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BACKGROUND 
Optimal nutrition throughout the life course ensures good health and long life. It is a fundamental 
cornerstone of any individual's health. This is especially important for women, as inadequate nutrition 
has negative consequences not only on women's own health but also on the health of their children.1,2.  

Changes in lifestyle, diet, urbanization, and reduced physical activity contribute to the double burden of 
disease in developing countries. Regarding nutrition, under-nutrition (lack of proper nutrition, caused 
by not having enough food or not eating enough food containing substances necessary for growth and 
health) coexists with over-nutrition 3,4,5 (Overconsumption of certain nutrients, such as protein, calories 
or fat). In Ghana, women of childbearing age experience malnutrition in two ways: poor women mostly 
experience under nutrition while wealthier women experience over nutrition6. Under nutrition leads to 
underweight while overnutrition leads to overweight/obesity. Underweight and overweight/obesity are 
both forms of malnutrition. Both conditions during pregnancy could have adverse consequences on 
the mother as well as infant later in life. For example, overweight and obese women are more likely to 
experience gestational diabetes and hypertension, which undermine their physical and psychological 
well-being during pregnancy and increase their chance of delivering macrosomic babies (babies born 
with a birth weight ³ 4kg), who may also develop obesity and diabetes later in life.7 Women at the 
community level may not have sufficient knowledge on maternal nutrition. Recent interventions in 
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Abstract 
Cultural practices and beliefs are important factors that could influence a woman’s dietary choices 
during pregnancy. We investigated food beliefs among pregnant women in Northern Ghana. In-depth 
interviews were conducted with thirty women, selected from three districts. We describe food beliefs 
regarding ‘recommended’ and ‘prohibited’ foods during pregnancy. There was a general agreement 
among participants about the recommended foods but not on the prohibited foods. For example, for 
some banana was regarded as prohibited, while for others it was recommended. Hypersensitivity to 
smell was attributed to nausea, vomiting and spiting and was largely the most important factor that 
could modify dietary habits of those who experienced it. Pregnancy is a sensitive phase and thus 
requires critical care and attention. Therefore, individualized counseling during antenatal clinics 
instead of the ongoing mass education is recommended as this will help address conditions peculiar 
to individual pregnancies.  
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Ghana to improve pregnancy outcome (successfully delivery of normal baby without complication) 
have had mixed success: women have not fully adopted the practice of taking daily micronutrient 
supplements although they understand their benefits. Similarly, compliance with antenatal 
micronutrient supplement intake such as vitamin A, iron and folic acid and dietary advice across the 
country is low.8 Therefore experts demand the development of more effective nutrition interventions 
in order to ensure optimal maternal and infant nutrition.9,10 

The health of the people is reflected by what they eat. Nevertheless, many people select foods for 
reasons other than their nutritional values. People may abstain from certain foods and beverages 
because of religious or cultural reasons. Such food taboos may for example forbid the meat of a 
particular animal, including mammals, rodents, reptiles, amphibians, bony fish, molluscs and 
crustaceans.11 Religious and cultural beliefs and perceptions also influence maternal eating patterns 
during pregnancy.12 For example a recent study from Nigeria reported common food taboos among 
pregnant women: eating snails or okra during pregnancy would make the baby drool saliva, eating bush 
animals would inflict evil spirit on the pregnant woman resulting in delivery of a monster; and drinking 
cocoa containing beverages would make the baby very big and difficult to deliver.13 Eating yam or 
“foofoo” (a staple food made of cassava and green plantain flour) was believed to make the baby big and 
difficult to deliver, while eating pork meat would make the baby spotted at birth.14 Also in some 
cultures in Ghana, pregnant women are expected to avoid certain foods out of fear and belief that these 
could harm the unborn child.15 Often, traditional practices and religious beliefs influence pregnant 
women, probably because these practices and beliefs are said to be time-tested methods, which have 
been successfully used by generations of family and friends. However, it might happen that due to 
these practices, pregnant and lactating women in various parts of the world abstain from especially 
nutritious and beneficial foods. 16,17,18,19 

At the health centers and hospitals in Ghana pregnant women are usually given nutrition education and 
counseling during antenatal care (ANC) visits, which has implications on maternal and child health. 
The counseling during ANC visits derives from the belief that indigenous nutrition knowledge is 
insufficient compared to an expert’s nutrition knowledge. However, it is found that the expert status of 
scientists and their specific common sense (‘expert knowledge’) is not always better than that of the 
non-expert or non-scientist’s common sense (indigenous knowledge).20,21 Furthermore, by ignoring the 
indigenous knowledge, researchers and health service providers fail to incorporate the complex range 
of beliefs, knowledge, and practices that shapes women’s pregnancy experiences and food practices and 
this limits their efforts to providing effective counseling and nutrition interventions during pregnancy.  

