
THE BALM E LIBRA RYmmm
F44 

bite C.l 
G370370

University of Ghana          http://ugspace.ug.edu.gh



ACCESSIBILITY AND UTILISATION OF 
PRIMARY HEALTH CARE FACILITIES IN THE 

DANGME WEST DISTRICT OF THE GREATER ACCRA
REGION

BY

BENJAMIN KELI FIAH

THESIS PRESENTED TO THE DEPARTMENT OF GEOGRAPHY 
& RESOURCE DEVELOPMENT, UNIVERSITY OF GHANA, IN 
PARTIAL FULFILLMENT OF THE REQUIREMENTS FOR THE 

AWARD OF A MASTER OF PHILOSOPHY (M.PHIL.) DEGREE IN 
GEOGRAPHY AND RESOURCE DEVELOPMENT, LEGON.

DEPARTMENT OF GEOGRAPHY AND RESOURCE
DEVELOPMENT

MARCH 2001

University of Ghana          http://ugspace.ug.edu.gh



DECLARATION

I hereby declare that w ith the exception o f  references to w orks o f  o ther persons, w hich 

have been duly acknow ledged, this w ork is the result o f  my ow n research and that it 

has neither in part nor in w hole been presented elsew here for another degree.

S ig n ed ....j

Benjam in KeP| Fiali

(Candidate) .

Date.S/./n.s/o^.
I '

Signed 

N aa Prof. John S. N abila 

(Supervisor)

Date.

Signlx

Mr. S. K. Kufogbs 

(Supervisor) ^  .

D ate .../^ . . . . £?.sj . j a }

University of Ghana          http://ugspace.ug.edu.gh



ACKNOWLEDGEMENT

First and forem ost, I thank the A lm ighty G od for keeping m e safe and healthy 

throughout the course. M y gratitude also goes to the D angm e W est D istrict A ssem bly 

for perm itting m e to interview  its assem blym en and w om en. Furtherm ore, I w ish to 

express my profound gratitude to the D angm e W est H ealth  M anagem ent Team  for 

im m ensely supporting m e by providing literature and facilita ting  m y fieldw ork. I w ish 

to thank Dr Irene Agyepong, the D istrict D irector o f  H ealth  Services, her deputy Dr 

Evelyn A nsah, and the C om m unicable D isease Control O fficer, M r A to Eshun for 

their support.

I am grateful to Prof. A rdayfio-Schandorf, H ead o f  the D epartm ent o f  G eography and 

Resource D evelopm ent, for her encouragem ent and support in the course o f  the thesis.

M y profound gratitude also goes to m y supervisors, N aa Prof. John  S. N ab ila  and 

M r S. K. K ufogbe, for their m eticulous guidance and invaluable assistance throughout 

m y period o f  study at the D epartm ent o f  G eography and R esource D evelopm ent.

I also w ish to thank  Prof. P. W. K. Y ankson, the D irector o f  the  R em ote Sensing 

A pplications L aboratory (RSAL) for perm itting  m e to use the laboratory. My 

appreciation goes to colleagues at the RSA L, nam ely M essrs O sm an A lhassan, 

R ichard Kofie, M organ A ttua, A kw asi K um i-K yerem e, O poku Pabi and K w am e 

N krum ah, all PhD candidates, and A lbert A llotey, an M Phil candidate, w ho gave me a 

lot o f  intellectual, technical, as well as m oral support.

I owe a debt o f  gratitude to m y father M r B. A. F iah for the im m ense support he gave 

me in the course o f  m y studies.

Last but not the least, I w ish to thank M s Peggy H ulla, a State R egistered  N urse, o f  

Ridge H ospital, A ccra, for helping me to interview  the patients and adm inister the 

questionnaires to other respondents in my study.

University of Ghana          http://ugspace.ug.edu.gh



Dedicated to my parents and siblings for their support.

DEDICATION
University of Ghana          http://ugspace.ug.edu.gh



ABSTRACT

The thrust o f  this study w as to identify the factors w hich influence accessibility  and 

utilization o f  health  care facilities in the D angm e W est D istrict, and to find solutions 

to problem s w hich w ere identified.

The study covered nine fully operational health  centres and health posts in the district, 

as well as random ly sam pled service providers such as nurses, personnel o f  N G O s. 

heads o f  som e governm ent departm ents, opinion leaders and the d istrict d irector o f 

health services.

The m ethod o f  data collection was by structured questionnaires adm inistered to 

patients, and in terview  guides were used to collect inform ation from  the service 

providers, opinion leaders, and the heads o f  governm ent departm ents. The data were 

analysed using the SPSS and A rcV iew  GIS softw are packages to determ ine 

relationships and the spheres o f  influence o f  the health  centres and posts.

The study show ed that factors w hich played im portant ro les in  accessib ility  and 

utilisation o f  the Prim ary H ealth Care (PH C) facilities in the D angm e W est D istrict, 

were socio-dem ographic ones like age and gender, distance and institu tional factors 

such as the num ber and distribution o f  health centres, inducem ents offered to patients, 

and quality o f  care. For exam ple, the relatively high antenatal and postnatal coverage 

for the health centre at Pram pram  is attributed  to the free m eals offered to children 

who use the service. The m ajor com m unity w ide factor w as the poor road network. 

Some factors w hich did not play an im portant role included the educational level and 

occupation o f  the respondents.

Ways in w hich PHC can be strengthened in the d istrict to m ake health  care facilities 

accessible to all are recom m ended. These include the granting o f  greater autonom y to 

D istrict H ealth M anagem ent Team s (D H M Ts) to hire com petent s ta ff  to ensure 

quality health delivery. It is also recom m ended that support for and supervision o f  the 

health posts should be increased. The need for effective netw orking am ong the 

governm ent agencies and N G Os w orking in the health sector in the district was 

advocated.
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CHAPTER ONE 

ST A T E M E N T  OF R E SE A R C H  PR O B L E M

1.1 Introduction

The need for greater social ju stice  in order to im prove health w as first brought sharply into 

focus at the th irtieth  W orld H ealth A ssem bly held in G eneva in M ay 1977. It was decided 

that the m ain social goal o f  governm ents and W orld H ealth O rganisation  (W H O ) in the 

com ing decades should be the attainm ent by all the people o f  the w orld, by the year 2000, 

o f  a level o f  health  that w ould perm it them  to lead a socially and econom ically  productive 

life. This becam e know n as ‘H ealth  for all by the year 20 0 0 ’(W H O , 1994).

Before the W HO conference, the governm ent o f  G hana had adopted, in 1974, the Prim ary 

H ealth Care (PH C) policy. It was realised that it is through this policy  that the vast 

m ajority o f  rural people can receive basic health care. W ithin the contex t o f  the PHC 

program m e, increased attention w ould be given to retraining o f  traditional healers in the 

hope that they w ould  be able to augm ent health delivery in the country.

The direct treatm ent o f  infectious diseases and other organic d isorders is o f  h igh  priority  in 

any developing country. But there is the tendency to em phasise curative care at the 

expense o f  prevention. The adoption o f  PHC is based on the argum ent that G hana needs 

more drains and better w ater supplies, am ong others, to m inim ise the outbreak and 

transm ission o f  infectious diseases. It is in this regard that the G hana governm ent is trying 

to place m ore em phasis on the preventive aspects o f  health.

G hana’s PHC strategy is based on decentralised health services adm inistration. The 

strategy m akes the district and health centre levels, the unit and sub-unit, respectively, o f  

health services adm inistration. The PHC policy as envisaged by W HO w as adopted by the 

governm ent o f  G hana in 1978 and it was initially introduced on a pilot basis in 10 districts.

The objectives o f  G hana’s PHC strategy w ere as follows:

(i) To m ake health services available and easily accessible to at least 80%  o f the 

population.

(ii) To reduce the disease problem s o f  the population by 80%.

(iii) To im prove m anagem ent o f  health resources and health program m es (W H O  1987).

I
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1.2 Statem ent o f Problem

A ttem pts to address health problem s are ham pered by w eaknesses in the health service 

delivery system . C overage o f  services is relatively low: only 60%  o f the national and 45%  

o f  the rural population  have access to health  facilities (defined as the ability to reach a 

health facility w ithin one hour o f  travel, or location w ithin an eight k ilom etre radius o f  a 

facility). A bout 73%  o f  the national and 85%  o f  the rural population  do not have sanitation 

facilities; and only about h a lf  o f  the national population have access to potable water.

Im proving im m unization coverage is vital to prom oting child  health  and reducing 

childhood diseases and deaths. In spite o f  being actively prom oted as a m ajor public  health 

intervention for national developm ent since the 1970s, im m unization  coverage in G hana 

rem ains low  (B osu et al., 1998).

The governm ent o f  G hana developed a health  policy, w hich has as its m ain  aim , the 

equitable d istribution  o f  health  services to all the people o f  G hana. It has also adopted PHC 

as the strategy to achieve this (W HO  1987). Due to the seriousness o f  the problem  o f 

accessibility to health  by the people, P resident Jerry R aw lings, on N ovem ber 18, 1998 

appealed to W est A frican countries to lay em phasis on prim ary health  care to ensure good 

health for the m ajority  o f  their people. The P resident m ade th is rem ark  w hen a delegation 

o f  the W est A frican C ollege o f  Physicians called on him  at the C astle, O su (Panafrican 

N ew s Agency, 1998). The P resident recalled the effectiveness o f  sanitary inspectors o f  the 

old days and said they contributed im m ensely to environm ental sanitation , thus prom oting 

prim ary health care.

In spite o f  the adoption o f  the PHC policy in 1978, its im plem entation  has rem ained largely 

incom plete. W hile som e governm ents have seriously put into place the necessary physical, 

institutional, and adm inistrative infrastructures required for the realisation  o f  the goal 

“H ealth For A ll By the Year 2000,” m any have paid lip service to the im plem entation  o f  

PHC (Anyinam , 1989).

A study o f  the num ber o f  health centres in the D angm e W est D istrict as com pared to its 

population distribution  shows that there is a serious problem  w ith accessibility and 

utilisation o f  health services in this district. The report, prepared by the p lanning unit o f  the 

D angm e W est A ssem bly, notes that the health delivery system  is poorly developed. This 

report also notes the absence o f  settlem ents and any m ajor road netw ork in the central part
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o f  the district. Settlem ents are m ainly along the m ajor road network.

W ith the com m encem ent o f  the year 2000, it was w orthw hile investigating  the degree to 

w hich the PHC system  had been able to deliver health  care to the people. This is because 

this d istrict was am ong the 10 pioneering districts o f  the PH C  concept. A part from  the 

D istrict Level o f  the PH C  hierarchy, w hich is not yet fully developed in the district, other 

levels do exist. The problem  researched, therefore, is the factors accounting for the spatial 

patterns o f  access to and utilisation o f  PHC facilities in the D angm e W est district.

1.3 L iterature R eview

1.3.1 The C oncept o f  A ccessibility

Phillips (1990) notes that in m ost developing countries, health  care im plies m uch m ore 

than access to m edical facilities. To Phillips, a d iscussion, o f  access to services should 

begin w ith d istinctions betw een the following:

a) physical (potential) accessibility and revealed accessibility(utilisation);

b) equity and equality  o f  services: and

c) quality and quantity  o f  services.

In the first place, the definition o f  ‘accessib ility ’ is rarely clear-cut. A ccessib ility  may be 

considered a slippery notion, m eaning, in general term s, that som ething is 'ge t-a t-ab le ' 

(M oseley, 1979). It is useful to d istinguish between locational accessib ility  (a m easure o f  

proxim ity) and effective accessibility, dependent on having the ability, m obility  and tim e to 

reach a service. In health  care term s, the provision o f  a facility o f  a given type w ithin a 

specified distance o f  an intended user population is frequently considered to give m ore or 

less equal access to all ‘po ten tia l’ users. The w ord 'p o ten tia l’ is used because it is assum ed 

that once a facility exits, it w ould be used. E ffective accessibility, dependent on having the 

ability, m obility and tim e to reach a service, is discussed later in the chapter.

The distinction  betw een equity  and equality  o f  provision is com plex but im portant. 

Equality o f  provision im plies the arithm etic division o f  available facility resources equally 

am ong the population, possibly by a form ula adjusted for dem ographic criteria such as 

local age structure. Equity, by contrast, im plies ju stice  in distribution , in w hich those who 

for som e reason require more o f  a service will be provided m ore than their equal share 

(Sm ith, 1979). These persons or groups m ight then becom e targets for special provision 

because o f  their relatively high requirem ents. This involves the problem  o f  how to define

3
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and m easure needs, the solution to w hich has, for practical purpose, eluded m edical and 

social scientists to date.

The distinction betw een quality and quantity o f  service is also particularly  acute in m any 

Third W orld countries. To Phillips (1990), in the Third W orld ju s t because facilities are 

identified on paper, there is som etim es very little reason not to believe they exist at all or in 

fully-fledged form  in practice. Som e countries, for exam ple, have planned and even built 

netw orks o f  prim ary m edical units that are in theory staffed by doctors and nurses, and 

fully supplied w ith  m edicines and logistics and em bedded in a referral hierarchy. This, he 

notes, is not so in m ost instances. In reality, how ever, relatively low ly trained field 

workers, w ho have no professional support, m edicines, and logistics, m ight s ta ff  a facility. 

They m ay not even have the opportunity to refer to m ore appropriate services, difficult 

cases or those beyond their skills. The ‘quality ’ o f  service available, therefore, often does 

not equate w ith  that w hich allegedly or quantitatively exits.

1.3.2 The C oncept o f  U tilisation

D iam enu (1992) described the use o f  a health  service as an act o f  the consum er receiving 

the service from  the service provider or acting on the service p ro v id er 's  instructions 

concerning the use o f  the service. A ccording to B enyoussef & W essen (1974), the use o f 

health services is the result o f  a com plex interaction betw een d ifferent explanatory 

variables and the health  status o f  the population. The interaction is even m ore com plex in 

developing countries because o f  the change in illness concepts and health behaviour 

am ongst people (Kroeger, 1983).

There have been a variety o f  m eanings to the concept o f  utilisation. Foets, B erghm ans & 

Janssens (1985) consider u tilisation as the end o f  a process w hich is called illness 

behaviour. M echanic & V olkart (1960) define illness behaviour as the ‘w ay in w hich given 

sym ptom s m ay be differently perceived, evaluated, and acted or not acted upon by 

different kind o f  persons’. Kasl & Cobb (1966) define illness behaviour as ‘any activity 

undertaken by a person who feels ill, to define the state o f  his health  and to discover a 

suitable rem edy’.

Foets et al. (1985) argue that illness behaviour is a process in w hich the individual passes a 

num ber o f  stages, whereby he has to m ake choices am ong different alternatives. They 

consider u tilisation as a decision-m aking and social process because it is influenced by a
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num ber o f  personal and social factors.

Suchm an (1965) also describes illness behaviour as a logical sequence o f  steps beginning 

w ith the perception and evaluation o f  the sym ptom s and concluding w ith  the use o f 

different kinds o f  health care facilities. It appears, therefore, that before the use o f  any 

health services, people should feel the need for the services, as the perceived need is the 

m ajor prerequisite that leads to the dem and for the use o f  health  services (H abib & 

Vaughan, 1986).

Foets et al. (1985) argue that when people perceive illness, the decision  is further 

influenced by socio-cultural factors and the cost o f  the course o f  action w hich either 

predispose or deter them  from  using health services. They consider perceived m orbidity, 

p redisposing and enabling factors and system  factors as explanatory  variables for 

utilisation. They further state that system  factors are institutional factors w hich characterise 

the concept in w hich the individual decision m aking process occurs. They argue that unlike 

the perceived m orbidity  and socio-cultural factors, system  factors are constant for all 

people w ithin a particular population. System  factors include the quantity  and quality o f 

the health services available; hence, they are also, probably, one o f  the determ inants o f  the 

use and the non-use o f  the services. For instance, F ielder (1981) hypothesised, “prior to 

utilisation, an ind iv idual’s perception about the health  delivery system  influences his or her 

decision to enter it” .

Foets et al. (1985) have sum m arised the factors that affect the u tilisation o f  health services 

as follows:

□ Structural background characteristics o f  the individual and o f  the ind iv idual’s 

household.

□ The past experience o f  the individual w ith health care services.

□ The past and current m orbidity profile o f  the individual and o f  the m em bers o f  the

households.

□ The perspective o f  the individual.

□ The illness behaviour developed by the individual on the basis o f  perceived m orbidity.

□ The presence and actual operation o f  the m edical supply.

Q The socio-cultural context o f  the individual.
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In Ghana, several factors have been identified as influencing levels o f  utilisation  o f  health  

services. These include physical distance, ease o f  getting to these centres, convenience, 

costs, hum anness, technical com petence, provision o f  inform ation to clients, physical 

facilities, outcom e o f  care and availability o f  drugs, and equipm ent. (D ovlo et al 1992; 

H aran Iqbal &  D ovlo, 1993; K um ekpor & R ichardson 1992; O doi-A gyarko, D ollim ore & 

O w usu-A gyei, 1992).

1.4 Review  o f C o n c ep tu a l M odels

1.4.1 G eneral R eview  o f  Conceptual M odels

A ccording to Phillips (1990), the use o f  health  services is quite sim ple, that is either 

facilities are used or they are not. This sim plistic assum ption h ides m any variables and 

factors that can determ ine w hether the service is used, and also o f  great im portance, 

w hether the service is used effectively at an appropriate time.

The precursor o f  the m odern study o f  health  care utilisation  m ay be seen in Ja rv is’s 

detection in  the m id-nineteenth  century o f  an inverse relationship betw een  distance from 

m ental hospitals and adm ission rates. Today, the field o f  investigation  into utilisation 

behaviour o f  people w hen ill or w hen seeking to prevent illness and optim ise their health is 

a m ajor area o f  research.

M uch research to date has involved w hat m ight be called m echanistic form ulations o f 

health care behaviour. The com plexity o f  the field was clearly identified as long ago as the 

early 1970s in M ckin ley ’s (1972) review  o f  approaches to the study o f  u tilisation. Phillips 

(1990) notes that there are num erous features o f  health care delivery system s in the Third 

W orld countries that can com plicate m atters. These include the coexistence o f  m odern  and 

traditional practice, the frequent lack o f  universal coverage o f  health  care, and econom ic 

and m obility  problem s.

Several d iscrete but often interrelated variables appear to influence the use o f  health  care. 

Some are service-related characteristics such as type, size, location, costs, and q u a l i t y ;  

others are com m unity-w ide such as transport or the availability o f  financial support; yet 

others m ay be personal or fam ily-related: for exam ple age, sex. incom e, social status, 

fam ily size, m obility, and religion.
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There have been m any attem pts in the social sciences and the broad fields o f  com m unity 

m edicine and public health  to apply m odels to describe, determ ine, and predict the use o f  

health  service. Som e m odels have had an explicit spatial concern, attem pting to identify 

the location o f  facilities that w ill be used, and how  these m ay be selected.

