. I have never used weed .
B. Lower Primary
C. Upper Primary
D.JHS

17. Who introduced you to the wee?
A. I have never use wee
B. My school mates
C. My parent
D. Brother or Sister
E. I was sent to buy it

18. Why did you take the wee for the first time?
A. I have never used wee
B. In order to be with my friends
C. I want to learn my books
D. I want to be powerful
E. I want to have sex

Sexual Behaviour (vaginal and anal penetration)
19. Have you ever had sexual intercourse? A. Yes B. No
20. Which class were you when you had sexual intercourse for the first time?

A. I have never had sexual intercourse
B. Lower Primary
B. Upper Primary
C.JHS

21. What influenced your first sexual intercourse?
A. I had never had sex
B. rwas drunk
C. I wanted to prove my love
D. I was forced to do it
E. r wanted to please my friends
F. rdon't know

22. How many people have you had sexual intercourse with in your life?
A. I have never had sexual intercourse
B. I person
C. 2 people·
D. More than two (2) people .

23. The last time you had sexual intercourse, did you protect yourself with

condom?
A. I have never had sexual intercourse
B. Yes
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C.No
24.lfN h .ow at dId you lise?
25. How many f .

A N
o your fnends have had sexu I··:···········.. ·· .. ·········· .. ···········

. one of my friends a mtercourse?
B. Some of them
C. Most of them
D. All of them

26 D'd .
• 1 you dnnk or lise any other dru s b

A. I never had sex g efore your sexual intercourse?
B. Yes
C. No

Alcohol Use or Drinking behaviour (Ale .' .
Beer, Guinness, Alomo Kasaprel

r
d . 10h)0J. PltO, Palm Wine, Akpctcshic,

27 H ,,0 nn {s
28' Have you taken any alcoholic beverage before? A. Yes 8 N

. ave you ever been drunk? . 0

A. Never
B. Once
C. Twice
D. Several times

29. Which class were you when you had your first drink of alcohol?
A. I have never had a drink of alcohol
B. Lower Primary
C. Upper Primary
D.JHS

30. How many of your friends drink alcohol?
A. None of them
B. Some of them
C. Most of them
D. All of them

31. Who introduced the drinking of alcohol to you?
A. I have never tasted alcohol
B. My friends
C. My parents
D. I watched it on TV
E. I was sent to buy it by an older person

32. What was the reason for you drinking alcohol for the first time?
A. I have never tasted alcohol
B. Wanted to please my friend
C. Wanted to be strong and have more energy
D. I took with medicine
E. I don't know

Dietary practices (eating of vegetables and fruits)
33. How many times do you take your breakfast during school going days of

the week?
A. Never taken breakfast
B. Some days
C. Everyday

34. During the past 7 days, how often per day did you eat fruit, such as
oranges, pineapple, watermelon, banana, guava, pear, sweet apple,

mangoes, or pawpaw?
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APPENDIX B: ETHICAL CLEARANCE
----_..- -.-<---.

UNIVERSITY OF CAPE COAST
INSTJ.TUTI.ONAL REVIEW BOARD S£CRE.TAHIAT
Tr.L:(I.l.\ll.JJI7UJlI1:!U'.l."~~VU'''.P071U~ C/O ' . , .. . ~. t;::,-. Dlrtttorate ofMuurch. Innovation and ConsullllnCy
t-:\I.\IL; irb~lIc('.td".all ~

OllA RU': VCCJJN1U,VI1 t~~.~::::::::' ..~
,,01 III ncr- ~

~1r. Thomus Honncnu
J)cptlnmcnl of Ik"lth Ph)'~icill Education .:and R-:cn:nlioll
University of Cape Coast

D\."C1r Mr. Hormcnu,

ETlIICAL CLEAnANCE -10 NO: (UCCmU/CESI20JGIU~)

The UniYe~ity of Cnpe Coast Insliuuiolml Review DOiJrd (UCCIRB) has granted Pro\'isiulIlIl
Appro\'ul for imp1cmcnbtion of)'our rcSC:Irch profocoJ tilled: 06: nelem,I"""I. or Jlcallb Itcl:llcl!
llciiniouI"3 Am ODE Sdlool Going ,\dulclccntln (be Cenlrllllh~RlolIorGbIUUlI."

This approval requires that you submit periodic review ofthe protocol to the Do:ud ;lnd a. tin;ll full
review to the UCCIRB on completion of the rcscnrch. TIle UCCIRO rna)' observe or cause to be
abscned procedures nnd record,; of the research durinS:ll1d o.ncr implcmen13[ion.

Pleasc nole that nny rnodificmiol1 orthe project must" be slIhnJilted 10 lhe UCCIRU ror re"ic\\' and
Dpproval before its implcIltCIlf<llioll.

You we also required to report aU serious ndversc eWllts related to this study to lh~ l1CCmB
within seven days .."Cmally Md fourteen cJa)'s in ""'riling.

