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Background: Diabetes is a leading cause of death globally, with significant
burdens in low- and middle-income countries (LMICs). However, knowledge
of contextual factors associated with diabetes in LMICs are limited. This study
highlights three important lessons on diabetes by identifying and interpreting
contextual factors related to its prevention and management within a low-
income urban community in Accra, Ghana.

Methods: This was a qualitative study. Data were collected through four focus
group discussions (FGDs) with older adults men and women (50+ years) and 18
in-depth interviews with community stakeholders, including traditional leaders,
market women, and the Ga Mashie Development Agency. Thematic analysis
was conducted to identify key insights on diabetes perceptions, challenges, and
cultural practices.

Results: Three key themes emerged from the data: (1) Knowledge does not always
translate to action. While participants had extensive knowledge of diabetes risk
factors and management, they cited practical constraints that hindered their
ability to make behavior changes; (2) Food is more than nutrition. Participants
noted that food plays an important role in family, community, and emotional
well-being, and (3) Diabetes carries dual meanings. Participants associated
diabetes with both individual lifestyle behaviors (e.g., alcohol consumption
and sexual activity) and broader environmental exposures (e.g., pollution and
chemical contaminants in food).

Conclusion: These results highlight the complexity of diabetes management
in an urban poor community context, requiring more than knowledge on
diabetes risk factors for behavior change. Addressing personal, communal, and
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environmental factors, alongside structural barriers, is essential for developing
effective, sustainable diabetes management strategies in this setting.
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diabetes, cultural context, Ga Mashie, Ghana, global health

Introduction

Diabetes is a leading cause of death and disability worldwide, with
low- and middle-income countries (LMICs) like Ghana facing a
disproportionately high burden (1). In 2019, approximately 463
million people globally were affected by diabetes, and this number is
projected to increase to nearly 700 million by 2045 (1, 2). Despite the
growing burden of diabetes, research focusing on the contextual and
community-specific factors associated with diabetes prevention,
management and control remains limited, particularly in LMICs.
Understanding community perspectives is crucial for developing
effective interventions that are culturally appropriate and align with
community residents (3). This approach fosters greater acceptance and
sustainability of health interventions (4).

This study is part of the Contextual Awareness, Response, and
Evaluation (CARE) Diabetes project, which seeks to describe the
contextual factors associated with diabetes in Ga Mashie, a low-income
urban community in Accra, Ghana (5, 6). Our team conducted group
discussions and individual interviews in Ga Mashie to gather insights
into how residents perceive the causes, management, and impacts of
diabetes. These discussions covered diverse topics, including history
of food systems, community health knowledge, access to healthcare,
and broader social and environmental factors affecting health.

In analyzing these conversations, we identified some unanticipated
themes, including the disconnect between knowledge and action due
to systemic barriers, the cultural and emotional significance of food,
and the dual association of diabetes with lifestyle and environmental
factors. These insights offer valuable lessons for global diabetes
management strategies. While some of these insights are specific to
Ga Mashie, others reflect broader issues facing similar urban poor
communities. This paper highlights three important lessons on
diabetes by identifying and interpreting contextual and cultural
themes related to its prevention and management within a low-income
urban community in Accra, Ghana. By addressing these contextual
and cultural factors, the findings from this study provide actionable
insights for designing diabetes management strategies that can
be adapted and scaled in similar low-resource urban settings globally.