O ther m odels have attem pted to identify those variables w hich ‘p red ispose’ or ‘enab le’ 

utilisation, w ith the explicit intention o f  reducing any barriers identified. O ne o f  such 

m odels developed by R osenstock (1960) stressed the existence o f  a state o f  psychological 

readiness to act, w hereby a person believes h im self to be susceptible to a  disease that could 

have serious effects, but that can som ehow  be prevented or am eliorated  by action on his 

part. O ther factors em phasised include barriers such as costs, distance, and inconvenient 

service hours, w hilst rem inders from  physicians or the m edia can serve as triggers to 

behaviour.

Som e m odels recognize groups o f  factors w hich influence u tilisation: those w hich may 

predispose tow ards u tilisation  are a fam ily’s size, com position  and health  beliefs. Enabling 

factors such as the fam ily ’s or com m unity’s health  resources may enhance or frustrate 

utilisation in spite o f  the predisposition to use.

A com m on factor about the m odels review ed so far is their om ission  o f  the concept o f  

accessibility  w hich has a direct effect on utilisation. A m odel proposed by G ross (1972) 

incorporates accessib ility  as one o f  the m ajor com ponents affecting  utilisation. H ow ever 

Phillips (1990) notes that this m odel incorporates a w ide range o f  variables, but their 

num erical expression and m easurem ent can be very problem atic. V eeder (1975) indicates 

that the m easurem ent and quantification o f  beliefs and attitudes, for exam ple, has proved to 

be a stum bling block for m ost m odels developed so far. This is an em pirical w eakness, 

since sufficiently precise data for accurate m easurem ent o f  the variables are rarely 

available.

M ost m odels today do recognise the existence o f  the various predisposing, enabling and 

need factors outlined above. H owever, it is also possible to envisage u tilisation  as the 

product o f  characteristics o f  patient, provider and system. Aday & A nderson (1974) for 

exam ple, consider a general model that provides a fram ew ork for the access  to health 

services. This m odel takes account o f  accessibility as one o f  the com ponents influencing 

the use o f  health services, and from our I hird W orld setting, accessibility  plavs a crucial
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role in the use o f  health  care facilities, especially in the rural sectors. It is because o f  its 

general applicability to the study o f  accessibility  and utilisation o f  health  care facilities in 

rural settings o f  developing countries like G hana that this m odel has been adopted for this 

study. The m odel is show n in Figure 1.1
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1.4.2 C onceptual M odel for Study

The conceptual m odel adopted for this w ork is the one by Aday & A nderson (1974) w hich 

is a  general fram ew ork for the study o f  access to health  services. This m odel view s the use 

o f  health  services, both  physician-controlled and patien t-contro lled , as the result o f  patient 

characteristics and the provider and system  characteristics.

Figure. 1.1 A Fram ew ork for the Study o f  A ccess to H ealth Services.

From Aday & A nderson  (1974)
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Broadly, health  policy is based on the characteristics o f  the system  and the population at 

risk. These may be considered ‘inputs’ to health services. The outputs , dependent on the 

inputs, are utilisation  o f  a given type, level and purpose, and the resulting consum er 

satisfaction w ith costs, quality, convenience and the like. They note that such a fram ew ork 

m ight also be valuable in analysing the use o f  health services in any given location.

In Third W orld countries, the distinction betw een discretionary (self-determ ined) and 

physician-contro lled  utilisation  may be valuable w hen preventive or p rom otive services are 

being introduced. D octors are m ore likely to be influenced by their p rofessional training 

and opinions as to  the value o f  their treatm ent, w hereas patients m ay w ell be sensitive to 

financial, organisational, spatial and cultural im pedim ents to u tilisation. It is essential to 

recognise the relative im portance o f  the various barriers to u tilisa tion  i f  effective health 

services are to be delivered.

A num ber o f  the assum ptions o f  these m odels require reappraisal and perhaps m odification 

for application  in  certain  third world settings. The m ost im portant variables that affect 

utilisation and therefore, require careful assessm ent, relate to the effects o f  availability 

(accessibility) and the frequent existence o f  p luralistic health  care system s.

Wan & Soifer (1974) have suggested that the assessm ent o f  illness w ithin a culture- 

specific fram ew ork is essential for the understanding o f  health  behaviour in non-w estern 

societies, in w hich m odern or scientific definitions o f  sym ptom s and treatm ent may not be 

recognised by the patient. They note further that, the m ost d istinctive feature o f  health care 

that im pinges on u tilisation  in many Third W orld settings is probably  the existence o f  

pluralistic health care system s, w hich m eans that people often have in theory a w ide choice 

o f  types o f  therapies to use. O ptions m ay be used in preference to one another, sequentially 

or concurrently to one another so utilisation patterns m ay appear very com plex.

A ccording to Joseph & Phillips (1984), this m odel provides a type o f  b lueprin t for research 

on individual national system s. A ccording to a definition o f  a d istrict health system 

adopted by W HO G lobal Com m ittee in 1986, ‘A district health system  based on prim ary 

health care is a m ore or less self-contained segm ent o f  the national health system . It 

com prises a w ell-defined population, living w ithin a clearly  delineated adm inistrative and 

geographical area. It includes al! institutions and individuals providing health care  in the 

district, w hether governm ental, private, or traditional. A district health system  therefore.
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consists o f  a large variety o f  interrelated elem ents that contribute to health  in hom es, 

schools, w orkplaces, and com m unities, through the health  and other related sectors. It 

includes selfcare and all healthcare w orkers and facilities, up to and including the hospital 

at the first referral level and the appropriate laboratory, other d iagnostic, and logistic 

support serv ices.’

A ccording to V aughan et al. (1984), p lanning for PHC has often been a ‘top-dow n p rocess’ 

carried out by M inistries o f  H ealth  and reinforced by the actions o f  aid agencies w orking 

through central governm ents. H owever, PHC is m eant to be m ost active close to where 

people live. P lanning is thus intended to include a ‘bottom -up p ro cess’, starting w ith the 

needs and dem ands o f  villagers and urban dw ellers. T he d istric t m ay be the m ost 

appropriate level for the top-dow n and bottom -up processes to m eet, and for m ore formal 

p lanning to be carried out than hitherto.

It is against this recom m endation that th is m odel has been adopted for the study o f  

accessibility  and u tilisation  o f  PHC facilities in the D angm e W est D istrict. Issues such as 

the level o f  decentra lisa tion o f  p lanning for PH C  to the D angm e W est D istrict H ealth 

M anagem ent T eam  (D H M T) as well as how  w ell all institu tions providing health  care in 

the d istrict interrelate in  the provision o f  health  services.

1.5 Objectives of this Study

The m ain objective o f  th is study is to critically exam ine the im pact and coverage o f  the 

PHC services in  the d istric t w ith the onset o f  the year 2000.

The specific objectives are as follows:

a) To determ ine how  best the present d istribution  o f  PHC facilities could  be placed to 

achieve the 80%  coverage o f  health  services envisaged by G hana’s health  planners.

b) To assess the coverage o f  the im m unisation program m es o f  the PH C  units.

c) To evaluate the im pact o f  d istance on the use o f  the health  facilities in the D angm e 

W est D istrict.

d) To exam ine the m eans o f  transport used by patients to get to their health  posts and 

health  centres in  a bid to assess the m ost frequently used m ode o f  transport.

e) To exam ine how  appropriate the services o f the PHC facilities are to the 

com m unity. These would include the suitability o f  their w orking hours, availability 

o f  the requisite m anpow er and m edicam ents.
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1.6 H ypotheses

From  the objectives stated above, the follow ing propositions have been put forw ard for 

testing:

a) Regularity o f  use o f  PHC facilities is inversely related to distance patients have to 

travel.

b) U tilisation o f  PH C  facilities is directly related to the level o f  education  o f  the patients.

c) M en travel over longer distances to the PHC centres than w om en do.

1.7 Justification  o f Study

D eveloping countries face the problem  o f  im proving their health  care delivery system s, but 

lack the necessary resources. H ealth facilities are often geographically  inaccessib le to the 

m ajority o f  the rural population  (Freund, 1986; Lasker, 1981; M cEvers, 1980; Stock, 

1985). W om en and children, in particular, face the difficulty o f  reaching a source o f  care 

(Phillips, 1990), but the explosion o f  health  care costs m akes it increasingly difficult to 

im prove geographical accessibility  to services. A ttem pts to extend care are frequently 

ham pered by lack o f  financial resources and hum an expertise, and other barriers.

A ccording to Phillips (1990), accessibility m ay be considered a slippery notion; m eaning, 

in general term s that som ething is ‘get-a t-ab le’. It is useful to distinguish  betw een 

locational accessib ility  (a m easure o f  proxim ity) and effective accessibility , dependent on 

having the ability, m obility , and tim e to reach a service. In health  care term s, the provision 

o f  a facility o f  a given type w ithin a specified distance o f  an intended user population  is 

frequently considered to give m ore or less equal access to all ‘p o ten tia l’ users, hence, the 

derivation o f  the concept o f ‘poten tia l’ accessibility. H ow ever, research  over several years 

has em phasised that som e variables other than physical availability  m ay intervene to 

prevent or d istort utilisation.

Prom inent am ong these is the recognised need to use a facility, closely follow ed by the 

financial ability to use it (charges, transport costs, etc), the physical ability to attend, and 

the socio-psychological readiness to utilise it.

1 .8  C onclusion

The influence o f  these and other variables on accessibility and utilisation  o f  PHC facilities 

in the D angm e W est D istrict will be the m ain thrust o f  this study. In the next chapter, the
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study area is exam ined on its physical and socio-econom ic profiles. This is to assess how  

the aforem entioned variables are influencing accessibility and u tilisation  o f  health facilities 

in  the district. The research m ethodology is also discussed.
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CHAPTER TWO 

B A C K G R O U N D  TO  TH E  ST U D Y  A R EA  A N D  R E SE A R C H  

M E T H O D O L O G Y

2.1 Background to the Study Area

The D angm e-W est D istrict is one o f  45 districts created in  1988 as a result o f  a 

governm ent redem arcation  exercise carried out in response to decentralisation reform s. 

W ith a land size o f  1,442 km 2, the d istrict is the largest in the G reater A ccra R egion 

accounting for about 41.5%  o f the region’s land area. Its capital is D odow a. The district, in 

spite o f  its proxim ity to the national capital, is basically rural w ith a poor state o f  socio­

econom ic and infrastructural developm ent. A part from  a few  large settlem ents, the 

m ajority o f  the population  live in sm all, scattered villages o f  less than 2000 people with 

poor road access. Pipe borne w ater is only available in a few  large settlem ents.

2.1.1 Location

The distric t shares boundaries w ith the Yilo K robo D istrict on the N orthw est, A kw apem  

N orth D istrict on the W est, Tem a D istrict on the Southw est, and D angm e-East D istric t on 

the East. The north-eastern  and the southern portions o f  the d istrict are fringed by the Volta 

R iver and the A tlantic ocean, respectively. It has a coastline stretching over 37 km  

(See Figure 2.1).

2.1.2 Population C hange And D istribution

A ccording to the 1960, 1970, and 1984 population census reports, the population  o f  the 

D angm e W est D istrict has increased from  42,837 (in 1960) through 63,125 in 1970 to 

70,369 in 1984. This show s a population grow th rate o f  2.1%  for the periods 1960 to 1970 

and also 1970 to 1984. The population is not dense, w ith an estim ated 1998 m id-year 

population o f  106,307 (A R D W D A , 1998). The intercensal grow th rate for 1970 to 1984 is 

below  the national average estim ated for the sam e period as 2.6% , underlying the fact that 

the d istrict is losing its historical im portance as a com m ercial distric t and thus becom ing 

less attractive, and so out-m igration is quite high (See Table 2.1 and F igure 2.2).
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Table 2.1: Population Change from 1960 to 1998 by Sub-District in the Dangme West District

Y EA R S 1960 1970 1984 1998*

Population 42,837 63,125 70,369 106,307

D odow a 3689 4412 15,743 26,086

O sudoku 9259 9709 14984 26,086

Pram pram 6055 3729 14,413 18,930

G reat N ingo 2332 5166 27,021 35,204

Sources: 1960,1970, and 1984 national population reports 

•Population projection by Dangme West district Assembly

Fig 2.2.Population change by sub-district of the Dangme West district 
from 1960-1998
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In term s o f  the distribution o f  population, the 1984 population  census report show s that the 

district has a slightly low er population density than the average for the country (55.3 

persons per sq.km  as against the national average o f  63 persons per sq.km ). The population 

is concentrated along the coast especially in the bigger settlem ents like P ram pram , Great 

N ingo, and Lekpongunor. O ther areas o f  concentration o f  population  are D odow a in the 

w est and A sutsuare in the north o f  the district. A significant feature o f  the d istrict is that 

the central area is virtually em pty w ith hardly any settlem ents in it. The bulk o f  the 

population is scattered in relatively small settlem ents w ith populations under a thousand.

□  1960

■  1970

■  1984 

E  1998
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2.1.3 Social O rganisation

The people o f  the D angm e W est D istrict are predom inantly  G a-D angm es.

The G a-D angm es constitute about 9% o f  the coun try ’s total population  and are m ostly 

found in  the G reater A ccra Region. As the nam e suggests, there are tw o principal linguistic 

groups, the G a and the Dangm e. The indigenous people o f  the district are organised in the 

follow ing 4 traditional areas:

□ Shai T raditional A rea w ith  headquarters at Kordiabe.

□ O sudoku T raditional A rea w ith the seat at Osuwem .

□ P ram pram  Traditional A rea w ith the param ountcy at Pram pram .

□ G reat N ingo T raditional A rea w ith the seat at G reat N ingo.

2.1.4 C ultural V alues and Practices

A ccording to  the (D PC U , 1996), it is evident from  historical studies that the G a and the 

D angm e had sim ilar political and social system s. For exam ple, bo th  had theocratic  system s 

based on the im portance o f  river or lagoon fetishes such as the Laloe in  P ram pram  and the 

K orle in A ccra (Ga). They also shared sim ilar circum cision and child-nam ing rites as well 

as festivals. C ircum cision is lim ited to m ale children only. Puberty rites are perform ed for 

boys and girls. W hen the boys reach m anhood, their fathers buy guns and m arry w ives for 

them. They are also given land to cultivate or fishing gear to go fishing. This practice o f  

early m arriage has a d irect bearing on fertility  rates and its attendant consequences on 

infant m orbidity  and m ortality  rates.

The girls undergo the ‘D ip o ’ rite, w hich originally, was a hom e craft course lasting for 

three years. D uring this period they w ere taught personal cleanliness, housekeeping, 

cookery, laundry, sew ing w ith thread and needle, w eaving o f  baskets, childcare, and decent 

m anners. Today, the length o f  the ‘D ipo ’ in itiation  rites has been reduced considerably  to 

one m onth  or less, w hich is very significant as this m ay increase m orbidity  and fertility 

patterns. This is because the ‘D ip o ’ rite w as supposed to initiate girls into w om anhood, and 

during that tim e, they w ere not supposed to be eligible for m arriage. T he long period o f  the 

‘D ipo ’, therefore, helped to control teenage pregnancy and the spread o f  S T D ’s.

2.1.5 Econom ic Profile

Poverty has been identified as a factor w hich hinders the u tilisa tion  o f  health services. 

Berm an et al (1987), show ed that the u tilisation o f  all types o f  care, except traditional care, 

increases w ith the level o f  income. G ish et al (1988) show ed that in Indonesia, the insured
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population  used services about four tim es m ore frequently  than did the rest o f  the 

population. D utton (1986) also found out that, overall, low  econom ic status o f  patients w as 

the m ost significant obstacle to the use o f  health  services. The preparation  o f  the p ilo t 

health insurance schem e for the D angm e W est D istrict is m eant to have a positive im pact 

on utilisation  o f  health  facilities in the district.

It is w ith reference to the aforem entioned factors that the econom ic p rofile o f  the 

inhabitants o f  th is district is being studied to identify the role incom e m ight play in the 

patterns o f  u tilisation o f  PH C  facilities in the district. A ccording to A gyepong (1999), the 

population  in the d istrict is generally poor, w ith  the m ain incom e-generating  activities 

being subsistence farm ing and fishing along the coast and the V olta  River. The 

predom inance o f  rural population  reflects in the occupational d istribu tion  in the district. 

A griculture dom inates the occupations in  the district. Table 2.2, p repared from  a baseline 

survey by the D angm e W est D istrict A ssem bly in 1990, show s the pattern  o f  occupational 

d istribution  for bo th  the prim ary and secondary sectors in the district. The baseline survey 

show s that agriculture (crop farm ing, livestock and fisheries) is the m ajor activity  in the 

district, em ploying 58.6%  o f  the people. T rading is the next largest em ployer, engaging 

22.1%  o f  the w orking population. A griculture still dom inates as a prim ary activity.

A ccording to  the D PC U  (1996), fishing should have been another big em ployer in the 

district given the presence o f  the V olta River. H ow ever, it em ploys only 6.4%  o f  the labour 

force. This m ay be due to  the labour intensive nature o f  the fishing industry w hich is not 

yet well appreciated by the people. The low  em ploym ent figure for industry, 4 .5% , shows 

the general absence o f  industries in the district. Industry as a full-tim e occupation  in the 

district is rare. The m ost im portant industrial activities are those related to quarrying that 

m ake use o f  the several inselbergs and rock outcrops that abound in the district. The other 

m ajor industries, w hich are the sugar factory at A sutsuare and the brick  and tile factories at 

Pram pram  and A fienya, have all folded up. Sm all-scale industries abound in the district. In 

a study done by the D PC U  (1996), 360 sm all-scale industries w ere identified in  the district. 

T able 2.2 show s their type and number.

W orkers engaged in the form al sector o f  the econom y, such as teachers, constitute only 

8.4%  o f  the w orkforce. This em phasises the rural character o f  the d is tric t’s econom y, 

w hich is based on prim ary production and significantly lacking in tertiary services. The 

incom es o f  the farm ers would be dependent on their crop yields and the availability  o f
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m arketing avenues for them . This w ould, in turn, affect their ability to spend on hospital 

b ills and m edicam ents.

Table 2.2 Distribution of Small-Scale Industries in the Dangme West District by their Type

and Number.

K IN D  OF IN D U STR Y TO TA L N U M B E R PER C E N T A G E

AGRO-BASED 207 57.5

B ak e ry , g a ri p ro c e ss in g , M illin g ,

F ish  sm o k in g , D is tilla tio n

CLOTHING 35 9.7

D ressm a k in g , T e x tile , M art

w e av in g

WOODBASED 29 8.1

C arp e n try , C h a rc o a l b u rn in g

B oat building

METAL 14 3.9

B lacksm ithing, Fitting

OTHERS 75 20.8

Basketry, B lockm aking,

Pottery

Source: D PC U  1996

2.1.6 D istribution  o f  Settlem ents in the D angm e W est D istrict

The D angm e W est distric t has 7 area/tow n councils. These are D odow a, A yikum a, 

Asutuare, O suw em , D aw a, G reat N ingo and Pram pram  area councils.

There are about 124 settlem ents in the D angm e W est district. T heir d istribu tion  pattern is 

largely linear w ith  m ost o f  the tow nships m ainly distributed along the m ajor roads.