The causes of malnutrition are complex. Religious and cultural beliefs influencing dietary practices are 
an important factor influencing the nutritional status of a population. Intervention programs need to 
address these factors. The aim of this study is to investigate food beliefs among pregnant women in 
Northern Ghana and its implications on nutrition counseling during pregnancy.  

 
METHODOLOGY 
The study used a qualitative approach, using individual in-depth interviews as data collection tool. 

Study Area 
The study took place in the Northern region, which is one of the ten regions of Ghana. The region is 
among the poorest regions in the country and the main occupation of the people is agriculture and 
related activities. The Northern region has 26 districts, with 24 of them being predominantly rural.23 
The most urbanized city in the region is Tamale Metropolis which represents about half the population 
in size. Illiteracy rate in the region is 62.8%.23  
 
Study Population and Sampling 
Three districts were purposively selected to reflect rural and urban areas. The districts Tamale 
Metropolis and Sagnarigu District represent the urban area. The latter was hitherto part of the Tamale 
Metropolis and today still draws health services from Tamale Metropolis. The Savelugu-Nanton 
Municipality represents the rural area. In total, thirty mothers (with babies 0-1 month old) were 
purposively (based on educational status, ethnicity etc.) selected to participate in the in-depth 
interviews. The sample aimed at a diversity of the participants’ background (heterogeneous 
sampling).24 Twenty mothers were selected from three hospitals in the Tamale Metropolis/Sagnarigu 
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District, representing the urban area: ten mothers were selected from the Tamale Teaching Hospital 
(TTH) (the biggest referral facility in Northern Ghana) and five each from the Tamale Central (TCH) 
and West Hospitals (TWH). Ten mothers were selected from the Savelugu-Nantong Municipal 
Hospital (SDH), representing the rural area. A detailed illustration of the sampling procedures can be 
seen in Figure 1. 
 

 
Figure 1. Sampling Procedures 

 
Data Collection Procedures 
The research was conducted to obtain an in-depth understanding on the factors that influence 
maternal dietary habits and food intake during pregnancy. The in-depth interviews were conducted to 
gain information on the recommended and prohibited pregnancy foods, including sources of 
knowledge and functions of the foods. The questions centred on the following:  

Ø Recommended and prohibited foods during pregnancy (creation of a list of recommended 
and prohibited foods) 

Ø Why a particular food was consumed or not consumed during pregnancy? 
Ø Sources of knowledge of food and their functions 
Ø Factors mediating food practices during pregnancy.  

The interviews were conducted at the health facilities (Hospitals) where the women were drawing 
antenatal and postnatal services. Research assistants conducted tape-recorded interviews in the most 
dominant language (Dagbani) spoken in the North. Additionally, notes were taken for backup 
purposes and in order to ensure completeness of records. The saturation point was reached after the 
26th interview, as the remaining four interviews did not provide varied responses.  

Data Analysis 
The analysis was done using computer assisted qualitative data analysis software NVivo (version 10) 
(QSR international Pty Ltd, Doncaster, Victoria, Australia). 
 
The field notes and audio recordings were translated, and a thematic analysis was performed. The 
analysis started by reading, coding, and then categorizing the qualitative transcripts. Coding nodes 
were generated based on the study objectives and the main themes of the interview guide. Specifically, 
the coding was done by finding references to different ideas, concepts or categories in the form of 
sentences, phrases and paragraphs within the sources (transcript), which represented them. When a 
meaningful segment of the text was found a code was assigned or category named to signify that 
particular segment. This continued until all the text was segmented. The process was repeated several 
times to make sure that all the relevant segments important to the study objectives were identified and 
coded. 
 
Queries were used to find document content coded by a specific combination of nodes, or 
combination of nodes and attributes. They were made purposefully to identify content in the 
transcript with particular text so that they could be used as a basis for further analysis. The detailed 
coding tree is given in Figure 2.  
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RESULTS 

Results are presented based on two key areas. The first part focuses on the respondents 
recommended and prohibited foods during pregnancy and sources of knowledge. The second part 
illustrates the respondent’s perspectives of the functions of the foods. Crosscutting themes include 
factors influencing pregnant women’s food choices/practices and the extent to which this enhances 
or undermines compliance to nutrition counseling during antenatal services. 