Methods
Data collection

This cross-sectional qualitative study is part of the CARE Diabetes
project, that uses epidemiological methods alongside qualitative
approaches to generate a contextual understanding of type 2 diabetes
(T2D) in an urban poor population (5, 6). Data were collected in a
single round through FGDs and in-depth interviews with market
women and other key stakeholders involved in food distribution
within and outside Ga Mashie, traditional and religious leaders,
community influencers, and community members who had insights
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regarding the history of Ga Mashie. Only participants and researchers
were present during data collection. An interview guide
(Supplementary material) was used to facilitate discussions, and the
guide was pilot tested. No repeat of interviews was conducted. Data
collection was conducted from November to December 2022 and
details of the interview process have been provided elsewhere (6).
Each interview and FGD lasted approximately 45-90 min. Transcripts
were not returned to participants for comments or correction.
However, a community dissemination event was organized to share
the findings with the community. This study received approval from
the Ghana Health Service Human Research Ethics Committee
(GHS-ERC 017/02/22), the University College London Research
Ethics Committee (21541/001), and the Noguchi Memorial Institute
for Medical Research Institutional Review Board (NMIMR-IRB CPN
060/21-22 IORG000908).

Sampling procedure and sample size

We used a mix of purposive and snowball sampling techniques to
recruit key community leaders and members with valuable knowledge
on the history of Ga Mashie. A representative from Ga Mashie
Development Agency (GAMADA), five traditional and religious
leaders, two community opinion leaders and influencers, and 10
market men and women (i.e., people involved in food distribution
within and outside the community) were approached to participate in
the in-depth interviews (IDIs). Additionally, four focus group
discussions (FGDs) were planned with lay adult men and women who
were 50 years and above (Figure 1). Two FGDs were conducted with
women, and two were conducted with men. Each FGD included 8
participants, totaling 32 individuals (16 men and 16 women). No
participant refused to participate or dropped out of the interviews.
Participants were purposively sampled based on their diabetes-related
knowledge or experiences, and fluency in Ga or Twi. The sample size
of 18 IDIs and 4 FGDs was based on achieving thematic saturation,
balancing depth and breadth while aligning with similar qualitative
studies and capturing diverse community perspectives (7, 8).

Data analysis

All interviews were audio-recorded and transcribed verbatim by
research assistants. All interviews conducted in the local languages (Ga
and Twi) were simultaneously translated and transcribed to English. All
transcripts were imported into QSR NVivo 11 software to facilitate data
coding, analysis, and reporting. Data were analyzed using thematic
approach (9). The analysis followed an iterative process, starting with
the initial coding of transcripts by three researchers (OAS, LOO and
MV) to identify recurring ideas, which were then grouped into broader
categories and refined into themes through continuous comparison and
team discussions. The coding process started with the identification of
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An overview of participants interviewed.
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deductive codes based on previous qualitative studies, followed by the
identification of inductive codes. To ensure inter-coder reliability, the
initial coding was cross-checked among the three researchers.
Discrepancies were discussed and resolved through consensus. The
codes were refined through discussions to capture the main themes and
subthemes. Themes emerged from participants’ shared experiences and
perceptions, resulting in three main themes with subthemes: (1)
knowledge does not always translate to action, (2) food as a cultural and
emotional symbol, and (3) dual perceptions of diabetes as both
individual and environmental. Each theme was iteratively refined to
capture nuanced insights from the participants’ narratives. This
qualitative research was reported following the COnsolidated criteria
for REporting Qualitative research (COREQ) guidelines (10).

Reflexivity

Our research team was diverse, consisting of 5 females and 8 males,
and included four categories of researchers. All the researchers, except
LOO, held a Ph.D. The first category included those with extensive
experience in conducting, leading, and publishing qualitative research
(OAS, EKD, DS, LB, SBK, RBA, MKK, IAK, DA, and MV). The second
category consisted of a researcher with ongoing experience in
qualitative research (LOO). The third category included researchers
based in Australia (DS), United States (OAS), and United Kingdom
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(LOO, EF and MV), who also had experience conducting research in
Ghana. The fourth category included researchers who were based in
academic institutions in Ghana (EKD, LB, SBK, RBA, MKK, SA, and
IAK). This diverse composition helped minimize potential biases
stemming from academic positions in high-income countries.
Additionally, many of the authors were from Ghana. This representation
was intentional, as the study was conducted in Ghana and aimed to
address inequities often associated with ‘parachute research.