A ccording to the D PCU (1996), the underlying objective o f  the classification  o f  a 

hierarchical settlem ent structure is for investm ents to be concentrated in key locations to 

m ake their im pact greater than when they are dispersed. The consequent creation o f  job 

opportunities also reduces the m igration o f  labour to m ajor tow ns and allow s for the 

developm ent o f  m edium -sized service centres in rural areas. This hierarchical classification 

o f  settlem ents could have an influence on accessibility  and utilisation  patterns o f  PHC 

facilities in the district. This is because som e patients m ight th ink that the PHC facilities in 

the bigger tow ns are m ore likely to be better equipped than those in the sm aller tow ns and

University of Ghana          http://ugspace.ug.edu.gh



m ight, therefore, tend to bypass those in the sm aller tow ns for the bigger tow ns. This 

w ould be at variance w ith  W alter C hristaller’s Central P lace theory, w hich states that for a 

good or service o f  the ‘convenience’ type that is represented by the health  practitioner, the 

m ost conveniently  located outlet o f  the service, w ould  be used to m in im ise the cost and 

effort expended to obtain such a service. This theory m ight not necessarily  hold  in this 

situation w here perceptions o f  quality and efficacy o f  care m ight be im portan t factors in 

the patien t’s decision-m aking process.

The hierarchy o f  settlem ents in the district has been determ ined w ith  reference to the 

follow ing: population  size and functional classification.

From  the analysis o f  the D PC U  (1996), D odow a had the h ighest num ber o f  functions in the 

district. Thus its centrality  index was used as a com m on denom inator. T he results o f  the 

analysis indicated four levels o f  hierarchy o f  settlem ents (Table 2.3).

Table 2.3: Levels o f Hierarchy of Settlements in the Dangme West District

LEVEL SETTLEMENT

1st level D odow a

2nd level A sutsuare, P ram pram

3rd level A fienya, G reat N ingo, Lekpongunor, D aw henya

4th level (33 o ther settlem ents)

S o u rce : D P C U  1996

The analysis also show ed that the d istrict is characterised by the predom inance o f  low 

order settlem ents. T hese settlem ents are relatively functionally  deficient in  infrastructure. 

They, thus, lim it the developm ent o f  m anufacturing enterprises. The d istribu tion  o f  the 

higher order settlem ents w ith  D odow a to the west, A sutsuare to the north, and P ram pram  

along the coastal south presents a good spatial arrangem ent in term s o f  their relative 

locations. This arrangem ent, according to the D PC U  (1996), show s that the m ore 

econom ically active higher order centres can support the low er order places seeking tow n- 

based facilities and services. The low er order places can tap tow n-based services and 

facilities in their respective vicinities rather than spending their incom es outside the 

district.
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2.1.7 R oad N etw ork

The availability o f  a good road netw ork plays a significant role in  accessib ility  and 

u tilisation  o f  public facilities. Bad roads m ight im pose spatial constrain ts on the use o f  

facilities in  several w ays including the increase in travel tim e, the absence o f  transport, and 

im passability  o f  the roads during the rainy season w hich m ight seriously affect m ovem ent. 

The im portance o f  a  good road netw ork has been em phasised in the annual report o f  the 

D angm e W est D istrict A ssem bly (1998) w hich states that im m unisation  coverage against 

the six childhood k iller diseases is uneven in the district. This, it notes, is partly  due to  the 

constrain ts o f  poor roads coupled w ith inadequate transportation.

There are about 252 km  o f  roads in the D angm e W est D istrict, com prising  national trunk 

roads, local arterial roads, and feeder roads. The spatial road netw ork in  the d istrict is sem i- 

concentric. It links the m ajor centres o f  the population  and econom ic activities in the 

d istrict w ith  each other and w ith  neighbouring districts. The road surface o f  the national 

trunk road in  the d istric t is good, especially w ith the rehabilita tion  o f  the 49.5 km  Adenta- 

D odow a trunk road. H ow ever local arterials such as the D odow a-A fienya road and the 

D oryum u-A gom eda road  need urgent im provem ent.

M ost o f  the feeder roads that give access to the m ore rural centres are unsurfaced and need 

regular resurfacing, especially  after the rainy season. Tracks and footpaths also link 

villages. T he road netw ork appears to have a good spatial distribution. A part from  the 

central area o f  the distric t w hich is devoid o f  roads, the rest o f  the d istric t is fairly linked 

up. Public transport m ovem ent o f  goods and passengers is, how ever, inadequate. The 

D PC U  (1996), estim ates that there is an average passenger w aiting tim e o f  about 2 hours 

on non-m arket days and 1 hour on m arket days for people travelling  betw een the larger 

centres o f  P ram pram  to A ccra/Tem a or D odow a to A ccra/Tem a. The D PC U (1996), notes 

that the com bination  o f  the inadequacy o f  vehicles using these roads and the poor 

m aintenance o f  both  vehicular stock and the road netw ork has led to poor in tegration  o f  the 

settlem ents w ithin the district. These adversely affect the m arketing  o f  goods and the 

spread o f  innovation, and this would adversely affect access to the health centres w hich are 

beyond w alking distances in the neighbourhood o f  these roads.

20
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2.2 Research Methodology

W ith reference to  the study area and the objectives o f  this work, a m ethodology was 

adopted for the collection  and analysis o f  data.

2.2.1 Sources and Types o f  Data

D ata for th is w ork w ere collected from  secondary and prim ary sources. The types o f  data 

collected at the secondary level w ere patient attendance rates at the com m unity  clinics, 

health centres, and other private m edical institutions in the district. T he data sought would 

include inform ation on gender, residence, age, and type o f  ailm ent reported. These helped 

in determ ining the effective catchm ent areas o f  these clinics and supplem ented the prim ary 

data collected.

O ther sources o f  secondary data w ere the various health  research  institu tions like the 

H ealth  R esearch U nit o f  the M inistry o f  H ealth  (M O H), the M edical School Library at 

Korle-Bu, the School o f  Public Health, the D istrict H ealth  M anagem ent Team  (D H M T) o f  

the D angm e W est D istrict, and the U niversity o f  Ghana, am ong others. The types o f  data 

from  these sources included the review  o f  existing literature to guide the d irection  o f  this 

research. The prim ary sources o f  data w ere stratified to accom m odate the various sectors 

involved in  the delivery o f  PHC. Inform ation w as collected at four levels. T able 2.4 show s 

the type o f  inform ation collected and the units o f  data collection.

Table 2.4: Sources of Various Primary Data, Unit of Data Collection, Type of Data and

Method of Collection

S o u rce  O f  D a ta U n it  O f  D a ta T y p e  O f  D a ta M e th o d  O f  D a ta

C o llec tio n C o lle c tio n

District Level D istrict D irector O f Q ualitative Interview  Guide

H ealth Services

Health Personnel Level N urses In Charge O f The Q ualitative & Q uantitative Interview  Guide

H ealth Centres

Com m unity Leaders Assembly Persons Q ualitative Interview  Guide

Patients Patients Quantitative Questionnaire

The prim ary data collected were qualitative and quantitative, w ith m ost o f  the quantitative 

data collected from  patients at the health institutions.
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2.2.2 R esearch Instrum ents

There w ere three research instrum ents each for com m unity leaders, health  personnel and 

patients. The instrum ents used to collect the data included questionnaires and personal 

interview s. The interview  guides for the health personnel w ere designed to collect 

inform ation on issues like availability o f  logistics, i.e. vehicles and equipm ent, 

m edicam ents, m anpow er levels and w orking relationship am ong the com m unity clinics, 

health centres, and the d istrict health adm inistration. The questionnaires w ere adm inistered 

to patients at the various health  centres. The target group o f  patients w as nursing m others 

and adults (18 years and above).

The type o f  inform ation collected from  nursing m others included the num ber o f  tim es they 

visited antenatal clinic during pregnancy, w here they lived and how  they assessed the 

services they w ere offered in term s o f  quality and w aiting tim e, am ong others.

2.2.3 Sam pling D esign

Because it w as not feasib le to interview  each and every sick person and health  officer in 

the district, a sam ple procedure to select the sam ple that represents the sam ple population 

was adopted. S ince the prim ary research focus o f  this w ork was to study accessibility  and 

utilisation patterns o f  PHC institutions in the D angm e W est D istrict, patients constituted 

the largest com ponent o f  the sam ple frame. Table 2.5 show s the d istribu tion  o f  the health 

centres and the num ber o f  patients interview ed from  each.

Table 2.5: Distribution and Type of Health Units in the District and the Number of Patients

to be Sampled from Each Health Unit

S u b -d is tr ic t T y p e  o f  h e a lth  in s titu tio n L o ca tio n N u m b e r N o  o f  p a tie n ts  

in te rv iew ed

D odow a H e a lth  C en tre D o d o w a 1 20

C o m m u n ity  c lin ic s K o rd ia b e 1 15

A g o m e d a 1 15

P ram p ram H e a lth  C en tre P ram p ram 1 2 0

C o m m u n ity  c lin ic s D a w en y a 1 15

O su d o k u M C H /F P  cen tre s A su tu a re 2 4 0

C o m m u n ity  c lin ics D u ffo r 1 15

G re a t N in g o H e a lth  C en tre G re a t N in g o 1 20

C o m m u n ity  c lin ic s T s o p o li 1 15

T O T A L 11 190

S o u rce : F ie ld  R e c o n n a issan ce
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2.2.4 Target Population For Sam pling

2.2.4.1 D istrict Level

These data aim ed at review ing and assessing the effectiveness o f  organising and m anaging 

the PH C  at the distric t level. A n im portant function o f  this exercise w as to verify the 

inform ation collected at the national level. For instance, the delegation  o f  authority  m ight, 

in practice, be m ore lim ited than was planned; personnel and supplies supposed to be in a 

particular place m ight not be there. For exam ple, vehicles that have been assigned m ay not 

be functioning. The d istrict m edical officer was asked to h ighlight logistic difficulties 

peculiar to the d istrict w hich w ere adversely affecting the coverage o f  health  services. For 

exam ple, size o f  district: w hether it was too large for efficient m anagem ent by the health  

sta ff  provided, o r that the district system  o f  com m unication  and transport w as inadequate 

for health supervision and referral. A  part o f  this source o f  inform ation w as to find out 

about under-served areas and population groups, and to study if  facilities could be m ore 

fully used. Inform ation w as sought about the num bers, types, and d istribu tion  o f  private 

and N G O  facilities in the district, and w hether they w ere supplem enting the coverage o f  

the public sector.

2.2.4.2 H ealth P ersonnel Level

The aim  was to assess the organisation o f  the health system  in the area served by the health 

centre, w ith special focus on the role o f  the health  centre itse lf  in im plem enting the PHC. 

Part o f  the focus w as to assess the know ledge o f  the local health  w orkers on the 

geographical and other characteristics o f  their areas o f  operation. Issues such as the 

location o f  the various units related to the health centre, and the social and health  profile o f  

the population, especially that o f  various target and vulnerable groups, w ere exam ined.

Som e o f  the critical issues exam ined w ere as follows:

Do all com m unities have access to essential basic health  care as w ell as referral service 

w hen necessary? Is the health  centre adequately equipped, in term s o f  physical facilities, 

staffing, supplies and transport, to provide supervision support and supplies, and to accept 

referrals? Does the health  centre m eet the health  needs o f  the local population0

Active com m unity involvem ent in health is an im portant com ponent o f  the PHC strategy. 

Such involvem ent depends, in part, on the ability o f  the s ta ff  o f  the health  centre to 

cultivate com m unity interests and participation in health. It would be o f  interest to find out 

the strategies and m ethods that have been adopted by the s ta ff  o f  the health  centre to
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prom ote com m unity involvem ent. For exam ple, do s ta ff  o f  the health  centre attend 

com m unity com m ittee m eetings, participate in com m unity group m eetings, develop and 

m aintain  outreach w ork in  com m unities, train  CH W s and T B A s’ or m ake hom e visits? 

W hich com m unity groups are actually operating in the area, and have any o f  them  assum ed 

responsibility  for som e o f  the PHC activities like dissem ination o f  health  inform ation. Has 

any progress been m ade in strengthening com m unity involvem ent over the previous years. 

These w ere som e o f  the questions for m edical assistants and the nurses at the health  centres 

and posts.

2.2.4.3 C om m unity Leaders

The com m unity leader selected was the assem blym an, since he is an elected opinion leader 

o f  the people in  the com m unity. The purpose o f  th is interview  w as to  determ ine w hat he 

perceived as priority  health  problem s, w hat they w ere doing about these problem s, and to 

w hat extent the com m unity was supporting and contributing to PH C  and other health 

activities.

2.2.4.4 Patients

In this part o f  the survey, inform ation w as collected from  patients at the various health 

posts and health  centres. A ccording to El B indari-H am m ad & Sm ith (1992), in  PHC 

evaluations and other studies, household surveys are often a reliable w ay to get crucial data 

for the population  as a w hole, such as indicators o f  health  status, coverage o f  health 

services and essential PH C elem ents (e.g., im m unisation, sanitation, w ater supply), use o f  

health facilities, and som e o f  the global health-for-all indicators. H ow ever, since the 

objectives o f  th is w ork are m ore concerned w ith  accessibility and u tilisation  o f  PHC 

facilities, an approach advocated by Phillips (1990) was adopted. A ccording to Phillips 

(1990), a com plem entary approach to investigating health care accessibility  and the 

catchm ent areas o f  specific facilities is by m apping sam ples o f  attendees. This type o f  

research into revealed  accessibility (by attendance at a given facility) m ay be o f  

considerable use in  estim atingof the extents o f  the catchm ent area, the efficiency o f  

referrals, and w hether any other facilities or locations are being bypassed.

2.2.5 Rationale for Sam ple Size

A ccording to Polgar & Thom as (1992), the relationship betw een sam ple size and sam pling 

error is that, m athem atically, not m uch is gained above a sam ple size o f  over 250, for 

exam ple. Yet the cost o f  the sam pling and data collection can be very high w ith  large
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num bers, such as 400, for relatively little gain in reducing sam pling error. From  the above, 

it w as decided to  choose a sam ple size o f  200 persons.

2.2.6 M ethods o f  D ata A nalysis and Presentation

O ne tool for data analysis w as the use o f  bivariate analysis like cross-tabulations betw een 

variables o f  interest to determ ine w hich o f  them  have m ore influence on accessibility  and 

u tilisa tion  o f  PHC services in the district. These w ere also used to test som e o f  the 

hypotheses. Indicators like C ram er’s V and contingency coefficient w ere used in the cross­

tabulations. C ram er’s V and the contingency coefficient indicate w hether there is a 

relationship  betw een tw o variables. The nom inal sym m etric m easures indicate the strength 

and significance o f  the relationship betw een the row  and colum n variables o f  a cross­

tabulation. The nom inal sym m etric m easures are appropriate w hen both  variables are 

nom inal, categorical variables. The value o f  each statistic can range from  0 to 1. Phi is only 

appropriate for 2 x 2 tables. Low significance values for C ram er’s V and the contingency 

coefficient indicate that there is a relationship betw een the tw o variables. B u t low  values 

for the test statistics indicate that the relationship betw een the tw o variables is a fairly 

w eak one.

The ordinal sym m etric m easures indicate the significance, strength and d irection  o f  the 

relationship betw een the row  and colum n variables o f  a cross-tabulation. The ordinal 

sym m etric m easures are appropriate when both variables are ordinal, categorical variables. 

A  categorical variable contains data values recorded in a lim ited num ber o f  distinct 

categories (e.g., m arital status, and gender). A  low  significance value (typically less than 

0.05) indicates that there is a relationship betw een the two variables. The values o f  the test 

statistics can range from  -1  to 1. N egative values indicate a negative relationship, and 

positive values indicate a positive relationship. But low  values for the test statistics indicate 

that the relationship betw een the two variables is a fairly w eak one (SPSS softw are O nline 

H elp V er.10 1999).

A second tool for the analysis and presentation o f  the data was the use o f  A rcV iew  

softw are to geom etrically show  the areas o f  coverage o f  the health  centres. A rcV iew  is a 

geographical inform ation system (GIS) tool that uses the pow er o f  the com puter to pose 

and answ er geographic questions by arranging and displaying data about places in a variety 

o f  ways, such as m aps, charts, and tables (ESRI, 1995). A rcV iew  is a desktop GIS system  

for storing, m odifying, querying, analysing, and displaying inform ation that brings the
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pow er o f  interactive m apping and analysis to research. This softw are was used in this 

research to m ap out the spheres o f  influence o f  the governm ent health  facilities in the 

D angm e W est D istrict, using a buffer radius o f  8 km  recom m ended by the M OH. The 

softw are w as also used to determ ine the population  residing in the spheres o f  influence, as 

well as the num ber o f  settlem ents in each zone dem arcated. This analysis helped in 

estim ating the level o f  physical coverage o f  PHC facilities in the sub-districts and the 

distric t as a whole.

A third tool used for the testing o f  the hypothesis was the chi-square, a nonparam etric 

statistical test tool w hich is used to establish w hether or not tw o variables are independent. 

For exam ple, w hen population variables are qualitative characteristics (such as m arital 

status, political affiliation, sex, state o f  health , type o f  treatm ent etc), the presence or 

absence o f  independence betw een the variables can be used to draw  im portant conclusions. 

A doctor w ho know s that preventive m easures (vaccinated, unvaccinated) and resistance 

(diseased, not diseased) are dependent can conclude w hether a vaccine is effective 

(Lapin, 1982).

2.3 C onclusion

In sum m ary, this is the background o f  the D angm e W est D istrict in term s o f  its socio­

econom ic and geographical profiles. These profiles helped in determ ining the sam pling 

design. C hapter Three review s PHC in Ghana in general as well as PH C  in the Dangm e 

W est district in particular. A lso, strategies for im plem enting PHC in the district are closely 

exam ined.
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CHAPTER THREE 

THE PRIMARY HEALTH CARE SYSTEM IN GHANA AND THE 

DANGME WEST DISTRICT

3.1 PHC in Ghana
3.1.1 D efin ition  o f  PHC

PH C  is defined as basic health  care w hich uses local experiences and m aterial in  the 

provision  o f  total care to users in a com m unity. These objectives are incorporated  in the 

defin ition  o f  PHC as follows:

Essential health care made universally accessible to individuals and families in 

the community by means acceptable to them, through their full participation 

and at a cost that the community and country can afford. It forms an integral 

part of the country's health system, of which it is the nucleus, and of the 

overall social and economic development in the community (WHO, 1978).

A ccording to W HO (1978), the follow ing six priority  program m es form  the m ain service 

delivery program m es under the PHC.

□ M CH  and fam ily planning;

□ im m unization  o f  children  under five years;

□ control o f  endem ic diseases like m alaria;

□ control o f  d iarrhoeal diseases;

□ sanitation and w ater supply; and

□ nutrition education and w eaning food developm ent from  local resources.

W ithin  the context o f  the PHC program m e, som e attention is given to the retraining o f  

traditional healers, especially traditional birth attendants and herbalists in the hope that 

they w ould be able to im prove health delivery. This is a m ore accom m odating aspect o f  the 

PHC program m e unlike conventional m odern m edical practice, w hich had no place for 

traditional m edicine. A ccording to W HO (1978), the m anagem ent train ing being given 

personnel at the health  centre and district level includes in-service train ing sessions. The 

m anagem ent train ing is based on an integrated approach to the delivery o f  the above-listed 

PHC program m es at the health centres and com m unity levels (T w u m as i ,  1986).