The majority (50%) of respondents were between the age ranges of 20-30 years old. With regards to 
ethnicity Dagomba, the dominant ethnic group in the North of Ghana, was the majority (33%), 20.0% 
of respondents were Gonja, 17.0% were Mampurisi, 13.0% were Kokomba and the rest were other 
ethnic groups such as Fulani, Moosi, Farafara, Hausza and Ashanti. About one third of the mothers 
(33.0%) had no education, 30% had primary education, 23.0% had secondary education and 13.0% 
had tertiary education. The majority of respondents (33.0%) were housewives. About two thirds of 
the respondents were Muslims. More than half of the mothers (60%) were urban dwellers while 
40.0% were rural dwellers. With regards to occupation majority (33%) of the respondents were 
housewives while 23% were traders. The rest were engaged farming (13%) hair dressing (10%), 
seamtress (6.7%) and teaching (13.3%) (Table 1).  

 
Recommended and Prohibited Foods Area 
The women generated a wide range of recommended foods. Food lists were generated and categorized 
into (1) recommended food list and (2) prohibited food list (see Table 2). Most of these foods are 
indigenous/traditional Ghanaian staples (e.g. green leafy vegetables, legumes, cereals, roots and tubers, 
nuts, meat, fish, and fruits). It also included local drinks such as puha beer (a local drink made from 
tamarind fruits), ice kenkey (prepared from fermented corn dough and mashed) and cow milk. The list 
also included foreign foods such as beverages (tea, Milo), dairy products (yogurt), and biscuits 
(digestives, cream crackers). The content of the food list was similar across different age groups.  
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There was a general agreement among respondents about the recommended foods but not on the 
prohibited foods. For some women banana, mango and hot pepper were prohibited during pregnancy 
but were recommended by others (see Table 2). One Dagomba woman observed that consumption of 
banana and plantain could lead to premature contraction during pregnancy and painful child birth. 
Conversely, one Ashanti woman shared that banana and plantain makes her baby healthy – and thus 
consumes these foods frequently during pregnancy (Table 4). 
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It was observed that there were ethnic differences on what is prohibited/not recommended during 
pregnancy. There was however a general agreement that too much sugar and salt was bad for 
pregnancy.  

Perceived Functions of Food by Pregnant Women 
The majority of the women interviewed associated the foods to three dominant functions (foods that 
make foetus grow, give energy and good health). Cereals and legumes were largely considered “to help 
with fetal growth”, “give energy” or “give good health.” Some foods, such as green leafy vegetables - 
consumed as stews or soups - were believed to “give good health” as well.  
 
For example, a 36 year old Gonja woman indicated that she consumed “Tuo Zafi”(A traditional 
Northern Ghana staple prepared from millet/maize and cassava flour) with green leafy vegetables 
during pregnancy because it makes her baby healthy.  
 
Foods such as eggs, watermelon, pineapple, fish, meat and baobab leaves were seen to give blood and 
make the foetus healthy. A 25-year-old Mampursi woman also stated that she consumes eggs, 
watermelons, pineapple and fish with baobab leaves soup because she hears that they give blood and 
make babies healthy (Table 4). 
 
Clay/rock, ice block and biscuit and kulikuli (groundnut paste cake) were believed to minimize nausea 
and vomiting (Table 3). They did not mention specific nutrients and the role they play in the body.  
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For some traditional foods, which some of the women mentioned such as yoroyoro (maize boiled and 
eaten with oil and paper), porridge (a breakfast made from cereals), koose (pancake made from beans or 
Bambara beans), gari (local dish made from cassava), yam and palm nut soup, the women did not 
specify their functions. For a summary of the foods and their functions see Table 3.   

 

Sources of Knowledge on Pregnancy Food  
During the interview the women were asked about the sources of knowledge on pregnancy 
recommended and prohibited foods. The results show that the women drew their knowledge on 
pregnancy foods from the following sources:  

1. Family and friends 
2. Schools 
3. Health systems: doctors and nurses 
4. Media: radio and televisions 
5. Experience from previous pregnancies 

Almost all the women mentioned family and friends as a primary source of knowledge for pregnancy 
recommended and prohibited foods. A majority also mentioned media and health professionals as 
sources of knowledge. All women with more than one child said they learned about the foods they 
could or could not eat during pregnancy from experiences with previous pregnancies.  