The interviews were conducted by two trained research assistants,
under the supervision of OAS, LOO, EKD and MV. The research
assistants received training on the interview guides to familiarize
themselves with the questions. We established relationships with
participants prior to the study through community engagement
activities and preliminary meetings. During these activities, we shared
the purpose of the study and the reasons for conducting the research,
ensuring that participants understood our motivations and the
potential impact of the study on their community.

Results
Participant characteristics

A total of 50 participants were interviewed, with a mean age of
54.8 years. Of these, 28 (56.0%) were male, and 22 (44.0%) were female.
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Knowledge does not always equal power

Participants knowledge about diabetes, including its risk factors,
prevention, and management strategies mostly align with biomedical
theory. However, their ability to translate this knowledge into action
was constrained by socioeconomic and environmental factors. Many
participants understood the importance of a balanced diet, regular
physical activity, and limiting sugar intake to manage or prevent
diabetes. Nevertheless, they mentioned that for many of the Ga
Mashie population, knowledge about healthy practices is not enough
to overcome the systemic barriers they face.

Participants noted economic limitations as a dominant obstacle
to diabetes management. Particularly, many of the participants cited
the high costs of diabetes medications, blood sugar testing devices,
and nutritious foods as significant challenges. One of the participants
said “It’s (i.e., diabetes) a rich people’s disease, and not for poor people””
People were well aware of the very serious consequences of poorly
managed diabetes: “it makes you half a human” said one woman living
with the illness. One man was even more blunt: “If you do not have
money you will die” The affordability of healthcare and healthy food
options was a recurring theme, with community members expressing
frustration that, despite understanding what they needed to do to stay
healthy, they could not access the necessary resources. Others pointed
to a vicious circle in which the people living with diabetes were unable
to work, and so unable to afford treatment. In relation to prevention,
though there was a clear and quite moralizing perception that people
should change their most obviously unhealthy eating and drinking
practices, there was also a strong message coming from our
respondents that putting dietary knowledge into practice was not easy.
Money, time and space, were all implicated here.

In addition to economic barriers, participants described living in
a context where processed and unhealthy foods are more readily
accessible and affordable than traditional, nutrient-dense foods. The
shift away from homemade meals to street food and processed snacks
reflects broader socioeconomic changes that are difficult for
individuals to counteract, even with a solid understanding of healthy
eating principles. Participants indicated that time constraints, busy
work schedules, and the influence of ‘westernized diets were
additional barriers to making healthier food choices.

Furthermore, even though participants were aware of the benefits
of exercise, limited safe spaces for physical activity posed a challenge.
Poor infrastructure, high-density living conditions, and limited
recreational areas restricted opportunities for exercise, particularly for
women and children. The environmental context, marked by pollution
and inadequate urban planning, exacerbated the challenges of
maintaining an active lifestyle despite community members’ awareness
of its importance to diabetes prevention and management.

Food is more than nutrition

Participants mentioned that food is far more than just
nourishment; it encompasses family, community, enjoyment, and
cultural heritage. Older adult participants, in particular, reminisced
about the foods of their past, traditional cooking practices, and the
flavors created by homemade spices and fermented ingredients. Food,
for them, was central to communal identity, contributing to holistic
well-being beyond physical health alone. They mentioned that food is
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about family, community, care, satisfaction and, of course, enjoyment
and all of this contributes to health and wellbeing in a wider sense.

They noted that changing economic conditions have shifted
dietary practices, as economic pressures have increased dependence
on food from street vendors and processed items rather than home-
cooked meals. The need for convenience, combined with time and
financial limitations, has eroded family meal practices, which many
participants noted with nostalgia as symbols of family cohesion and
care. Some community members were also anxious about the “hidden”
contents in the processed foods they now regularly consumed. This
anxiety extended to additives like processed seasoning cubes and
other commercial flavorings, which had replaced traditional spices.
Concerns also arose around pesticide use in modern agricultural
practices, which were believed to impact the quality of vegetables and
fruits, leading some to avoid these foods despite their known
health benefits.