3.1.2 Selective Prim ary H ealth Care (SPHC)

The com prehensive PHC strategy endorsed by the countries attending the 1978 A lm a Ata 

conference has not necessarily been fully im plem ented, nor is it u n iversa lly  v iew ed  as the 

m ost effective m eans o f  m oving towards ‘health for a ll’. A ccording lo A sthana (1994), the
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PH C  approach to health  care w as launched at a tim e o f  deepening recession and grow ing 

T hird W orld debt. The 1980s saw  the w idespread im plem entation  o f  econom ic adjustm ent 

policies aim ed at transform ing less developed countries into m ore m arket-oriented  

econom ies. This forced m any Third W orld governm ents to  m ake cuts in  their public 

expenditure, and this new  econom ic and political clim ate led health  po licy  m akers to 

reassess the com prehensive PH C strategy. M any concluded that it w as too idealistic and 

that, g iven financial and practical constraints, governm ents w ould  be better advised to 

select and target diseases by prevalence, m orbidity, m ortality, and feasib ility  o f  control. 

This approach is know n as selective p rim a ry  health  care (SPHC).

Phillips (1990) and A sthana (1994) noted that selective PH C  typically focuses on 

paediatric conditions such as m easles, w hooping cough, neonatal te tanus, and diarrhoeal 

diseases. A  low er priority  is usually accorded to conditions such as polio , typhoid, 

respiratory infections, m eningitis, and m alnutrition. The low est priorities in  SPH C term s 

w ould be accorded to  diseases such as dengue, filariasis and am oebiasis, as their control is 

difficult, largely socio-environm ental, and hence costly and needing continued efforts.

H ow ever a m ajor w eakness o f  SPHC as a system  is its selectivity. W hilst its critics do not 

deny the seriousness o f  the conditions addressed by SPHC, the m ajor criticism  is o f  the 

attack on individual illnesses w ithout upgrading the com m unity conditions as a whole. As 

a result, Fendall (1985) called the SPHC a thinly disguised euphem ism  for the disease 

approach. B erm an (1982) saw  it as too technologically  and cost oriented, w hilst U nger & 

K illingsw orth (1986) criticised it for ignoring the m any chronic, non-com m unicable 

com plaints tha t affect adults and w hich can com prom ise their ability  to support their 

dependants.

Selective PHC , like prim ary m edical care, is nevertheless an inherent part o f  PH C  but is 

not w hole o f  it. The diseases tackled by SPH C w ould feature highly on any list o f  health 

problem s in  m ost low -incom e countries because they are usually the m ajor com batable 

causes o f  m ortality. A  m ajor shortcom ing o f  a selective interventionist approach is that 

patients cured o f  infectious conditions return to environm ents w here they are re-infected. 

H ow ever, in a com prehensive PHC package, they w ould be approached in a w ider and 

com m unity-oriented m anner and controlled in the context o f  overall com m unity upgrading.
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A rguably, it can be said that it is due to the shortcom ings o f  the SPH C that the governm ent 

o f  G hana and other developing countries are em bracing the concept o f  PHC. This is 

because PHC , unlike the SPH C, provides a total approach to the com bat o f  diseases 

no tw ithstanding the increased burden it w ould put on the country’s financial resources.

3.1.3 In troduction o f  PHC in Ghana

The pre-colonial health  system  in Ghana was largely curative and urban focused. The m ain 

shortcom ing o f  this system  w as that the bulk o f  the people o f  G hana w ere no t benefiting 

from  this curative approach. A ccording to Tw um asi (1986), it w as the B usia governm ent 

that set-up a com m ittee to look into the health conditions o f  the rural people in G hana. This 

com m ittee, know n as the Easm on C om m ittee, w as set-up in  1972 and it w as tasked, am ong 

other things, to  look into the health  conditions o f  the rural people o f  G hana and to m ake 

recom m endations regarding effective practical ways to redress the situation.

A m ong others, the C om m ittee w as asked to pay particular atten tion  to rural poverty, 

ignorance and superstitious beliefs, and how  to eradicate them . D uring this period, the bulk 

o f  governm ent allocation  to the health sector was given to the curative sector to m aintain 

regional and district hospitals, and to pay salaries o f  health  w orkers in this field. Only a 

small proportion  o f  the governm ent budgetary allocation  w as given to the preventive 

sector.

E asm on’s report catalogued several things left undone. The report noted that the rural areas 

had been neglected, and that the preventive em phasis on health  had not been taken 

seriously. A ccording to  the report, m alaria, hookw orm , guineaw orm , and other parasitic 

and com m unicable diseases accounted for m any o f  the early deaths o f  rural children. 

Sanitation w as poor, good w ater supply w as scarce, housing w as also neglected, and w aste 

disposal w as generally crude and dangerous to com m unity health  (Tw um asi, 1986). 

Tw um asi (1986), notes that the Easm on report had a trem endous im pact on health  p lanning 

in the country. Since the early seventies, a N ational H ealth P lanning C om m ittee for the 

M inistry  o f  H ealth w as established to see to the overall health planning o f  the country with 

special reference to rural areas. This led to a collaborative w ork betw een the U niversity o f  

G hana M edical School and the U niversity o f  C alifornia School o f  Public Health. The 

objective o f  this collaborative work was to design and im plem ent an experim ental rural 

health  program m e know n as the Danfa Project (Tw um asi, 1986).
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The report from  th is collaborative w ork w as subm itted to the G overnm ent th iough  the 

M inistry  o f  Health. This report asked the governm ent to tackle rural health  problem s and to 

shift em phasis from  narrow  definitions o f  health care to com prehensive health care w hich 

em braces curative, prom otional and preventive health  care. The G overnm ent o f  G hana 

adopted the report and in 1974 accepted the PHC system.

A ccording to A dibo (in an unpublished and undated paper), the D anfa C om prehensive 

H ealth  C are and Fam ily P lanning Project (1970-1979), and the Brong A hafo Rural 

Integrated D evelopm ent Program m e (BA RID EP), (1975-1978), gave G hana som e 

experience o f  PHC . These tw o projects w ere funded by the U nited States A gency for 

International D evelopm ent (USA ID ) and W HO, respectively. A dibo opined that both 

projects, p rovided integrated, com prehensive com m unity-based health  services in w hich 

com m unity m em bers w ere actively involved. The m ain purpose o f  the program m e w as to 

try out the feasibility  o f  the PH C  approach. The findings from  the projects show ed that the 

PHC concept could  w ork  in  the country. The governm ent accepted, in 1974, the role o f  

developing a prim ary health  care for the country. It w as through th is system  that m ost rural 

people could receive health  care. A  N ational H ealth  P lanning U nit w as m ade responsible 

for the im plem entation  o f  PHC program m es.

A dibo notes that PH C  is a tool for integrated com m unity developm ent. For the success o f  

the PHC program m e, there should be certain basic facilities such as good housing, potable 

water, increased food production, as well as adequate food and nutrition. It is, therefore, 

im portant for all institu tions w hich provide these services to w ork together w ith  the M O H  

in planning and im plem enting PHC. For exam ple, the provision  o f  po tab le w ater in 

adequate quantities to all com m unities is one o f  the m ain com ponents o f  PHC. A ccording 

to A dibo, m any o f  the diseases found in com m unities are related to the provision o f  unsafe 

drinking w ater. D iseases such as diarrhoea, guinea w orm , and bilharzia are basically due to 

lack o f  adequate supply o f  potable water. S im ilarly, roads and transport play a critical role 

in access to and use o f  health  facilities in general.

3.1.4 Levels o f  PHC

Prim ary health  care is based on a three-tier delivery system. Ten districts w ere selected to 

im plem ent the PHC strategy in 1978 on a pilot basis. There are now  district health 

m anagem ent team s (DHM Ts) in all the 110 districts in Ghana, but Level B and Level A 

team s are lim ited to a few  areas.
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3.1.4.1 C om m unity L evel (Level A)

There are three types o f  com m unity health w orkers at this level: a traditional birth 

attendant, a com m unity health w orker for basic curative services, and a village 

developm ent worker. The second and third types are usually com bined as a com m unity 

clinic attendant. A n im portant prerequisite for these health  w orkers is that they m ust be 

selected  and com pensated  by the com m unity, although the M inistry  o f  H ealth trains them .

It is anticipated that there w ill be one such team  covering 12 km 2, and that there will be 

300-500 in each district. Their m ain functions include preventive and prom otional services, 

sim ple curative m easures, pregnancy m anagem ent, environm ent p rotection , and 

m obilisation  for health-related com m unity projects. Their first contact w ith the national 

health  system  is at Level B.

3.1.4.2 H ealth  Institu tion  Level (Level B)

This is the first referral level for the com m unity health  w orkers. A team  com prises a 

m edical assistant, a com m unity health  nurse/m idw ife, a health inspection assistant, and a 

senior field  technician  for com m unicable disease control. These officers undergo retraining 

to supervise the activities o f  the villages, and to undertake all routine im m unizations and 

care o f  patients referred from  Level A. It is estim ated that one health  institu tion  w ill cover 

8 km 2 as its catchm ent area.

3.1.4.3 D istrict L eve l (Level C)

This is the m anagem ent level o f  the entire system  and serves an estim ated population  o f

100,000 to 200,000 people. A D H M T com prises a d istrict m edical officer w ith 

postgraduate train ing in com m unity health, a d istrict public health  nurse, a district 

technical officer for com m unicable disease control, a senior m edical officer responsible for 

the d istrict hospital, and a d istrict health inspector. The team  w orks directly w ith the 

d istrict council to facilitate an integrated approach to total com m unity developm ent. It is 

responsible for the planning, im plem entation and evaluation o f  health  services for the 

entire district. The D H M T is expected to liaise w ith personnel o f  other m inistries such as 

A griculture, Social W elfare, Education, C om m unity D evelopm ent, and the G hana W ater 

Com pany Ltd.
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3.1.5 D evelopm ent o f  PH C  in the 1980s

A ccording to A nyinam  (1989), by 1980, som e progress had been m ade in getting a 

functioning PH C  system  started. The health  status o f  the country had not seen a significant 

change since the colonial period. Service coverage for w ater supply and sanitation 

rem ained poor. For rural Ghana, the proportion o f  the population  w ith  access to safe w ater 

increased from  14% in 1970 to 39%  in 1983. The urban population  served w ith safe 

drinking w ater decreased from  86%  in 1970 to 72%  in 1983. A lso, the population  served 

w ith sanitation  facilities had declined from  40%  in 1970 to 16% by 1983. Such a situation, 

he noted, has a serious consequence for health  developm ent in G hana because unsafe 

drinking w ater, contam inated food, poor faecal disposal facilities, and poor drainage, 

am ong others, cause several diseases.

M ahadev & T hangam ani (1984) have noted that in m any Third  W orld countries, not only 

are resources inadequate (especially  for rural provision), but they are also non-optim ally  

located w ith  respect to  accessibility. H ealth  facilities are often geographically  inaccessible 

to m ost rural dw ellers. Fosu (1986) pointed to surveys o f  health  centre u tilisa tion  in Ghana, 

for exam ple, in w hich 70%  o f  attendants cam e from  w ithin a 3-m ile radius, although the 

residents o f  this area com prised only 23%  o f  the health  cen tre’s catchm ent population. 

Only 27%  o f  attendants had com e from  beyond 4 m iles, but 73%  o f  the health  cen tre’s 

catchm ent population  lived at that distance. This im plies that, to be used, a facility  m ust be 

accessible and, conversely, that nearby residents derive disproportionate benefit from  

facilities. For the rural dw eller, in  particular, this w ill usually m ean a m axim um  travel 

threshold and, once this is exceeded, utilisation  m ay tail o ff  considerably. This m eans m ost 

m edical services have a relatively  lim ited range, and it is im portant for p lanners to be able 

to identify this range in order that they can locate services so that distance does not prove 

to be a significant deterrent.

3.1.6 R ecent M OH and W H O  R eview s o f  PHC in G hana

The M O H , in collaboration w ith W H O , did several review s o f  the PHC system  in G hana in 

1987, 1991, and 1994.

The basic objectives o f  the review s were as follows:

i) To assess the progress, m anagem ent and level o f  the PHC im plem entation strategy 

tow ards H ealth  for All by the year 2000 since 1984.

ii) To determ ine the extent o f  governm ent and non-governm ental support and the level 

o f  intersectoral co-operation.
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iii) To determ ine the extent o f  com m unity m obilisation  and participation  in PHC 

activities.

On im m unization coverage, the 1987 report noted that only 10% o f  the population  were 

fully im m unized against tuberculosis, diphtheria, polio , tetanus, and m easles. On 

pregnancy m anagem ent, 88%  o f  the m others w ere exam ined by a trained health  w orker 

during pregnancy. O n the availability o f  health care services, it w as realised that 64%  o f 

the population  had access to  healthcare/first aid service w ithin one h o u r’s travel.

O thers issues observed during the 1987 review  included the following:

T hat in 53%  o f  cases, m em bers o f  the fam ily had visited  som e health  facilities in the last 

two m onths, but only 11% had been visited by a qualified health  w orker in the last two 

m onths. A lso, 83%  o f  the villages had no trained CH W , w hilst 13% had trained CHW . 

A nother group o f  42%  o f  the villages had no trained TB A s w hilst 29%  had trained TBAs.

On w ater supply and sanitation, the 1991 report noted an unsatisfactory  situation. 

A ccording to the report, available data as at 1987 show ed that 93%  o f  the urban  population  

had potable w ater w hilst only 40%  o f  the rural population  had adequate safe w ater supply. 

This is in com parison to 1984 w here only 57%  o f  urban and 40.3%  o f  rural people had 

access to portable w ater supply. The report noted  som e problem s facing the provision  o f  

adequate safe w ater and sanitation facilities in the country. N otable am ong these w ere the 

following:

i) The interm itten t p ipe w ater service w ith  som etim es long interruptions.

ii) Lack o f  v illage level operation and m aintenance o f  hand pum ps.

iii) Lack o f  effective m onitoring program m es operational at the d istrict level.

iv) For sanitation, the increasing m aterial cost, for exam ple, in to ile t construction  and 

sinking o f  boreholes and associated facilities.

It was recom m ended in  the review  that, for greater coverage o f  service provision, the 

com m unity m ust participate in all project inception, planning, im plem entation , operation, 

and m aintenance. A lso, governm ent and donor agencies m ust assist w ith the local 

production o f  m aterials. O n im m unization coverage, the 1991 review  also noted an 

increase from  4%  in 1984 to 32%  in 1988 to 56%  for 1990. It attributes the m ajor increases 

in the coverage to the introduction o f  the im m unization cam paigns, especially betw een 

1988 and 1990. This was because since 1976, after W HO feasibility studies in Ghana, the 

coverage had been rather low up to 1984.
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T he 1994 W HO report noted, am ong others, that im m unization  coverage had im proved 

trem endously  over 1984: health  service coverage w as as high as 74% , w ith  essential drugs 

available in over 90%  o f  the institutions. The use o f  antenatal and postnatal services 

continued to rise w hilst fam ily planning show ed a m odest increase. It can be concluded 

from  the review s done by W H O  and the M O H  that the PHC system  has been m aking a 

study im pact on  the rural populace o f  the population.

The findings o f  th is  study show  that, Ghana, being a developing country, is faced w ith 

several problem s in  the health  sector such as location, accessibility , and u tilisation o f  

health  care facilities. O thers include m anpow er shortages and lack o f  requisite logistics. A  

study by O ppong &  H odgson (1994) on the location and accessibility o f  the PH C  facilities 

in the Suhum  district o f  the Eastern R egion o f  G hana show ed that the level o f  accessibility 

to the PH C  facilities could  be im proved i f  they are optim ally  located w ith respect to the 

population  distribution.

A gyepong (1999) did som e studies in the D angm e W est D istrict on the health  situation 

including the PH C  system . She focused on the delivery o f  health  services, and trends in 

u tilisation and coverage. She noted  that the use o f  health  services in  the district w as not 

uniform . In certain  parts o f  the d istrict like Pram pram , u tilisation  rates per capita w ere on 

the dow nw ard trend  w hilst in  other parts like D odow a and G reat N ingo, the reverse was 

true. A lso noted  w as the im portance o f  the hum an factor on the part o f  the health  service 

providers as one o f  the causes o f  this pattern. For the coverage o f  the Expanded 

Program m e on Im m unization  (EPI), she noted  that in  years w here support from  the donor 

com m unity and the central M inistry o f  H ealth  (M O H) w as adequate, backed  by m ass 

cam paigns, EPI coverage w as 80% for the district. This underlies the im portance o f  

adequate logistics and outreach services in helping to achieve the goals o f  the PH C  system .

In a study carried out by B osu et a l (1998) on factors affecting attendance at im m unization  

sessions in  the K om enda-Edina-Eguafo-A brem  D istrict o f  Ghana, they d iscovered that 

attendance w as adversely affected by factors such as poor know ledge about im m unization, 

lack o f  suitable venues and furniture at outreach clinics, financial d ifficulties, long w aiting 

tim es, transport difficulties, poorly m otivated service providers, and w eak intersectoral 

collaboration.
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3.2 PH C  in the D angm e W est D istrict

The essence o f  th is sub them e is to analyse the distribution  o f  PHC clinics in the d istrict 

w ith reference to  their im pact on accessibility and utilisation o f  health  services in the 

district. This w ould  be looked at together w ith  staffing levels o f  these clinics, the 

availability  o f  logistics as well as the referral system  in place to ensure adequate health 

delivery.

3.2.1 D isease Patterns in  the D istrict

The coverage o f  im m unisation against the six childhood killer diseases is uneven in the 

district. P ram pram  and D odow a sub-districts have higher coverage than O sudoku and 

G reat N ingo sub-districts w here the constraints o f  poor roads, inadequate transportation, 

inadequate health  facility and sta ff accom m odation are m ore accentuated.

M alaria, diarrhoea, anaem ia and upper respiratory tract infections are the m ost prevalent 

d iseases in  the district. In the riverine com m unities, schistosom iasis is a m ajor problem . 

H owever, am ong the m ost prevalent d iseases in the district are m alaria, abscesses, 

bilharzia, and guinea w orm . The prevalence o f  w ater-borne diseases clearly  indicates the 

lack o f  po tab le w ater in  m ost parts o f  the district.

According to  the D PC U  (1996), only a few  sections o f  the district have regular supply o f  

pipe-borne w ater. The supply o f  potable w ater does not m eet the dem and in the district. 

Out o f  the 124 settlem ents, only 20 (9.35% ) have access to p ipe-borne w ater. M ost 

inhabitants depend on untreated w ater from  sources such as surface ponds, rivers, and 

shallow  wells. They are thus exposed to w ater-borne diseases such as typhoid, cholera and 

other diarrhoeal diseases. In the areas w ith p ipe-borne w ater supply, com m unities often 

experience w ater shortages w hich com pels them  to resort to the use o f  river o r stream  

water.