Factors Mediating Food Practices During Pregnancy 
The women also indicated they experienced some physiological changes during pregnancy. These 
changes include increased sensitivity to smell, light and motion (hypersensitivity and hyperemesis), 
which according to them mostly occurred in the first three to four months of the pregnancy.   

Hypersensitivity to smell 
Hypersensitivity to smell was attributed to nausea, vomiting and spiting. This was largely considered the 
most important factor that could modify respondent’s dietary habits during the first three months of 
pregnancy, especially those who experienced hypersensitivity. For example, a 32-year-old Dagomba 
woman explained that she could not eat anything with eggs, fish, meat or onions but could only eat 
fried or dried foods during the first three months of her pregnancy (Table 4). This according to others 
could happen throughout the entire period of pregnancy. For instance, a 30-year-old Hausa woman 
observed that she could not eat anything containing eggs, meat or fish when she was pregnant because 
she vomits after and could only take drinks and dried foods/fried yam. Therefore, women who 
experienced this had their diet greatly restrained.  
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Increased appetite and food craving 
Some of the participants also reported episodes of increased appetite and craving out-of-ordinary foods 
mostly between 5th and 7th month of the pregnancy. Others indicated that they experienced it 
throughout the entire period of pregnancy. According to these women, during this period they had an 
excessive appetite and ate several times a day. For instance, a 25-year-old woman explained that she 
experienced an increased appetite after the first trimester of her pregnancy and ate so heavy that she 
put on weight (Table 4). 
 
A significant number of the respondents who experienced excessive appetite reported that they craved 
out-of-ordinary foods and the most common items craved for were clay/rocks, ice cream/block, 
soda/soft drinks and biscuits.  
 
Overall, the physiological changes during pregnancy were the most important experience described by 
the women, which could have a profound effect on their food behavior and consumption. As women 
who experienced hypersensitivity and increased appetite would change their dietary behaviors in order 
to mitigate the effects of these feelings during pregnancy. 
 
 

DISCUSSION 
An inability of pregnant women to comply with expert nutrition advice during pregnancy is usually 
attributed to limited access to expert nutrition knowledge or cultural beliefs and practices. This study 
highlights the overarching factors that influence food beliefs and practices during pregnancy and by 
extension the consumption or non-consumption of certain foods during pregnancy. Three key 
elements emerge from this study: (1) Women obtain their knowledge on food from three sources 
(indigenous-from family members and friends, mass media and health professionals) to make sense of 
pregnancy and pregnancy diets; (2) the knowledge they obtained from family and friends, mass media 
and that from health professionals (expert nutrition knowledge) have some elements in common, 
among them specific recommended and prohibited foods. It is important to state that this food list 
represents the foods as they are perceived by the women – foods which are either craved, consumed 
or both during pregnancy but may not be largely recommended. The foods that were listed as 
recommended were generally plant-based, made either from maize, rice, millet, cassava, vegetables, 
some fruits, fish and meat. The prohibited foods listed by the participants included mango, gari (local 
dish made from cassava), banana, hot paper and groundnut soup; and (3) The physiological changes 
that occur during pregnancy were considered a significant modifier of dietary practices during 
pregnancy. 
 
Of note, expectant mothers were restricted from eating eggs and fish; it was believed to cause the 
unborn baby to develop bad habit or steal during later life.17,25 Also any intake of honey was 
discouraged because it was thought to plug the birth canal.26,20, However, many of these beliefs have 
been transformed and evolved over time - “modern” medicine seems to be a reliable option for 
women, as well. Biomedical information and knowledge are now also available to traditional, religious, 
and modern caregivers and also the mothers themselves.26 As evidenced in this study, women now 
consumed eggs and fish during pregnancy as a result of education and counseling they receive in 
antenatal clinics as well as mass media. Implying that investing more in nutrition education and 
counseling in antenatal care clinics could help eliminate traditional cultural practices and beliefs that 
adversely affect pregnancy nutrition. The consumption of fried food, soft drinks, ice-cream, and 
biscuits as indicated by some of the mothers in this study also showed contemporary nutrition items 
known to have a negative effect on health.27,28,29,30,31 Here, adverts on televisions and radios most 
likely are the culprit. This implies that more education and counseling during ANC is still required to 
counter the adverts in the mass media and the remaining cultural practices that undermine optimal 
nutrition during pregnancy. 
 