For many of the participants, food security concerns were
exacerbated by fears of contamination and reduced access to nutritious
foods, especially as traditional preservation techniques like
fermentation and smoking have been partly replaced by refrigeration,
a method complicated by intermittent power supply in the community.
Overall, participants felt they had lost control over their food
environment, surrounded by sugar-laden drinks and processed foods
that were affordable but nutritionally compromised, contributing to
an unhealthy dietary culture that seemed impossible to avoid.

Diseases carry multiple meanings

In Ga Mashie, diabetes is interpreted in ways that extend beyond
standard biomedical models. Participants in this study sometimes
viewed diabetes as “contagious” within their community, though they
were aware that it is not infectious in the traditional sense. While most
participants understood that diabetes was not contagious, many
commented on how it seemed to “spread” through families,
emphasizing the communal impact of the disease. For example, one
male fisherman said, “If there’s a family history of the disease, before
we know [what] happens the child would develop diabetes” This
perception sometimes fostered a sense of inevitability, discouraging
proactive measures like screenings or lifestyle changes. Others feared
stigma and social isolation, refraining from disclosing their condition
to avoid being labeled a “carrier” An opinion leader (male, 77)
mentioned that “...when someone finds out, they may not distance
themselves, but they can say something about it that will cause you the
person suffering from the disease to be scared.” Consequently, these
beliefs often lead to delayed diagnosis and medical care as well as
fatalistic attitudes, undermining the effectiveness of early interventions
and efforts to prevent diabetes.

Two broad interpretations of diabetes emerged from the
participants. The first, especially prevalent among young men,
associated diabetes with lifestyle factors and moral judgments.
Participants associated diabetes risk with behaviors they perceived as
risky or indulgent, such as alcohol consumption, sexual activity, and
involvement in the sports betting economy. Older participants,
however, held a second perspective that linked diabetes to
environmental and social factors beyond individual control. Many
cited crowded living conditions, pollution, and exposure to plastic
waste as factors contributing to diabetes. “People think we are
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advancing, said one man, “but perhaps we are regressing given the
volume of plastics all over” Several people remarked that their crowded
living conditions did not make it impossible to exercise: “Our lack of
exercise is a result of our own laziness - you can take brisk walks. We do
not have designated places for exercise, but we can still manage to do
some exercises in our own compounds” One woman seemed to
be telling us quite clearly not to fetishize exercise but to think instead
of everyday movement as beneficial: “OK as I sit here, assuming I am a
little fat, if something is next to you, I should be able to get up and pick
it up. That’s also a form of exercise”

Participants also expressed concerns about their surrounding
food system, including fears of consuming chemically treated or
adulterated food items. This sense of environmental vulnerability
contrasted with diabetes education’s focus on individual lifestyle
modifications. As a result, some community members emphasized a
need for broader, “upstream” interventions that could address the
external, environmental contributors to diabetes risk, rather than
solely focusing on personal choices.

Discussion

The findings from this study highlight the complexities of
addressing diabetes in a socio-economically disadvantaged
community like Ga Mashie, where prevention and management
efforts are influenced by economic, cultural, and environmental
factors. Despite substantial community knowledge about diabetes and
its associated risks, the ability to implement this knowledge remains
constrained by socio-economic limitations, a situation not uncommon
in LMICs. This reinforces the need to look beyond individual behavior
change and consider broader contextual challenges that impact health
behaviors (3, 6, 11).