For sanitation, the d istrict lacks a proper sew erage disposal system , and individuals are 

obliged to  construct their ow n drainage system  under the supervision o f  the d istric t’s 

sanitation departm ent. Sanitation m anagem ent in the urban area is poor. There are no 

designated areas for sewerage and refuse disposal in the district. Only 26%  o f  the houses 

have toilet facilities.
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A ccording to El B indari-H am m ad & Sm ith(1992), in carrying out health  studies in any 

area, an attem pt should be m ade to determ ine the activities in other sectors that have an 

im pact on the health  o f  the people. W hile these activities m ay be im plem ented by 

individual sectors w ithout explicit health objectives, they may, nevertheless, produce 

positive or negative effects on health. Exam ples o f  such sectors that m ay be o f  interest for 

review  include agriculture, industry, com m erce, public w orks (including w ater w orks and 

road network), and housing. O thers w ould include cultural values and practises. The rest o f  

the review  o f  the district w ould, therefore, include som e o f  these factors and others w hich 

m ight have an im pact on the health o f  the people.

3.2.2 D istribution  o f  PH C  Clinics

For adm inistrative purposes, and to  facilitate health  service delivery, the district has been 

subdivided into four health  districts w hich coincide broadly w ith  the traditional areas, 

nam ely: D odow a, Pram pram , G reat N ingo, and O sudoku sub-districts. A  M edical A ssistant 

heads each sub-district.

As Table 3.1 show s, the d istrict has ten PHC clinics. These com prise four health  centres, 

one in each sub-district, and six health  posts distributed in  the district. F igure 3.1 show s 

that the health  posts are not uniform ly distributed in the district. The D odow a sub-district 

with a land area o f  2428 sq. km  has two health  posts, P ram pram  w ith  a land area o f  1272 

sq. km has one health  post, G reat N ingo covering an area o f  5846 sq. km  has one health 

post, w hilst O sudoku covering an area o f  3707 sq. km has two health  posts. This analysis 

shows that no relationship  exists betw een the size o f  a sub-district and the num ber o f  

health facilities established in it. Instead, other factors like the d istribu tion  and density o f  

population m ay have a role to p lay  in the location o f  the health  posts.
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Table 3.1 Distribution and Type of Health Units in the Dangme West District

Sub-district Type o f  health  institution Location

D odow a H ealth  Centre D odow a

C om m unity clinics K ordiabe.A gom eda, O suw em

Pram pram H ealth Centre Pram pram

C om m unity clinics D aw enya

O sudoku M C H /FP centres A sutuare

C om m unity clinics D uffor

G reat N ingo H ealth  Centre G reat N ingo

C om m unity clinics Tsopoli

Source: Field R econnaissance

3.2:3 S taffing Level and D istribution

The initial concept o f  PH C  envisages a hierarchical organization o f  health  care at three 

levels, w ith each level being staffed by a calibre o f  personnel. H ow ever, the m anpow er 

cadre positions at each o f  the three levels in the d istrict have been m odified.

Level A  is supposed to be m anaged by a TBA , a com m unity health  w orker for basic 

curative services, and a village developm ent w orker; the penultim ate and the last are to  be 

selected and com pensated  by the com m unity in w hich they work. This, how ever, is not so 

on the ground. The s ta ff  at the Level A  are now  com m unity health  nurses who are three in 

som e cases, usually com prising two Senior Com m unity H ealth N urses (SC H N ) w ith one 

being a M idw ife, as w ell as a Com m unity H ealth  N urse (CHN).

Level B is supposed to be staffed by a M edical A ssistant, a C H N /M idw ife, a H ealth  

Inspection A ssistant, and a Senior Field Technician  for com m unicable d isease control. 

H owever, the Level B health  institutions are staffed w ith the follow ing cadre o f  personnel: 

M edical A ssistants, N utritionists, H ealth  S tatisticians, D ispensary A ssistants and 

A ttendants, N ursing O fficers (General and Psychiatric), and Public H ealth N urses (PHN), 

Com m unity H ealth N urses (CHN), B irths and Deaths, and D isease Control Officers. The 

total s ta ff com plem ent can be as high as 30 or m ore. Level C is not yet operational, so no 

com parisons can be m ade with its staffing level.
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In term s o f  the distribution o f  health personnel, one can state that all the health posts have 

at least tw o C H N S, and a few  have C H N /M idw ives as well. Personnel at the health post 

level are, therefore, uniform ly distributed. The health centers are also staffed quite 

uniform ly.

3.2.4 A vailability o f  Logistics

The assortm ent o f  logistics at a health centre varies w ith its functions and its level in the 

PHC hierarchy. B ut all the health posts in the districts have m otorcycles w hich nurses use 

for outreach activities. This is in addition to vehicles w hich support the health  posts during 

im m unization  cam paigns. A  num ber o f  the health posts also have fridges for the storage o f 

vaccines and other m edicam ents. W hat som e o f  the health  posts lack are specialised 

containers and other equipm ent for the delivery and w ashing o f  new born babies. The 

health centres are equipped w ith  logistics to discharge duties at their level o f  operation  in 

the districts. Each o f  the health  centres in the district has a four-w heel drive vehicle though 

these vehicles are in  various conditions o f  roadw orthiness.

3.2.5 Referral System

The referral system  in the prim ary health  delivery system  is very im portant. N o PHC 

worker can possib ly  provide all o f  the m edical or social care w hich a patien t may require. 

Therefore the PH C  w orker m ust know  how  and w here to obtain  the facilities each 

particular patient requires. The health w orker m ust know  w here and how  to investigate 

patients and above all, w hen and w here to refer a patient to a relevant specialist w hen the 

occasion dem ands (Fry, 1980). The referral system  in the d istrict is w ell organised. H ealth 

posts refer all cases beyond their level o f  com petence to the health  centres in their sub­

districts. The health  centres, on the other hand, refer cases beyond their com petence to the 

hospitals in  the neighbouring districts, including B attor M ission H ospital, T em a G eneral 

H ospital, and the A kuse G overnm ent H ospital. This is because the D istrict hospital w hich 

is supposed to handle cases referred from  the health  centres is not functional yet.

3.3 Strategies for the Im plem entation o f PH C in D angm e W est 

The successful im plem entation o f  the PHC program m e depends on the su ccess fu l  planning 

o f  strategies w hich would ensure that im plem enting agencies optim ise the hum an and 

m aterial resources put at their disposal. This requires the draw ing up o f  po licy  f ram ew o rk s  

and plans o f  action. The discussion under this sub-them e exam ines so m e  o f  the plans and 

policies put in place to ensure that the PHC program m e is im plem ented sm o o th ly  at the
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national level and in  the D angm e W est district.

3.3.1 G overnm ent Policy on PHC and its Im plem entation in the D istrict

The Bam ako In itiative w as established by A FR O  resolution A FR /R C  37/R 6 at Bam ako, 

M ali, in Septem ber 1987 and the U N IC EF E xecutive B oard R ecom m endation 

E /IC EF/1988/P/L .40. Since these resolutions w ere passed, the heads o f  state and 

governm ent o f  the O rganization o f  A frican U nity (OA U ) endorsed the initiative in A ddis 

Ababa, Ethiopia, in M ay 1988. The resolution called on U N IC EF and W HO to help 

accelerate PH C  im plem entation  at the d istrict level, g iving priority  to w om en and children 

(Adjei et a l ,  undated). A ccording to the D istrict M edical O fficer o f  the D angm e W est 

D istrict, no single docum ent contains any policy governing the various aspects o f  the 

im plem entation o f  PHC. Rather, various com ponents o f  the program m e can be found in 

various docum ents w ith in  the M OH. A ccording to A djei et al., (undated), the M O H  has 

adopted a national health  policy w hose goal is to ensure that all the people o f  Ghana, 

regardless o f  the ir age, sex, origin, ethnic group, religion, political belief, or econom ic 

standing, shall enjoy the best possible level o f  health  that the resources perm it. A m ong 

others, the policy states that every G hanaian shall have access to essential health  care w ith 

a system o f  prom pt referral to backup district and regional hospitals. Full and organized 

com m unity involvem ent and the eventual inform ed self-reliance o f  individuals, fam ilies 

and com m unities assum ing m ore responsibility  for their ow n health , at a cost they can 

afford, is being pursued.

A ccording to A djei et al., (undated), the PHC strategy w hich provides services at the three 

Levels A, B, and C, is the basis for organizing the services. PHC has already taken a firm  

grounding in the D angm e W est D istrict. The only com ponent left is the Level C w hich is 

not operational y e t .

3.3.2 The Role o f  the D istrict H ealth M anagem ent Team  (DH M T)

In pursuance o f  the governm ent’s overall policy on decentralization  (PN D C LAW  

207,1987), virtually all the 110 districts now have D HM Ts. The G hana H ealth  Service is 

an executing agency responsible for running a decentralized health  service w ith  the aim  o f 

providing access to basic services to all G hanaians as close as possible to w here they live 

and w ork (M O H, 1996). DH M Ts are responsible for im plem enting and m anaging health 

program m es at the district level. The team s are usually com posed o f  the follow ing 

personnel. D istrict D irector o f  H ealth Services, Senior M edical O fficer, Principal N ursing
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O fficer, Principal Technical Officer, Com m unity D isease C ontrol officer, Pharm acist, 

A ccountant, D istrict H ealth  Education O fficer, and the various heads o f  all the health 

centers in the district.

3.3.3 Intersectoral C ooperation in the Im plem entation of PHC

The objectives o f  the PHC as outlined at A lm a A tta in 1978 are all em bracing and 

intersectoral collaboration is a key elem ent (Ebrahim  & Ranken, 1988). It involves 

com bined health  and com m unity developm ent, and its success depends on task-oriented 

activity (for exam ple, focusing on the health  problem s o f  the com m unity) and process- 

oriented m ovem ent (involving education, im proving econom ic and social conditions, food 

availability, etc). To Phillips (1990), involving all related sectors o f  the econom y such as 

agriculture, anim al husbandry, education, housing, public w orks and com m unications in 

health m ay prove extrem ely difficult to im plem ent in  m any th ird  w orld  countries. Because 

lack o f  in tersectoral co-ordination and co-operation as well as lack o f  resources, are often 

fundam ental problem s. The roles o f  the other agencies, both governm ental and non­

governm ental in the realising  the objectives o f  the PHC are d iscussed below.

3.3 .3 .1  A gricu ltu re

The D istrict A griculture D irectorate U nit (D A D U ) in the D angm e W est D istrict is active in 

the PHC program m e. A bundance o f  food is one objective o f  PHC. The unit has 28 

extension agents w ho go out to farm ers to im pact efficient farm ing technologies to them  to 

boost food production  in the district. This role is very im portant, since the district is 

predom inantly rural, w ith  the m ain occupation o f  the inhabitants being farm ing. Farm ers 

are also encouraged to eat w hat they grow  and grow  w hat they eat. This is to m inim ize the 

problem  o f  farm ers focusing their energies on cash crop cultivation  w hich w ould  give them 

only incom e and leave them  starving during the lean season.

Besides the W om en in A griculture D evelopm ent (W IAD ) unit o f  the M inistry  o f  Food and 

A griculture (M oFA ) is actively prom oting the cultivation and consum ption o f  soyabeans as 

a good source o f  protein. The unit has been dem onstrating  how  soyabeans can be 

processed into oil, gari, and milk. The only draw back is the difficulty in processing 

soyabeans into the various brands o f  food extracts. The W IAD are trying to educate 

farm ers on effective ways o f  solving this problem .
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The D A D U  has also been educating farm ers and the com m unity at large about the 

advantages in using sm okeless stoves instead o f  w oodfuel. This is m eant to reduce the 

exposure o f  users o f  these cooking facilities, especially w om en and children, to pollu tion  

from  these sources o f  fuel energy.

The farm ers are further exposed to a m ethod o f  farm ing know n as Integrated Crop 

M anagem ent (ICPM ) to m inim ize the use o f  harm ful chem icals in farm ing. The use o f  

organic fertilizers and m anure is encouraged. The application o f  chem icals like w eedicides 

and others that are used to kill insects in farm ing is also being d iscouraged because o f  their 

harm ful side effects on the farm ers and the consum ing public.

Other health program m es organized by D A DU  include educating farm ers to drain their 

hom es o f  w aste w ater from  their kitchens into pits dug and filled w ith stones in the form  o f 

soak-away pits. This is to m inim ize the breeding o f  m osquitoes in stagnant pools o f  w ater 

in the hom e. The farm ers are also taught w ater harvesting as alternate m eans o f  obtaining 

clean w ater during the rainy season. O ther personal hygiene m ethods taught farm ers 

include constructing  toilets m odeled along the lines o f  the KVIP and m anaging w ater from  

their bathhouses. To effectively introduce these ideas o f  hom e m anagem ent to the farm ers, 

a Farm ers’ D em onstration  H ouse has been put up at Oyibi. This is a m odel hom e w ith 

sim ple but effective facilities w hich rural people can afford and w hich can help m ake life 

com fortable for farm ers. The farm ers are occasionally  taken on dem onstration  trips to this 

home.

3.3.3.2 Local Government

The Environm ental H ealth  U nit (EHU) o f  the district assem bly, w hich is under the 

M inistry o f  Local G overnm ent, carries out health  educational program m es. Personnel from  

the EHU m eet regularly  w ith m arket w om en and traditional caterers and educate them  on 

the need to procure their food item s from  recognized vendors. This is to  ensure that only 

w holesom e food item s are used in preparing food for the public. B utchers are also 

educated on the need to m aintain hygienic conditions in the slaughterhouses to m inim ize 

m eat contam ination.

Lectures are also organized for com m unities occasionally about refuse disposal practices 

such as burning instead o f  indiscrim inate dum ping. O thers include the im portance o f  not 

burying the dead at hom e to forestall any outbreak o f  epidem ics. The effectiveness o f  these
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ta lks is based on the fact that the inspectors have the pow er to prosecute persons w ho do 

not com ply w ith  their advice.

A ssem blym en and chiefs have an im portant role to play in realizing the objectives o f  A lm a 

A ta declaration  and G hana's V ision 2020 developm ent plan. The M ankrado o f  W edekum , a 

village located about 500 m etres South-East o f  D odow a, has been actively providing 

leadership to his people in providing com m unal labour for executing developm ent projects 

in his locality. He also liaises w ith the D H M T  and provides the necessary logistics that the 

health educators m ay need to effectively carry out health  program m es in  his locality.

A ssem blym en have also been m obilizing the com m unities to undertake clean up exercises 

and also to ta lk  to them  about ways o f  preventing infections. B asic techniques taught 

include boiling o f  drinking w ater and using m osquito  nets. The assem blym en are actively 

involved in m obilizing  the com m unities to carry out self-help projects. They also liaise 

w ith the D H M T and organize the com m unities for the health  education  program m es 

organized by the D H M T  occasionally. The 'self-help ' sp irit w hich the assem blym en are 

trying to im pact to  the com m unities is very im portant for the PH C  concept since it m akes 

them  less dependent on  external assistance w hich cannot be guaranteed.

The assem blym en are facing the problem  o f lack o f  logistics like digging equipm ent, 

w heelbarrows, and rakes to facilitate com m unal labour. The other problem  is attitudinal. 

Some com m unities are reluctant to change their old ways o f  doing things. A case in  point 

is the refusal o f  m em bers o f  som e com m unities w ithout potable drinking w ater to boil their 

drinking w ater. These people claim  that the ir ancestors did not boil their drinking water, 

and yet lived long and fruitful lives. They, therefore, do not see the reason w hy they should 

bother to boil their drinking water.

3.3.3.3 Education

The D istrict G irl Child Education O fficer (D G C EO ) responsible for the School H ealth 

Education Program m e carries out health educational cam paigns from  the d istrict education 

office. The D G CEO  visits pre-school facilities in the d istrict and exam ines their feeding 

facilities and the quality o f  food they offer the children and advises on how  best the 

nutritional com ponent o f their food could be im proved in a cost-effective way. The officer 

occasionally organizes w orkshops to dem onstrate how  to prepare som e o f  the m eals, and
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also gives lectures on basic first aid and peer group reproductive health  education to 

prom ote health  am ong school kids.

C om m unities are also educated on health issues pertain ing to adults and children. 

Educational program m es involve the need to educate the girl-child  to  em pow er her in 

future and also to  em pow er the com m unity as a whole. M em bers o f  the com m unity  are 

also educated on the need to m aintain personal hygiene and to keep the ir environm ent 

clean.

3.3.3.4 Water and Sanitation

T he com m unity w ater and sanitation unit o f  the district assem bly, w hich  is also know n as 

the d istrict w ater and sanitation team  (D W ST), is in  charge o f  the provision  o f  potable 

w ater in the com m unity. It is m ade up o f  a team  o f  5 m em bers: a Tow n and C ountry 

P lanning O fficer w ho is the team  leader, a C om m unity D evelopm ent O fficer, an 

Environm ental D evelopm ent O fficer, an Engineer, and a co-opted  m em ber. This unit 

perform s educational and coordination activities.

In its educational role, the D W ST carries out com m unity anim ation functions. The team  

creates aw areness in a com m unity on the im portance o f  potable w ater and sanitation. One 

problem  the team  has identified in the district, w hich they are trying to check, is the 

indiscrim inate defecation  into w ater bodies and the surrounding environm ent w hich could 

be harm ful to  the  com m unities.

On w ater supply, the D W S T  has been liaising w ith  donor organizations such as D A N ID A  

and JICA  to provide boreholes for the com m unities. It does this by adm inistering 

questionnaires to  the com m unities, and indicators are used to rank them  in term s o f  the 

need for the provision  o f  water. The com m unities are m ade to contribu te one percen t o f  the 

cost o f  a  borehole w hich is estim ated at 28 m illion  cedis.

For sanitation, D W ST is directly involved in the provision  o f  V entilated  Im proved P it 

(VIP) latrines for use in private hom es. They are provided on the basis o f  a cost-sharing 

approach w here the applicants bear 50%  o f the cost o f  the toilets and the donor 

organizations bear the other half. C om m unities w hich have benefited from  this project 

include V olivo, A sebi, and Nyigbenya. The provision o f  K um asi V entilated Im proved Pit 

(KV IP) latrines is now  lim ited to institutions like clinics and schools and no m ore to the 

com m unities.
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3.3.4 Role o fN G O s

N G O s have been very helpful in prom oting the PHC program m e in the district, and the 

D H M T  has been w orking closely w ith them . They include C efriend, O R T, G hana 

Environm ental and C onservation A m bassadors (G EC A ), and W orld V ision International 

(WV1) as the m ost active. The WVI has been participating in the health  program m es o f  the 

D H M T by offering financial and logistical support during their im m unization  cam paigns 

and other program m es. The activities o f  the W VI can be categorized into three: the school 

level, the health  centre level, and the com m unity level. At the school level, the W VI selects 

villages, w hich have day care centres, and helps to take care o f  their health  needs. They do 

this by taking the w eight and height o f  the nursery children  once a year. They also supply 

fortified gari (gari m ixed  w ith  soyabean pow der) to the selected nurseries in the selected 

com m unities daily. Their school health program m e is being run in 21 villages.