Several studies conducted in Ghana and elsewhere on recommended and prohibited foods made 
similar observations as with the present study. For example, one study conducted in Accra, Ghana 
observed that some pregnant women avoid fufu, gari, kokonte (all cassava based foods), fresh fish, corn 
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dough porridge, eggs, banana, crabs and ripe plantain.32, Another study conducted in the Western 
region showed that pregnant women avoided mango, gari and high sugar beverages (malt and Milo) 
and sweet potatoes.20 Foods - as well as beliefs and practices related to it - are ethnically bound, so 
that foods specific to certain groups and regions of Ghana appear to be held onto by women 
originally from these regions, no matter how long they had lived outside those regions.7 

Largely the functions attributed to traditional foods by the participants were similar to that of the 
biological functions of the foods although they were more general in understanding. The functions of 
foods perceived by the pregnant women, to a large extent, corresponded to the actual nutritional 
functions of the foods33 (expert nutrition knowledge). Four main functional categories were given to 
recommended traditional foods. Of these, three categories corresponded to the actual nutritional 
functions (expert nutrition knowledge): (1) Foods that prevented anemia (e.g., dark green leafy 
vegetables, eggs, fish and watermelon), (2) Makes the fetus grow (e.g., fish, meat, dawadawa, fruits and 
vegetables), (3) Provided general health enhancing functions (e.g. beans, vegetables, and fruit) and 
gives energy (e.g. banana and cereal based meals). The other category did not have clear nutritional 
functions: foods that minimized physiological disruption or ‘morning sickness’ (clay, biscuit and 
kulikuli). Identification of legitimation processes showed that women subjected all sources of 
pregnancy information to scrutiny. Thus, elements of both (indigenous nutrition knowledge) and 
expert nutrition knowledge that had proven functions were considered. 

The most common sources of foods recommended and prohibited foods during pregnancy identified 
in this study include family and friends, mass media and health professionals. This observation is 
consistent with other studies, which found mass media,24 health professionals and family and friends7 
as common sources of health and nutrition information. Surprisingly, none of the respondents 
mentioned traditional birth attendant as a source of knowledge of pregnancy recommended or 
prohibited foods. Perhaps this is due to the increased coverage of antenatal care in Ghana, which 
might have rendered the traditional birth attendance redundant. Processes of adoption of pregnancy 
knowledge are largely depended on the culture and unique pregnancy experiences.7  

Physiological changes during pregnancy had a profound effect on respondents’ food behavior and 
consumption and overruled the knowledge they had (e.g. from family and friends, mass media, or 
health professionals). For example, respondents indicated they consumed fried food in order to 
manage nausea and vomiting during pregnancy. Ice cream, soda drinks, and biscuits were also 
reported to be craved for. However, these food items have been shown to increase the risk for 
gestational diabetes, overweight or obesity, and other negative outcomes.,27,28,29,34,35,36 Physiological 
changes during pregnancy could enhance appetite for healthy foods positively, but extreme 
physiological changes could cause either under consumption or overconsumption of nutritious or 
non-nutritious foods. For many women the pregnant body (and the physiological changes that come 
with pregnancy) is the most important factor that influences how the women think, feel, and act about 
food daily during pregnancy, and might override other legitimate sources of knowledge (e.g. structural, 
cultural) on the right or wrong of pregnancy foods.7  

This has implications for nutrition counseling during antenatal clinics in Northern Ghana and the 
nation as a whole. Pregnant women should be assisted and supported in an appropriate way to 
minimize consumption of foods that can be detrimental to the health of the mother and the fetus.  

Ethical Aspects 
The mothers were informed about the study and asked to sign a written consent form. For those who 
could not read and write, this was done through an interpreter (someone who was not part of the 
study). The Ethics committees of Navrongo Health Research Centre (Ref. No: 
App/MatNut/01/2014) and University of Heidelberg approved the study. The study took place 
between February and August 2014. 

CONCLUSION 
The study shows that both indigenous and expert nutrition knowledge as well as previous pregnancy 
experience are important modifiers of food practices during pregnancy. However, the most important 
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factor might be the physiological changes that take place during pregnancy for most pregnant women. 
These changes have implications for nutrition counseling during antenatal clinics as this could lead to 
excessive appetite or loss of appetite. Women whose experiences lie at both end of the physiological 
disruption are more likely unable to follow nutritional counselling or advice during ANC and 
therefore require individualized counseling. The difficulty lies in designing cost-effective and practical 
interventions that enable already over-stretched and resource limited maternal health services in 
Ghana to provide individualized nutrition counseling. However, this is crucial since eating 
appropriately during pregnancy is essential for the future health of the unborn child and the mother. 
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