Always quotc the prutocQI id~l\tificalion number in all fuwre com.'spondcllcc \.. ilh us in rd,\u~m

to this prolDCol.

Yours f.ithfully.

6~~'.f (S.muel Asiedu Owusu)
ADMINISTRATOR

cc: lllo Chaim••n. UCCIRlJ

~"'::;;'t····"···:n;:;..lOii·······
• WoI1tll6 ew 60ARl)
1NST11\J110~t~~e c0f,51
U"'~~~.::.\::.\~ -
~[•....
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APPENDIX C: INTRODUCTION TO DISTRICTS
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"...
GHANA EDUCATION SERVICE

5'1< felJruoJry,20J&.

Rer,ionJI Educillion OFl:c~

P. O. Ilo.... nt,

(<ape Coast,

;';·::.gl?
~tl'U~ut Of CH..u.A

ToL· ~JJ21·12333

fox; 03121·121J3
t:maj/: _qf"sc(nt'!I'rdu<=tFJ!lmn/~
.\{I"(L..' -rt, fiE':).-CI<i4 IHV<.J1. 3~~'}
Your ~;." No.. ,~"._.•.•.. _. _, ..

INTRODUCTORY lE fUR: THOMAS HORMENU

!iQLHTPII~I005: PlIO STUDENT UNIVERSITV OF CAPE COAST

In (".n~ j)11"~ thl'

IIUI1:"'-', a,i:' i/,,:e r:! lh,s

II-th" !(lOiJtJltJf'q;JOr....,

The ilbovc~~t.'t~d fl,lmc is OJ PHD Slud~',lt of Dej).1rtmt'n, ullle:.:th. Phy~ic;'ll (d., ,1'-'11

illld Rccr~Jtion.condm;ling a rcsC<lrch on the lOllit "Oeterminants of Hctlllh Relatl.!d
Beha....iours of School goine AdolcscCI~lin the Central Region".

The department wrote to,the Milllaeement of the Ghana Education Service. Rer,ionill
Educiltion Djrcctorilt~,Ccntrill, for permission to enilblc him ,)'cess the Junior High Schools i.,
the:! .I\egion for the: SJid exercise.

Permission had been grJnlcd to him lind the Directorate is bV this letter introd~lC:inBhun

i:lnd also iniorming 'all Metro, Municip:J1 ~nd District D.ircctors of Educlltion oHicially for yO~lr

support Oll1d maximum co·operation for the eXP'fcisl'.

The dcpi:1rllllCnl i:ls::.ufcd the Oircctor,l(ll thilt, the Infoflll.nloll collected will he: trl'au:d

with utmost confidentiality.

illS our hope- thal your outfit will Inform ;,11 the tl~iltJs of ,h~ JIIS Schools Vlllllm ·;'Nf

jurisdiction.

:::::i:::." your ",u.1 support and co.op.r'~lf-

o. K. OFORI
AG. REGIONAL DIRECrOR OF EDUCATION,

CENTRAL

Distribution:

"II Metro, Municip~l,O'SlriCl Dlrector:.. of Cduciltion, Central Rce ion.

cc:· The Head, .
Dl"partrtlClll of Ilc<1hh, Phy~ic,,1 Education and Rt'((Ntlon

Ullivcnity of C;lpt! COil\t.

,/ Mr. TholTl3S Itormcnu, .
O(!pJrtnlC.'Ol of Hcalttl £. Physical Education & Hccrc,ltlon•.

University of C.:'I[)a CO~\\.

, ... ' .... ,
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APPENDIX D: INTRODUCTORY LETTER

UNIVERSITY OF CAPE COAST
. COLLEGE OF EDUCATION STUDIES

Department ofHea/lh, Physical Education & Recreation

TUf.Y1to.... r:....~)l.IU)~I09)II(O"..~1)5Il1
(t1~~j~81'j

Our ncr: ED/lITl'lWOIIOsn

Institutional [(cvicw Board
University of Cnpc CO::lSI
C<lpe Coast

Cnblc$ & TI:'h:g.rOlT\i:
UNIVERSITY, CAl'" COAST

17'" Decembcr, 20lS

INTIIOIJUCI"ORY LEITER: THOMAS 1I011~lENU (IW/IITP/14/0005)

The bC;lrcr of this letter is a PhD student or the above department. In partial llilfilmcnt orlhc
requirements for the proHr.:Jmmc, he is conducling u resenrch on tho topic "Dl.'tC'rl11ln:lIl1~ uf
lI~ullh U.clatct.l Odlu,"iours or Schuol ~uing Adolcsl;ClllS in the Centro I Itl'gion of (;h:III:I"
~nd would need elhical c1cilroncc from your outfll.

We would therefore be moSl gruteful if he could be gi\"cn uppro\J~11 lO cn:1blc him \:undUd Ill\.:
rcscnrch.

We count on )'OUr usu~l cO-{.lp.:rotiol1.

Prof. J()$Cph K. Mintsh
lI.ad

----.._-- -_.----
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