At the health  centre level, the W VI liaises w ith the D H M T and sponsors p rogram m es like 

the EPI. It does th is by providing vehicles w ith fuel and s ta ff  to support the im m unization  

cam paigns. T he 1999 m ini-m ass cam paign in the distric t was sponsored by W VI. It also 

gives health  education  lectures in com m unities and schools to supplem ent that o f  the 

DHM T. A t the com m unity  level, the W VI offers loan facilities to organized groups o f  

people to undertake incom e-generating activities. They have recently  offered a loan 

package to a w om en’s group at O dum ase to produce gari.

3.4 C onclusion

This chapter rev iew ed the PHC system  in G hana as well as in the D angm e W est District. 

A lso strategies for im plem enting the PHC program m e in the d istrict w ere exam ined. This 

included the role o f  the D H M T as well as intersectoral co llaboration  in prom oting PHC. 

Chapter four exam ines the levels o f  u tilisation  o f  PHC services in the district.
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CHAPTER FOUR 

L E V E L S OF U T IL ISA T IO N  OF PH C  SE R V IC E S

4.1 D istrict and Sub-D istrict Levels o f U tilisation

U tilisation  o f  specific services, or actual coverage, is expressed as the proportion  o f  people 

in need o f  a  service w ho actually receive it in a given period, usually a year. Exam ples are 

the proportion o f  children  at risk who are im m unised, the proportion  o f  pregnant w om en 

who receive prenatal care or have their deliveries supervised by a trained attendant, or the 

proportion o f  people needing m edical treatm ent w ho actually go to the health  facilities 

(El B indari-H am m ad & Sm ith 1992). In analysing the levels o f  u tilisa tion  o f  health  

services in the d istrict, routine health m anagem ent inform ation data for the previous 3 

years, 1997-1999, w ere used. Sectors o f  the health  delivery system  to be exam ined are 

O ut-patient D epartm ent (OPD) utilisation  levels, M aternal and C hild H ealth  (M CH ) 

services like A ntenatal Care (ANC), Postnatal Care (PN C), and E xpanded Program m e o f 

Im m unisation (EPI). The other sector w ould be the distribution o f  health  facilities.

4.1.1 O ut-patient D epartm ent (OPD)

Tables 4.1 to 4 .4  show  trends in OPD utilisation levels in the four sub-districts o f  the 

D angm e W est D istric t for the period 1997-1999. The tables contain  u tilisa tion  by age and

Table 4.1 Trends in OPD Attendance for Dodowa Sub-district for 1997-1999

Y ear/Sex Y ear/Sex Y ear/Sex
1997 1998 1999

Age M F M F M F
Under 15 959 1007 971 922 1449 1477
15-44 867 1208 974 1347 974 1422
45-59 172 250 186 231 176 295
60+ 145 222 123 216 _ - -
Source: Extract from A RDW D  1997-1999

The trends depicted for the D angm e W est D istric t over the 3 successive years (1997-1999) 

have show n an upw ard trend for u tilisation  levels. The first pattern  is the low  but consistent 

levels o f  utilisation  o f  the health facilities for the elderly persons (above 45 years o f  age) 

for all the four sub-districts. The second is the generally higher levels o f  u tilisation  o f  the 

PHC facilities by fem ales for alm ost all the age groups except the under 15-year-olds 

w here the m ales outnum ber the fem ales for all the sub-districts over the 3 year period. N o 

clear reason can be assigned for the higher rates at w hich m ale children  use the PHC 

facilities.
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T a b le  4 .2  T r e n d s  in  O P D  A t te n d a n c e  fo r  P r a m p r a m  S u b - d i s t r i c t  fo r  1 9 9 7 -1 9 9 9

Y ear/Sex Y ear/Sex Y ear/Sex

1997 1998 1999
A ge M F M F M F
U nder 15 657 649 461 430 461 430
15-44 410 512 436 475 436 475

45-59 125 187 96 109 96 109
60+ 82 189 38 164 38 164
Source: Extract from A RDW D 1997-1999

The levels o f  u tilisation  o f  PHC facilities in the D odow a Sub-district show ed a trend 

upw ards betw een 1997 and 1999 (Table 4.1). The P ram pram  Sub-district show ed an 

upward trend, except for the under 15 and 15-44 age groups w hich experienced a decline in 

1998 before experiencing an increase in 1999 (Table 4.2).

T a b le  4 .3  T r e n d s  in  O P D  A t te n d a n c e  f o r  G r e a t  N in g o  S u b - d i s t r i c t  f o r  1 9 9 7 -1 9 9 9

Y ear/Sex Y ear/Sex Y ear/Sex

1997 1998 1999
Age M F M F M F
U nder 15 811 774 561 484 794 627
15-44 438 603 390 504 477 518
45-59 92 139 88 104 84 100
60+ 62 104 50 78 56 84

Source: Extract from ARDW D 1997-1999

The levels o f  utilisation  o f  the health facilities in the G reat N ingo S ub-district w ere high 

for all age groups (Table 4.3). There was a decline in the level o f  u tilisation  in 1998 for the 

under 15 and 15-44 age groups before an increase in 1999. This pattern  is sim ilar for the 

O sudoku Sub-district (Table 4.4).

T a b le  4 .4  T r e n d s  in  O P D  A t te n d a n c e  f o r  O s u d o k u  S u b - d i s t r i c t  f o r  1 9 9 7 -1 9 9 9

Y ear/Sex Y ear/Sex Y ear/Sex
1997 1998 1999

Age M F M F M F
U nder 15 605 578 271 268 639 597
15-44 552 690 315 274 318 363
45-59 95 153 75 89 62 81
60+ 56 83 39 45 39 89

Source: Extract from ARDW D 1997-1999

The D H M T notes that OPD utilisation levels are relatively low, though there have been 

slight increases over the years.
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4.1.2 A ntenatal Coverage (AN C) and Postnatal coverage (PNC)

T a b le  4 .5  T r e n d s  in  M C H  C o v e r a g e  fo r  D o d o w a  S u b - d i s t r i c t  fo r  1 9 9 7 -1 9 9 9

DODOWA MCH Services 1997 1998 1999
DELIVERY N o . o f  d e liv e rie s (M O H + p riv a te ) 263 433 498

N o . o f  e x p ec te d  d e liv e rie s 1013 1043 1075
A N C N o . reg is tra n ts 1012 995 1134

N o . o f  ex p ec te d  p re g n a n c ie s 1013 1043 1075
PNC N o . f irs t p o s tn a ta l v isits 364 348 524

N o . o f  ex p ec te d  d e liv e rie s 1013 1043 1075
TBA N o. o f  d e liv e rie s 73 70 199

N o . o f  e x p ec te d  d e liv e rie s 1013 1043 1075

Source: Extract from ARDW D 1997-1999

A m ong the four indicators (Table 4.5), delivery coverage and TB A  services had the lowest 

level o f  u tilisation  for the D odow a Sub-district. For exam ple, the num ber o f  deliveries by 

the M O H and private m aternity  hom es as a percentage o f  expected deliveries w as 26%  for 

1997, 41.5%  for 1998, and 46%  for 1999. This show s a steady rate o f  increase over the 3- 

year period. PN C  had 36%  for 1997, 33%  for 1998, and 48.7%  for 1999. This trend is 

sim ilar to the delivery  coverage. The num ber o f  registrants as a percentage o f  the expected 

pregnancies w as 99.9%  in 1997, 95.4%  in 1998, and 105% in 1999. T B A  coverage w as 7% 

in 1997, 6.7%  in 1998 and 18.5% in 1999 (Table 4.5). The im plication  o f  th is pattern  is 

that 57%  o f  deliveries in 1997, 60%  in 1998, and 35.5%  in 1999 w ere done by unapproved 

persons.

T a b le  4 .6  T r e n d s  in  M C H  C o v e r a g e  fo r  P r a m p r a m  S u b - d i s t r i c t  f o r  1 9 9 7 -1 9 9 9

PRA M PR A M MCH Services 1997 1998 1999
D E L IV E R Y N o . o f  d e liv e rie s (M O H + p r iv a te ) 441 455 560

N o . o f  e x p ec te d  d e liv e rie s 735 757 780
A N C N o . re g is tra n ts 927 957 1059

N o . o f  e x p ec te d  p re g n a n c ie s 735 757 780
PNC N o. f irs t p o s tn a ta l v is its 409 379 526

N o . o f  e x p ec te d  d e liv e rie s 735 757 780
TBA N o . o f  d e liv e rie s 138 114 164

N o . o f  ex p ec te d  d e liv e rie s 735 757 780
Source: Extract from A RDW D 1997-1999

Pram pram  Sub-district showed a higher coverage pattern than the D odow a Sub-district in 

the M CH  coverage indicators (Table 4.6). D elivery coverage w as 60%  in 1997, 60%  in

1998, and 72%  in 1999. Postnatal coverage w as 56%  in 1997, 50%  in 1998, and 67%  in

1999. TBA  coverage was 18.7% in 1997, 15.5% in 1998, and 21%  in 1999. This show s
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that unapproved persons did only 21%  o f  deliveries in 1997, 24.5%  o f  deliveries in 1998. 

and 7%  o f  it in 1999.

T a b le  4 .7  T r e n d s  in  M C H  C o v e r a g e  f o r  G r e a t  N in g o  S u b - d i s t r i c t  fo r  1 9 9 7 -1 9 9 9

G R E A T  N I N G O MCH Services 1 9 9 7 1 9 9 8 1 9 9 9

D E L IV E R Y N o . o f  d e liv e rie s (M O H + p riv a te ) 4 5 1 3 8 0 4 3 8

N o . o f  e x p ec te d  d e liv e rie s 1 3 6 7 1 4 0 8 1 4 5 0

A N C N o. re g is tra n ts 1031 78 6 ] 8 0 7

N o . o f  e x p ec te d  p re g n an c ies 1 3 6 7 1 4 0 8 1 4 5 0

P N C N o . f irs t p o s tn a ta l v is its 3 5 6 1 8 4 5 2

N o . o f  e x p ec te d  d e liv e rie s 1 3 6 7 1 4 0 8 1 4 5 0

T B A N o . o f  d e liv e rie s 17 2 1 7 4 5 2

N o . o f  e x p ec te d  d e liv e rie s 1 3 6 7 1 4 0 8 1 4 5 0

Source: Extract from A RDW D  1997-1999

For the G reat N ingo sub-district (Table 4.7), the com bined delivery coverage for the M OH 

and private m aternity  hom es was 33%  for 1997, 30%  for 1998, and 30%  for 1999. 

Postnatal coverage w as 26%  in 1997, 13% in 1998, and 3.5%  in 1999, w hilst TBA  

coverage w as 12.6%  in 1997, 12.3% in 1998, and 3.5%  in 1999. Postnatal coverage 

declined from  a  level o f  26%  in 1997, to only 3.5%  in 1999. TB A  coverage also declined 

from  a level o f  12.6%  in 1997 to 3.5%  in 1999. The cause o f  the decline in  m ost o f  the 

indicators m ust be identified and checked otherw ise it appears the unapproved deliveries, 

which are m ore than 50%  o f  the total num ber o f  deliveries, w ould  continue to dom inate to 

the detrim ent o f  the form al health  sector in the com ing years.

T a b le  4 .8  T r e n d s  in  M C H  C o v e r a g e  fo r  O s u d o k u  S u b - d i s t r i c t  fo r  1 9 9 7 -1 9 9 9

O S U D O K U MCH Services 1 9 9 7 1 9 9 8 1 9 9 9

D E L IV E R Y N o . o f  d e liv e rie s (M O H + p r iv a te ) 2 1 7 2 0 8 197

N o . o f  e x p ec te d  d e liv e rie s 1 0 1 3 1 0 4 3 1 0 7 5

A N C N o . re g is tra n ts 4 3 6 3 6 6 5 2 3

N o . o f  e x p ec te d  p re g n a n c ie s 1 0 1 3 1 0 4 3 1 0 7 5

P N C N o . f irs t p o s tn a ta l v isits 2 1 7 1 7 9 2 4 8

N o . o f  e x p ec te d  d e liv e rie s 10 1 3 10 4 3 1 0 7 5

T B A N o . o f  d e liv e rie s 180 14 5 2 1 7

N o . o f  ex p ec te d  d e liv e rie s 10 1 3 1 0 4 3 1 0 7 5

Source: Extract from ARDW D 1997-1999

The trends for the O sudoku Sub-district w ere not too encouraging. D elivery coverage for 

the M OH and private m aternity hom es was 21.4%  for 1997, 20%  for 1998, and 18.3% for 

1999. Postnatal coverage was 21.4%  in 1997, 17% in 1998, and 23%  in 1999, w hilst TBA 

coverage w as 7.9%  in 1997, 13.9% in 1998, and 20.2%  in 1999 (Table 4.8). The pattern 

here was sim ilar to that o f  Great N ingo. There was a decline in the coverage levels o f  the
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M OH and private m aternity  hom es in this district, the only increase was that o f  the TBA s 

w hose coverage has seen som e m odest increases over the past 3 years. T he unapproved 

m ethods o f  delivery increased in this district, w ith over 50%  o f  the share o f  total deliveries 

over the 3-year period. The D H M T for the D angm e W est D istrict m aintained that the 

apparently low  levels o f  coverage for the O sudoku Sub-district w ere because the 

population  figures for this district were inaccurate. But it is necessary in the face o f  the 

decline in the M C H  coverage by the form al health sector, for the reasons for the decline to 

be identified and solutions found to change the generally negative trend to a positive one.

Figure 4.1 depicts bar graphs o f  the com bined delivery coverage o f  the M O H , TB A , and 

private m idw ives, as a percentage o f  the target levels o f  coverage over the 3 successive 

years (1997-1999) for the four sub-districts. There w as a system atic rise for the D odow a 

and P ram pram  Sub-districts. The G reat N ingo and O sudoku Sub-districts show ed a 

different pattern. The G reat N ingo Sub-district show ed a decline in delivery coverage over 

the years under review , w hilst O sudoku also show ed an inconsistent trend.

The trends for antenatal coverage for the D odow a district for the period 1997-1999 w ere 

82% , 73%  and 80% , w hilst the trends for delivery coverage for the sam e period w ere 36% , 

35%  and 39%  respectively. A notable trend was that w hilst expectant m others utilise the 

PHC facilities, about h a lf  o f  them  delivered elsewhere.

4.1.3 EPI coverage

The Expanded P rogram m e o f  Im m unisation (EPI) is a program m e launched by the 

governm ent to  im m unise all eligible children against the six childhood killer diseases.

The principal aim  o f  th is program m e is to achieve 80%  coverage in im m unisation  levels by 

the year 2000 as part o f  its drive o f  health for all G hanaians by the year 2000. The levels o f  

coverage for the im m unisation  cam paign by each o f  the sub-distric ts are exam ined w ith  the 

DPT3 antigen, the last antigen usually adm inistered.
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T a b le  4 .9  T r e n d s  in  I m m u n is a t io n  C o v e r a g e  f o r  D a n g m e  W e s t  D is t r ic t  fo r  1 9 9 7 -1 9 9 9

YEAR 1997 1998 1999

DODOWA ~ |  o

No. Administered 929 938 98

Total 0-11 Months 1013 1043 107

PRAMPRAM
No. Administered 688 675 70

Total 0-11 Months 735 757 78

OLD NINGO
No Administered 1088 1196 110

Total 0-11 Months 1367 1408 145

OSUDOKU
No. Administered 287 369 38

Total 0-11 Months 1013 1043 107
Source: Extract from A RDW D 1997-1999

The D odow a Sub-district had 91.7%  coverage in 1997, 89.9%  in 1998, and 91.6%  in 1999 

(Table 4.9). This pattern  show ed a high and consistent trend over the past 3 years, and 

therefore th is level o f  coverage m ight be m aintained for the future.

The Pram pram  S ub-district had a high level o f  im m unisation  coverage. The sub-distric t 

had 93.6%  coverage in  1997, 89.1%  in 1998, and 90.3%  in 1999. This pattern  had been 

quite consistent, and m ay continue that way into the future (Table 4.9).

Great N ingo had  a coverage level o f  79.6%  in 1997, 84.9%  in 1998, and 76.4%  in 1999 in 

the levels o f  im m unisation  for the 3 years under review . This w as low er than  the levels for 

D odow a and P ram pram  analysed earlier (Table 4.9). H ow ever, G reat N ingo  also show ed 

quite a consistent trend  and w ith  the educational program m es being undertaken  by the 

D HM T, the level o f  im m unisation  coverage m ight rise in  future.

The trends depicted  in  T able 4.9 w ere unfavourable for the O sudoku S ub-district in  the 

extent o f  coverage in  im m unisation. The d istric t had 28.3%  coverage in  1997, 35.4%  in 

1998, and 35.5%  in 1999. The figures w ere very low  and now here near the 80%  target set 

by the M inistry  o f  Health. One noticeable pattern, how ever, w as that the figures did not 

vary from  each other significantly ju s t as the other sub-districts. F igure 4.2 show s bar 

graphs depicting trends in im m unisation coverage for each o f  the four sub-districts for 

1997-1999. The bar graphs depict how seriously the O sudoku Sub-district trails behind the 

others.

50

University of Ghana          http://ugspace.ug.edu.gh



■ ■ a ■ □ □

i
■
c
z

H
>
X
o o

I

§
i
O

s
1 §

H

i

«pi
i

m
Om
z
o

o
3
<6
CDn<A

no

FIG
. 4.2 

PERCENTAG
E 

BAR 
GRAPHS 

OF 
TRENDS 

IN 
IM

M
UNIZATIO

N 
CO

VERAG
E 

FO
R

 
EACH 

OF 
THE 

FOUR 
SU

B
D

ISTR
ICTS 

AG
AINST 

TARG
ET 

LEVELS 
FOR 

1997-1999
University of Ghana          http://ugspace.ug.edu.gh



EPI coverage for the d istric t as a w hole for 1997, 1998,and 1999 w as 64, 75, and 7 3 /o 

respectively. These figures w ere quite high for the years under review . B ut the low  levels 

o f  coverage in  the O sudoku Sub-district reduced the overall level o f  coverage for the 

district.

4.2 Distribution of Health Facilities and Physical Coverage

Figure 4.3 show s the distribution o f  PH C  facilities in the district w ith  the ir areas o f  

coverage depicted by buffers. A ccording to A djei (1989), Level A PH C  centres are 

supposed to cover an 8-km  radius w hilst the level B facilities, w hich supervise the Level A 

centres, are to cover an 8-km  radius as well. These radii have been used to generate buffers 

dem arcating  the spheres o f  influence o f  the health  facilities in  the D angm e W est D istrict.

H ealth  planners have long recognised the im portance o f  the optim al p lacem ent and 

adequacy o f  health  facilities. A ccording to M eade et al. (1988), studies have show n that 

physical p roxim ity  is im portant in the accessibility and u tilisation  o f  health  care resources. 

C loseness to a particu lar doctor or facility has been identified as one o f  the m ain  reasons 

for using that resource. The other aspect o f  th is prob lem  o f  optim al siting  o f  health 

facilities is to locate health  facilities w here m ost people live, since they are likely to use 

them most.