Our results align with the work of Moran-Thomas (12), who
documented similar experiences in Belize, where diabetes is perceived
through both biomedical and social lenses, resulting in culturally
embedded understandings of chronic illness. In Ga Mashie, while the
community is well-informed about diabetes prevention (6), high
inflation, limited income opportunities, and inadequate health
resources challenge community residents’ ability to act on that
knowledge (5, 6). Financial limitations influence every aspect of
diabetes care, from dietary choices to medication adherence, as shown
by respondents’ frustration with barriers to accessing care. The gap
between knowledge and action is further compounded by the high
cost of healthier food options and limited support for managing
diabetes, highlighting how economic constraints can lead to health
inequities and poor health outcomes in marginalized communities
(13, 14). Diabetes prevention efforts should integrate economic
support mechanisms, potentially through subsidized medications,
affordable monitoring devices, and health insurance schemes tailored
to economically disadvantaged groups.

The cultural role of food also emerged as a critical theme, revealing
how food is intertwined with social values that affect dietary practices.
Traditional Ghanaian food culture emphasizes communal sharing and
family bonds, which are both nutritionally and socially enriching (15,
16). However, economic pressures have led to a shift from home-cooked
meals to street vendor foods and processed items, which participants
noted had led to a decline in traditional eating practices. These dietary
shifts not only reduce control over food quality and safety but also
disrupt traditional food-sharing practices that promote community
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cohesion (17). Interventions to improve dietary habits in Ga Mashie and
similar communities should focus on culturally tailored solutions, such
as promoting locally produced, affordable, and nutritious food options,
and not only consider nutrition but also address cultural, economic, and
environmental factors that influence food choices. Community-led
nutritional programs that re-integrate traditional ingredients and
cooking practices could help address the dietary concerns of residents
while preserving cultural values (18, 19). Furthermore, respondents
expressed anxiety about the nutritional content and safety of processed
foods, a concern that reflects the need for public health efforts that go
beyond nutritional advice to address structural issues related to food
security and food safety.

Our findings also show how chronic diseases like diabetes carry
multiple, often conflicting meanings in low-resource settings, where
biomedical knowledge coexists with local cultural beliefs and
environmental perspectives. While some community members,
particularly young men, associated diabetes risk with lifestyle factors
and moral judgments about behaviors like alcohol consumption, older
residents tended to view diabetes as linked to environmental
exposures, such as pollution and chemical contaminants in food. This
dual understanding of diabetes, which encompasses both individual
behaviors and external environmental risks, suggests that conventional
diabetes education focusing only on personal responsibility may
be insufficient. Participants’ concerns about living conditions,
pollution, and the pervasive presence of processed foods signal a need
for “upstream” interventions that address the socio-environmental
determinants of health rather than relying solely on individual lifestyle
changes (11). Such “upstream” interventions may include food
security programs to increase access to nutritious foods (20), urban
planning reforms for safe physical activity spaces (21), and policies
that target implementation of healthy food environment (22),
education initiatives to instill healthy habits in schools (21), and
collaboration with local community leaders to ensure that diabetes
interventions align with cultural norms and community priorities, to
enhance sustainability and impact (23).

This study has a few limitations. The use of purposive and
snowball sampling techniques may have introduced selection bias,
limiting the generalizability of the results to the wider Ga Mashie
community. The sample size, including 18 in-depth interviews and
four focus group discussions, might not be fully representative of the
diverse perspectives within the community. Finally, the focus on
individuals aged 50 and above for the FGDs may have excluded
valuable insights from younger generations.

Conclusion

This study shows the importance of community engagement in
understanding and addressing diabetes in low-resource settings. By
exploring the perspectives of Ga Mashie residents, we identified key
lessons on how diabetes knowledge, cultural values around food, and
complex social meanings shape health behaviors. These insights reveal
that diabetes interventions need to consider not only individual
lifestyle factors but also socio-economic and environmental contexts
that affect disease prevention and management. Effective diabetes
prevention and management strategies need to integrate culturally
relevant approaches, address structural barriers such as food insecurity
and limited healthcare access, and involve community members as
active partners in the development and implementation of
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interventions. Future research should focus on scalable, community-
driven solutions that consider the broader socio-economic and
environmental contexts to ensure sustainable health outcomes.
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