In studying the d istribu tion  o f  health centres, reference has been m ade to the settlem ent 

hierarchy developed for the com m unities by the D angm e W est D istrict assem bly. The 

hierarchy o f  the com m unities has been developed from  the follow ing factors: population 

size, functional characteristics o f  settlem ents, the extent to w hich settlem ents serve 

populations living ou tside their boundaries, and determ ination o f  threshold  values needed 

to support a service facility.

Based on these factors, a hierarchy w as developed w ith  D odow a at the top  or 1st Level 

(Table 2.3). Four levels w ere identified, w ith the 4 th Level m ade up o f  m inor settlem ents 

w ith populations less than 1000 persons. A ll the health  facilities in the d istrict are located 

w ithin the first three levels o f  the hierarchy, m ade up o f  7 o f  the 143 settlem ents in the 

district. F rom  the buffers generated for the health  centres and health  posts in the district, it 

is apparent that physical coverage o f  health facilities in the d istrict (Fig. 4.3)  is adequate. 

This is because the spheres o f  influence o f  the various health  centres and health  posts 

overlap w ith each other in m ost cases, using a radii o f  8 km recom m ended by the M OH for
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the delivery o f  PHC services.

Table 4.10 GIS Coverage of PHC Services in the Dangme West District

T y p e  o f  H ealth  F ac ility

N o  o f  

H ealth  

fa c ilitie s

N o . O f

S e ttlem e n ts

c o v ered

P e rc e n ta g e  O f  

S e ttle m e n ts  in 

D is tric t

N o . O f  

P e rso n s  

C o v ered

% O f

P o p u la tio n  in 

su b -d is tr ic t

%  O f  T o ta l 

P o p u la tio n  

In D is tric t

H ealth  c en tre s  &  H e a lth  p o s ts  

in D o d o w a  s u b -d is tric t

3 28 28.57% 26939 100% 25.34%

H ealth  c en tre s  &  H e a lth  p o s ts  

in P ram p ram  su b -d is tric t

2 9 9.18% 25622 131% 24.10%

H ealth  cen tre s  &  H ea lth  p o s ts

in G rea t N in g o

su b -d is tric t

2 19 19.39% 12139 33% 11.42%

H ealth  cen tre s  &  H e a lth  p o s ts  

in O su d o k u  su b -d is tric t

3 20 20.41% 13478 50% 12.68%

H ealth  C en tre s  in D is tr ic t 4 29 27.9% 56568 53.2%

H ealth  P o sts  in D is tr ic t 6 58 55.8% 34430 32.4%

H ealth  C en tres  

&  H ealth  P o sts  in D is tr ic t

10 87 83 .7% 90998
'

85 .28%

Source: Figure 4.3 and A R D W D A  1999

It is evident that, overall, coverage o f  PH C  services in the district is adequate, 83.7%  o f  

settlem ents and 85.7%  o f  the population are covered (Table 4.10). This is consistent w ith 

the M O H ’s aim  o f  achieving at least 80%  coverage o f  health services by the year 2000. 

From Table 4.10 and Figure 4.3, it can be concluded that though the overall level o f  

coverage com pares favourably w ith the M O H ’s standard o f  80% , it w ould be necessary to 

find out m eans o f  increasing the level o f  physical coverage o f  PHC in the O sudoku and the 

Great N ingo sub-districts. The large extent o f  coverage for the D odow a and Pram pram  

Sub-districts is due to their areas o f  influence getting into the adjoining sub-distric ts, and 

thus taking up som e o f  their populations (Fig. 4.3).

4.3 The Linkage Between PHC Facilities and the District and Regional Hospitals

The linkage betw een all PHC facilities anyw here is hierarchical. As stated earlier PHC is 

based on three levels. Level A is the low est and Level C is the highest, w hich is a district 

hospital. Level C has not been com pleted in the district and so Level B health centres are 

the highest referral facilities in the district. A district health  hospital is being constructed 

and it is about 40%  com plete, according to the DHM T. A clear line o f  linkage exists
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betw een the PHC facilities and other d istrict and regional hospitals. C ases are easily 

referred to health facilities in the adjoining districts such as the A kuse G overnm ent 

H ospital in the Yilo Krobo D istrict, the B attor C atholic H ospital in the N orth Tongu 

D istrict, and the Tem a General H ospital in the Tem a D istrict. There is also a collaborative 

network, and the D H M T is able to collect routine health  inform ation from  hospitals in the 

adjoining districts about patients from  the D angm e W est D istrict seeking m edical attention 

from them. This is very useful for health p lanning and evaluation. F or exam ple, the Battor, 

Akuse and A tua H ospitals give out data on the num ber o f  residents o f  the D angm e W est 

D istrict reporting to them  w ith H IV /A ID S cases. The prevalence o f  H IV /A ID S disease in 

the country has gradually becom e a m ajor health  problem  today.

4.4 Conclusion

As part o f  the prio rities set by the D H M T for 1999, an effort has been m ade to strengthen 

the linkages w ith  o ther sectors providing health  care in the d istric t like private clinics, 

N G O s, the D istrict A ssem blies, and decentralised departm ents.

The levels o f  health  care discussed in this chapter are those recorded for 3 years (1997­

1999), and are rou tine health  m anagem ent inform ation collected from  the PH C  facilities in 

the D angm e W est D istrict. D ata were not collected from  any private health  institu tion  and 

traditional p ractitioners because they did not subm it regular returns to the D H M T. Factors 

which account for the levels o f  use o f  the PHC services in the d istric t are discussed in 

Chapter Five.
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CHAPTER FIVE
FACTORS FOR ACCESSIBILITY AND UTILISATION OF PHC SERVICES IN 

THE DANGME WEST DISTRICT

5.1 Factors for Accessibility and Utilisation of PHC services

As has been noted in the previous chapters, u tilization o f  health services is the resu lt o f  a 

com plex in teraction betw een different explanatory variables and the health status o f  the 

population. K roeger (1983) notes that the interaction is even m ore com plex in developing 

countries because o f  the change in the concept o f  illness and health  behaviour am ongst 

people. Q uite a num ber o f  issues are related to accessibility  to health  services, and to 

Phillips (1990), a d iscussion o f  accessibility to health  services should begin  w ith  several 

d istinctions, one o f  them  being betw een physical (potential) accessib ility  and (revealed 

accessibility) u tilization.

The provision o f  a facility o f  a given type w ith in  a specified d istance is frequently  

considered to g ive m ore or less equal access to all potential users. H ow ever, researches 

over the years have show n that m any variables other than physical availability  may 

intervene to d istort or prevent u tilization  (M oseley, 1979). P rom inent am ong these is the 

existence o f  a recognized need to use a facility  follow ed by the financial ability  to use it, 

the physical ability to  attend, and the socio-psychological readiness to use it. O ther factors 

that influence u tiliza tion  include tim e-space variables; facility opening hours or days o f  

provision have to  coincide w ith the tim es w hen individuals can reach a service point and 

m ust, therefore, consider other com m itm ents and availability  o f  transport. These 

constraints m ay be particularly  crucial in influencing utilization  o f  health  care services, 

especially those o f  a  m ore voluntary or elective nature such as preventive and prom otive 

services like im m unization  and fam ily planning (FP). In m any rural Third  W orld countries, 

one o f  the greatest challenges to health  care planning is the ex tension o f  utilization 

(effective accessibility).

In this chapter, the factors influencing accessibility  and utilization  have been analysed 

under three broad them es namely:

a) Socio-dem ographic and econom ic characteristics:

b) C haracteristics o f  the health delivery system.

c) C om m unity-w ide factors.
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5.2 Socio-demographic Characteristics of Patients

Socio-dem ographic characteristics exam ined here are occupation, gender, education, and

5.2.1 O ccupation

O ccupation is a variable w hich has been identified as influencing utiliza tion  o f  health  

facilities. This is due to its relationship with incom e and educational level o f  patients, 

w hich influence levels o f  utilization  o f  health  facilities. Therefore, occupation  and incom e 

levels w ould be linked in this review. Berm an et al. (1987) show ed that the u tilization  o f  

all types o f  care except traditional care increased w ith incom e level. H ow ever G osh & 

M ukhejee (1989), after investigating health service coverage o f  a PH C  facility  in W est 

Bengal, India, found that the higher incom e group used the services less than the low er 

incom e group. It, therefore, appears that occupation and incom e p e r  se do not have a 

uniform  effect on u tiliza tion  o f  health  facilities, but depending on the country involved, 

other factors seem  to have an influence.

In the D angm e W est D istrict, trading and farm ing w ere the tw o m ost dom inant 

professions. T hirty-tw o and 34 percent o f  those engaged in farm ing and trading 

respectively, w ere am ong the respondents. Since farm ing and trading also constitu ted  the 

m ain occupations in the district, due to its rural nature, those engaged in the two 

professions w ere likely to have the resources to use on health care. The next occupation 

was service providers w ho included dressm akers, hairdressers, and chop bar operators. In 

the next significant category w ere housew ives w ho depended on the incom es o f  their 

husbands, and therefore benefited directly from  the profits their husbands m ade in their 

ventures. They constitu ted  9.4%  o f  the sam ple (Table 5.1).
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T a b le  5.1  O c c u p a t io n s  o f  P a t ie n ts  U tilis in g  P H C  F a c i l i t ie s  in th e  D is t r ic t

O c c u p a t io n F r e q u e n c y P e r c e n t

F a rm in g 55 3 2 .4

C a ttle  R an ch in g 2 1.2

D riv e r 2 1.2

S e rv ic e  P ro v id e r 17 10.0

P a s to r 1 .6

T e a c h e r T l 2 .4

T ra d e r 58 34.1

H o u se w ife 16 9.4

U n e m p lo y e d 1 .6

M an u a l 4 2 .4

A rtisa n 4 2 .4

S tu d e n t 2 1.2

F ish in g 4 2 .4

T o ta l 170 100 .0

S o u rce : F ie ld  D a ta

T a b le  5 .2  O c c u p a t io n  a n d  R e g u la r i ty  o f  A t te n d a n c e

O c c u p a tio n N o t R eg u la r F ist
T im e

R eg u la r T o ta l

F a rm in g 6 11 38 55

C a ttle  R an c h in g 2 2

D riv e r 1 1 2

S e rv ic e  P ro v id e r 5 2 10 17

P a s to r 1 1

T e a c h e r 4 4

T ra d e r 7 13 38 58

H o u se w ife 2 4 10 16
U n e m p lo y e d 1 1
M an u a l 4 4

A rtisan 4 4
S tu d e n t 1 1 2
F ish in g 4 4
T o ta l 20 32 l l T 170

S o u rce : F ie ld  D a ta

T a b le  5 .3  S y m m e tr ic  M e a s u r e s  o f  O c c u p a t io n  a n d  R e g u la r i ty  o f  A t te n d a n c e

N o m in a l b y  N o m in a l V a lu e A p p ro x .
Sig .

C ra m e r 's  V .229 .811
C o n tin g e n c y  C o e ffic ie n t .308 .811
N  o f  V a lid  C ase s 170

a  N o t  a s su m in g  th e  nu ll h y p o th e sis .
b  U sin g  th e  a sy m p to tic  s ta n d a rd  e r ro r  a ssu m in g  th e  nu ll h y p o th e sis .

D e riv e d  fro m  S P S S  so ftw a re  b a se d  on  fie ld  d a ta .

E xam ining T able 5.2, it appears the pattern betw een occupation and levels o f  u tiliza tion  in 

the district is not clear. As depicted in Table 5.3, the high significance o f  0.81 and the low 

contingency coefficient o f  0.31 clearly show s lack o f  any m eaningful association betw een 

the test statistics (occupation and regularity o f  utilization). One reason for this could be 

because the relatively lowly educated class m ostly practices the occupations listed above.
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Phillips (1990) argues that education as a variable has strong links w ith incom e and soc io ­

econom ic status. Since there is an inverse relationship betw een education  and utilization oi 

health facilities in the district, G hosh & M ukajee (1989) observation  that the higher incom e 

group utilizes the PHC facilities least appears to hold in the district.

5.2.2 Sex

Studies have show n that the influence o f  sex on u tilization facilities differs from  place to 

place. A kin et al. (1985) state that many cultures practise sexual d iscrim ination  against 

w om en. G ilson (1988), how ever, indicates that the u tilisation o f  health  services by w om en 

is influenced by low  allocation o f  household resources to them , so that the im pact o f 

hospital fees on  u tilisa tion  m ay lead to a higher decline in utilisation am ongst w om en than 

men. The findings o f  K outis et al. (1991) indicate that PHC was used m ore by fem ales than 

males. This, according to Fosu (1981), m ight be because w om en deal w ith  the d iseases in 

the households m ore than m en, resulting in closer contact w ith  the health  facilities and 

better know ledge about them . This observation holds true in the u tilisation  o f  PHC 

facilities in the D angm e W est D istrict (Fig. 5.1, Tables 4.1 to 4.4).

Figure 5.1 Pie Graph of Sex Com position of the 
Respondents

M A L E  ■ ___
29% Rjj

F E M A L E

71%

S o u rce : F ie ld  D a ta

The reason for the high proportion  o f  w om en could be due partly to w om en’s sensitivity  to 

health, and also to the fact that m ost o f  the program m es organized at the PHC units are 

geared largely tow ards w om en and children, for exam ple, child w elfare clinics, antenatal, 

FP, food and nutrition, and im m unization program m es. The guidelines for im plem enting 

the Bam ako Initiative, com piled for the M OH by Sam Adjei el al. (undated), state that the 

Bam ako Initiative is designed to encourage m axim um  com m unity involvem ent in PHC for 

im proving quality o f  life for wom en and children. There is also an association  betw een 

distance and sex. Though the largest num ber o f  both sexes travel w ithin the threshold o f
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4 km , w om en tend to travel beyond this up to a distance o f  20 km , as com pared to 12 km  

being the furthest traveled by the m ale respondents in the sam ple (Table 5.4) This depicts 

how  far w om en w ould w ant to travel to seek health care as com pared to the men. The 

cross-tabulation  o f  sex w ith distance results in a contingency coefficient o f  0.4, w ith  a 

significance level o f  zero (Table 5.5). The degree o f  association betw een sex and distance 

in influencing the level o f  u tilization o f  PHC facilities is, therefore, strong in the district. 

The null hypothesis that m en travel longer distances than w om en to the PHC centres is, 

therefore, rejected.

T a b le  5 .4  S e x  a n d  D is ta n c e  o f  H o m e  f r o m  H e a l th  I n s t i tu t io n  in  K M

S e x /D is ta n c e 1 2 3 4 5 10 12 14 15 2 0 T o ta l

F e m a le 77 18 4 11 1 1 2 1 4 119

M ale 12 13 3 18 1 1 2 50
T o ta l 89 31 7 29 2 2 2 2 1 4 169

S o u rce : F ie ld  D a ta

T a b le  5 .5  S y m m e tr ic  M e a s u r e s  o f  S ex  a n d  D is ta n c e

N o m in a l b y  N o m in a l V a lu e A p p ro x . Sig.

C ra m e r 's  V .469 .000
C o n tin g e n c y  C o e ffic ie n t .424 .000
N  o f  V a lid  C ase s 169
a  N o t  a ss u m in g  th e  n u ll h y p o th esis .

b U sin g  th e  a sy m p to tic  s tan d a rd  e r ro r  a ssu m in g  th e  nu ll h y p o th e sis .

D e riv e d  fro m  S P S S  so ftw a re  b a sed  on  fie ld  data .

An association w as also recorded betw een sex and regularity o f  use o f  PH C  facilities in the 

district. O ut o f  120 fem ale respondents, 20 (16.7% ) w ere-not regular w hilst all o f  the 41 

male respondents w ere regular users o f  the facilities (Table 5.6). This pattern  o f  u tilization  

could be due to several factors. Firstly, w om en have to visit the health centres m ore 

routinely than the m en because o f  the program m es and services offered by the PHC 

centres.

T a b le  5 .6  S ex  a n d  R e g u la r i ty  o f  A t te n d a n c e

R eg u la r itv  o f  A tte n d a n ce
S ex N o t R eg u la r F is t T im e R eg u la r T o ta l

Fem ale 20 23 77 120
M ale 9 41 50
T o ta l 20 32 118 170

Source :  Fie ld  Data
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N o m in a l by  N o m in a l V a lu e A p p ro x . Sig.

C ra m er's  V .242 .007

C o n tin g e n c y  C o effic ie n t .235 .007

N o f  V a lid  C ases 170

a  N o t a s su m in a  th e  n u ll h y p o th e sis .
b U sin g  the  a sy m p to tic  s tan d a rd  e rro r  a ssu m in g  the  nu ll h y p o th e sis .

D e riv ed  fro m  S P S S  so ftw a re  b ased  on  fie ld  data .

For exam ple, w om en have to attend antenatal clinic as a m atter o f  course w hen they are 

pregnant, w hether they are ill or not, until they give birth. T hereafter, they are supposed to 

attend postnatal clinic sessions w ith their children  for w eighing, am ong others. They also 

have their children  im m unized as w ell as get involved in FP and outreach program m es o f  

the PHC centres. These are som e o f  the com m itm ents they have to m eet, alongside their 

household chores and vocations. This is likely to im pose a great burden on them  and, 

therefore, m ost likely to result in attendance fatigue. The m en scarcely participate in any o f  

the above program m es. They only visit the health  centres as and w hen they are ill, and so 

are unlikely to get attendance fatigue. Table 5.7 show s a low  level o f  significance and 

contingency coefficient o f  0.24. This does not show  a strong relationship  betw een the test 

variables in regularity  o f  utilisation  o f  PHC facilities. This is likely to be due to the few  

m ales involved.

5.2.3 Education

Several studies have show n that a relationship exists betw een the level o f  education and the 

use o f  health  services. G hosh & M ukherjee (1989) reported in one o f  the states o f  India 

that the u tilization  o f  health  services w as low er am ong people w ith low  educational level. 

Osei (1990) and B hattacharya & Tando (1991) also m ade sim ilar findings in their w orks in 

Ghana and India, respectively , that the degree o f  utilization o f  m aternal care services was 

higher am ong w om en w ith  form al education than those w ho had never been to school. 

However, E llencw eig et al. (1990) realized, in contrast, that under-utilization  o f  antenatal 

care w as frequent am ong w om en w ith  h igher education in Jerusalem , Israel. She 

concluded, therefore, that other factors com bine w ith education to affect u tilization. For 

O PD utilization  levels in the D angm e W est D istrict, there w as an inverse relationship 

betw een the level o f  education and levels o f  u tilization  o f  health facilities in the district. It 

is notew orthy that patients with no form al education top the list o f  clients, follow ed closely 

by dropouts and elem entary school graduates. It is significant to note that those who had 

never had any form al education outnum bered the dropouts, thus suggesting  that the level o f
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education o f  clients does not have a significant im pact on the levels o f  u tilization  o f  health 

facilities in this d istrict (Fig. 5.2).

Fig. 5.2 Educational Levels of Patients in the 
Dangme West District
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T a b le  5 .8  L e v e l o f  E d u c a t io n  a n d  R e g u la r i ty  o f  A t te n d a n c e

L ev e l o f  E d u c a tio n N o t R eg u la r F is t T im e R e g u la r T o ta l

N o n e 6 13 38 57

D ro p o u t 7 10 37 54

E lem e n ta ry 4 8 25 37

S e c o n d a ry 3 1 18 22

T o ta l 20 32 118 170

S o u rce : F ie ld  D a ta

T a b le  5 .9  S y m m e tr ic  M e a s u r e s  O f  L e v e l O f  E d u c a t io n  a n d  R e g u la r i ty  o f  A t te n d a n c e

N o m in a l by  N o m in a l V a lu e A p p ro x . S ig .
C ram er's  V .106 .700
C o n tin g e n cy  C o e f f ic ie n t .148 .700
N  o f  V a lid  C ase s 170
a N o t a s su m in g  th e  n u ll h y p o th e sis .
b U sin g  th e  a sy m p to tic  s ta n d a rd  e r ro r  a ssu m in g  th e  nu ll h y p o th e sis .

D e riv e d  fro m  S P S S  so ftw a re  b a sed  on  fie ld  d a ta .

There is an alm ost uniform  distribution  in term s o f  regularity o f  attendance by level o f  

form al education (Table 5.8). The contingency coefficient o f  0.15 and very high level o f  

significance o f  0.70 portray a lack o f  association  betw een the test statistics (Table 5.9). The 

hypothesis that the regularity o f  use o f  PHC facilities is directly related to the level o f  

education o f  the patients is therefore rejected. O n the other hand, for u tilisa tion  levels o f  

antenatal facilities, no clear relationship exists betw een the level o f  education  o f  the 

respondents and the frequency o f  use o f  the antenatal facilities (Table 5.10).

60
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T a b le  5.10 Level of  Education  and  F requency  of  Visit to A n tena ta l  Clinic

F req u e n c y  o f  V is it T o  A n te n a ta l C lin ic T o ta l

Level O f Education

2 3 4 5 6 7 8 9 1U

None 2 8 6 6 2 1 2 27

Dropout 2 3 5 5 4 1 1 21

Elementary 1 4 13 5 2 2 27

Secondary 2 2 3 2 1 1 1 12

T o ta l 7 7 28 19 14 6 1 1 4 87

D e riv e d  from  S P S S  so ftw a re  b a sed  on  fie ld  data .

This is depicted by the chi square test w hich has a high level o f  significance o f  0.460, 

w hich indicates that there is no relationship betw een one's level o f  education  and the 

frequency o f  use o f  the antenatal facilities (Table 5.11). This pattern  o f  u tilisation  o f  

antenatal facilities appears to support E llencw eig 's (1990) findings in Jerusalem  that there 

m ay be factors other than education w hich influence the level o f  u tilisation  o f  antenatal 

services.

T ab le  5.11 C h i-S q u a re  T ests o f Level o f E ducation  and  F requency  o f V isit to A n ten ata l C linic

V a lu e d f A sy m p . S ig . (2 -s id e d )

P e a rso n  C h i-S q u a re 2 4 .0 3 2 (a ) 24 .4 6 0

L ik e lih o o d  R a tio 2 5 .7 1 0 2 4 .368
L in ea r-b y -L in e a r  A sso c ia tio n .954 1 .3 2 9
N  o f  V a lid  C ases 87
A  31 ce lls  (8 4 .2 % ) h a v e  ex p ec te d  c o u n t less th a n  5. T h e  m in im u m  e x p e c te d  c o u n t is . 14.

D e riv e d  fro m  S P S S  so ftw a re  b ased  on  fie ld  data .

5.2.4 A ge

Age is an im portant variable that has been identified as influencing rates o f  u tiliza tion  and 

types o f  health  services used. H ow ever, it appears that the effect o f  this variable is usually 

not as expected. For exam ple, it m ight be reasonably expected that elderly people w ould  be 

high users o f  m edical services, but research has often suggested that the elderly  population  

contains h igh proportions o f  non-attenders and infrequent attenders. This could be because 

they are in a state o f  health w hich does not dem and health care related to occupation, 

fam ily planning, or childbirth. By a household survey in rural G hana B elcher (1976). 

show ed that health  care declined w ith age. He also found that the parents had the feeling 

that their children w ould be m ost effectively treated w ith m odern m ethods. Fosu (1981), in 

a household survey in Ghana, found that the younger age groups used the health facilities 

m ore than older age groups (30 years or m ore). He argued that the younger age groups 

perceived the cause o f  disease m ore as natural. The pattern  is not too different in the
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D angm e W est D istrict w here the u tilisation o f  health  facilities show s a sharp fall w ith 

increase in age (Fig. 5.3). Tables 4.1 to 4.4, w hich represent OPD utilisation  levels over the 

period 1997-1999, depict this pattern. A  possible explanation could be that since m ost o f 

the users o f  PH C  facilities in the district have to w alk to the health  posts, th is w ould 

d iscourage the elderly  w ho m ay be unable to m ake the jou rney  on foot.

F ig u r e  5 .3  G r a p h  o f  A g e  G r o u p s  a n d  F r e q u e n c y  o f  U ti l is a tio n  o f  P H C  F a c il i t ie s .
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Source: Field data

There is very little relationship  betw een distance from  the health  centre and the age o f  the 

users (Table 5.12). G enerally, it can be seen that w hilst those under 50 years are w illing to 

travel up to  10 km , those above 50 years are not too keen to travel beyond that distance. 

The im plication  is th a t the  elderly m ay be at a d isadvantage w hen it com es to the u tilisation  

o f  health  facilities sited over 10 km  away from  them.

T a b le  5.12 A g e  G r o u p s  a n d  D is ta n c e  o f  H o m e  f r o m  H e a l th  I n s t i tu t io n  in  Km
D is tan c e  O f  H o m e  F ro m  H e alth  In s titu tio n  In K m

A g e  G ro u p s 1 2 3 4 5 10 12 14 15 20 T o ta l

N IL 3 1 1 5

18-25 36 15 2 10 2 2 67

2 6 -3 3 25 10 3 12 2 1 1 1 55

34-41 17 5 2 4 l l 1 30

4 2 -4 9 2 1 V 1 6
5 0-57 3 3
5 8-65 1

-
1

74-81 1 1
8 2 -8 9 1 1
T o ta l 89 31 7 29 2 2 2 2 1 4 169

Source: Field Data
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As the contingency coefficient show s in Table 5.13, there is not m uch level o f  

association  betw een the two variables, age and distance. The rather h igh level o f  

significance (0.62) indicates that the predictive pow er o f  the effect o f  age on 

distance travelled  to  the health centres m ight be insignificant. This is because 

about 50%  o f  respondents aged less than 50 years travel w ith in  a kilom etre and 

m ost o f  the rest travel less than 5 km. This does not establish  a strong pattern 

betw een age and u tilisation  o f  the PHC facilities, because the elderly  and the 

youth travel short distances. The only difference being that the elderly  do not 

usually travel beyond a kilom etre often.

T a b le  5 .1 3  S y m m e tr ic  M e a s u r e s  B e tw e e n  A g e  a n d  D is ta n c e

N o m in a l b y  N o m in a l V a lu e A p p ro x . S ig .

C ram er's  V .224 .620

C o n tin g e n cy  C o e ff ic ie n t .535 .620
N  o f  V a lid  C ase s 169
a  N o t a ssu m in g  th e  n u ll h y p o th e sis .

b U sin g  th e  a sy m p to tic  s ta n d a rd  e r ro r  a ssu m in g  th e  n u ll h y p o th e sis .

D e riv e d  fro m  S P S S  so ftw a re  b a sed  o n  fie ld  d a ta .

No clear pattern  w as established betw een the age o f  respondents and regularity  o f  

utilisation o f  PH C  facilities in the district. The age group o f  respondents w ho w ere the 

regular users o f  the PH C  facilities in the d istrict also had the largest frequency o f  non­

regular users as com pared to the age group above 42 years (Table 5.14). As Table 5.15 

depicts, the contingency coefficient o f  0.302, w ith a high level o f  significance o f  0.381, 

does not establish  any m eaningful pattern.

5 .1 4  A g e  G r o u p s  a n d  R e g u la r i ty  o f  A t te n d a n c e

A g e  G ro u p s N o t R e g u la r F is t T im e R eg u la r T o ta l

N il 5 5
18-25 7 14 47 68
2 6 -3 3 4 10 41 55
34-41 8 6 16 30
4 2 -4 9 1 1 4 6
5 0 -5 7 3 3
5 8 -6 5 1 1
74-81 1 1
8 2 -8 9 1 1
T o ta l 20 32 118 170
S o u rce : F ie ld  D ata
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T a b le  5 .1 5  S y m m e tr ic  M e a s u re s  o f  A g e  G r o u p s  a n ti  R e g u la r i ty  O f  A t te n d a n c e

N o m in a l by  N o m in a l V a lue A p p ro x . S ig .

C ra m e r 's  V .224 .381

C o n tin g e n cy  C o e ff ic ie n t .302 .381

N  o f  V a lid  C ases 170

a  N o t  a ss u m in g  th e  n u ll h y p o th e sis .
b  U s in g  th e  a sy m p to tic  s ta n d a rd  e r ro r  a ssu m in g  th e  n u ll h y p o th e sis .

D e riv ed  from  S P S S  so ftw a re  b a sed  on  fie ld  data .

5.3 E conom ic Factors

5.3.1 U ser Fees

A ccording to Phillips (1990), the cost o f  any treatm ent prescribed m ay also be im portant in 

decid ing to use a  service and w hich facility to attend. D utton (1986) show ed that the poor 

responded to h igher m edical costs by cutting back on preventive care and postponing 

visits. B iritw um  (1994) also established, after investigating rural health  care in Ghana, that 

people respond to the rise o f  cost o f  m edical care by reducing their v isits to the health 

facilities. P erhaps they select traditional m edicine, chem ical sellers, o r itinerant drug 

vendors as an alternative. In the D angm e W est D istrict, 95%  o f  the respondents did not see 

user charges as a deterrent.

Though this is the global picture, it w as still w orthw hile investigating how  user fees im pact 

on the various segm ents o f  the user population  o f  the PHC facilities in the district. U ser 

fees m ay affect u tilisa tion  o f  health facilities, depending on the p rofession  o f  the patient. 

This is so w hen profession is taken as a surrogate for level o f  income.

T a b le  5 .1 6  O c c u p a t io n  a n d  U s e r  F e e s  a s  a  D e te r r e n t  to  U se  o f  P H C  S e rv ic e s

PROFESSIO N NO YES Total

Farm ing 54 1 55
C attle Ranching 1 1 2
D river 2 2
Service Provider 16 1 17
Pastor 1 1
Teacher 4 4
Trader 56 "> 58
Housewife 16 16
Unemployed 1 1
M anual 2 2 4
Artisan 4 4
Student 2 2
Fishing 3 1 4
Total 162 8 170

Source: Field Data
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T a b l e  5 .1 7  S y m m e t r i c  M e a s u r e s  o f  O c c u p a t i o n  a n d  U s e r  Fees

N o m in a l by  N o m in a l
C ram er's  V
C o n tin g e n cy  C o e ff ic ie n t
N  o f  V a l id  C ase s

V a lu e

.446

.408
170

a  N o t a ssu m in g  th e  n u ll h y p o th e sis .
b  U sin g  th e  a sy m p to tic  s tan d a rd  e rro r  a ssu m in g  the  n u ll h y p o th e sis .

A p p ro x . Sig.
.001

.001

D e riv e d  fro m  S P S S  so ftw a re  b ased  on  fie ld  data ,

An exam ination  o f  this factor indicates that there is no significant difference betw een the 

various professions in friction o f  paym ent o f  user fees at the PHC centres (Table 5.16). A 

cross-tabulation  betw een user fees and occupation (Table 5.17) show s that user fees do not 

serve as a deterrent to u tilisation  to any category o f  the professions. H ow ever, the high 

contingency coefficient and the low  level o f  significance show  a strong association 

betw een the tw o sets o f  variables. This high level o f  association, how ever, can be 

attributed to  the predom inance o f  a few professions like farm ing, trading, service 

providers, and housew ives w ho, together, constitute 83.5%  o f  the sam ple.

The difference betw een the level o f  education and the degree o f  affordability  o f  PHC 

services in the d istric t (Table 5.18) is also not significant. The contingency coefficient is 

very low  (at 0.052), w ith  a high level o f  significance at 0.93 (Table 5.19). This pattern 

shows no associa tion  betw een the variables.

T a b le  5 .1 8  L e v e l o f  E d u c a t io n  a nd  U s e r  C h a r g es a s  a  D e te r r e n t  to  U se  o f  P H C  S e rv ic e s

L ev e l o f  E d u c a tio n N o Y es T o ta l

N o n e 54 3 57

D ro p o u t 51 3 54

E lem e n ta ry 36 1 37

S e c o n d a ry 21 1 22

T o ta l 162 8 170

S o u rce : F ie ld  D a ta

T a b le  5 .1 9  S y m m e tr ic  M e a s u r e s  o f  L e v e l o f  E d u c a t io n  a n d  U s e r  C h a r g e s

N o m in a l by  N o m in a l V a lu e A p p ro x . S ig .
C ra m er's  V .052 .928
C o n tin g e n cy  C o e ff ic ie n t .052 .928
N  o f  V a lid  C ase s 170
A  N o t a ssu m in g  th e  nu ll h y p o th e sis .

B U sin g  th e  a sy m p to tic  s tan d a rd  e r ro r  a ss u m in g  th e  nu ll h y p o th e sis .

D e riv ed  from  S P S S  so ftw a re  b a sed  o n  fie ld  d a ta

This pattern o f  association could be attributed to the rural nature o f  the d istrict econom y, 

The rural natu ie o f  the district m akes it enabling for the form ally and inform ally educated 

to engage in incom e-earning activities like trading, farm ing, and fishing, w ith those
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educated only having a slight advantage.

Furtherm ore, there is little relationship betw een user fees and regularity  o f  attendance o f  

the PHC facilities. A s T able 5.20 depicts, none o f  the eight respondents w ho indicated  that 

user fees w ere a barrier to  their use o f  the PH C  facilities w ere irregular users w hilst 20 

(12.3% ) o f  those w ho found user fees to be reasonable w ere not regular users. This, 

therefore, does not show  any clear pattern betw een user fees and regularity  o f  use o f  PHC 

facilities in  the district. The contingency coefficient is therefore very low  w ith  a h igh level 

o f  significance (Table 5.21).

T a b le  5 .2 0  U s e r  C h a r g e s  A s A  D e te r r e n t  to  U se  o f  P H C  S e rv ic e s  a n d  R e g u l a r i ty  o f  A t te n d a n c e

U se r  C h a rg e s  a s  a  D e te r re n t T o  U se  
O f  P H C  S e rv ice s

N o t  R eg u la r F is t T im e R e g u la r T o ta l

N o 2 0 31 111 162

Y e s 1 7 8

T o ta l 20 32 118 170

S o u rce : F ie ld  D a ta

T a b le  5 .2 1  S y m m e tr ic  M e a s u r e s  o f  U s e r  C h a r g e s  a n d  R e g u la r i ty  o f  A t te n d a n c e

N o m in a l b y  N o m in a l V a lu e A p p ro x . S ig .

C ra m e r 's  V .0 9 6 .458

C o n tin g e n c y  C o e f f ic ie n t .095 .458

N  o f  V a lid  C ase s 170

a  N o t  a s s u m in g  th e  n u ll h y p o th e sis .
b U s in g  th e  a sy m p to tic  s tan d a rd  e r ro r  a s s u m in g  th e  n u ll h y p o th e sis .

D e riv e d  fro m  S P S S  so ftw a re  b a se d  o n  fie ld  d a ta .

5.3.2 T ransport C osts

D irect m edical charges in m any Third W orld countries are, as a rule, cheap rela tive to costs 

in the developed countries. H ow ever, for residents o f  m ost develop ing  countries, direct 

health care costs are regarded as expensive. In addition , transport costs are regarded as a 

m ajor cost com ponent. In a U gandan district hospital use study, 75%  o f  to tal outpatient 

cash outlays w ere for transport. A lthough w alking is the m ost frequently  cited m ode, this 

involves a  loss o f  tim e, and therefore earnings. In the D angm e W est D istrict, th is situation 

holds true, as the user fees have been accepted by the patients as reasonable w hilst their 

m ode o f  transport is w alking. This m ode o f  transport involves bo th  a loss o f  tim e and a 

disincentive to  expectant m others to attend antenatal sessions. M ore than 56%  o f  the 

respondents w alk  to the health centres and only 30%  go by public transport.
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Furtherm ore, an exam ination  o f  the categories o f  transport used to the Levels A and B 

facilities also reveals a pattern. As the cum ulative frequency bar graph show s (Fig. 5.4), a 

greater percentage o f  respondents w alk to the health  centres as com pared to the health 

posts, w hilst a slightly h igher percentage use bicycles to the health  posts in  com parison to 

the health  centres.

T he im pact o f  transport on attendance at A N C sessions is m ore pronounced  in the O sudoku 

Sub-district w here attendance o f  the A N C sessions is less than 50%  o f  registrants (Table 

4.8). This sub-district happens to be the m ost rem ote in the d istric t and has m ore transport 

problem s than the others. A ttendance at PN C  sessions also declines to  less than 50%  in 

three o f  the four sub-districts, except Pram pram . This reason could  largely be attributed to 

scarcity and relatively high cost o f  public transport w hich m ight deter nursing mothers. 

The only exception  is the P ram pram  health  centre w hich offers free m eals to children 

patronising its PN C  services, and thereby attracts nursing m others.

F ig u r e  5 .4  S ta c k e d  B a r  G r a p h s  S h o w in g  P e r c e n ta g e s  o f  P a t i e n t s  U s in g  V a r io u s  M e a n s  o f  T r a n s p o r t  to

th e  P H C  F a c il i t ie s .

HEALTH CENTRE COMMUNITY CLINIC

TYPE OF HEALTH FACILITY

5.3.3 D istance

H abib &  V aughan (1986), after a household survey in sou thern  Iraq, show ed that 

consultation rates declined sharply w ith increasing distance travelled. The decline was 

sharper for u tilisation o f  local health centres than for all sources. M any authors have
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reported the decrease in the level o f  health  care utilisation w ith the increase in distance. 

(B elcher et a l., 1976; G upta & W alia, 1981; & A ttah, 1986).

A gyepong (1990), in a study in A denta near A ccra, show ed that the location o f  a health  

facility w as the m ain  factor considered w hen a decision w as taken w hether to  use or not to 

use a health  facility. Tw ene (1990), also reported that the m ost cited  reason  for using 

m edical treatm ent w as the proxim ity o f  the hospital or clinic, follow ed by fees charged and 

quality o f  services. It appears, therefore, that distance plays a central role in accessibility 

and u tilisation  o f  health  facilities. It can be surm ised, therefore, that the further away 

people live from  a health  facility, the less they utilise it. This im pact o f  d istance on age and 

levels o f  u tilisation  w as d iscussed earlier (Table 5.12).

It is expected that the regularity o f  use o f  the PHC facilities in the d istrict w ould decline 

w ith distance. H ow ever, as Table 5.22 show s, 17 o f  the 20 respondents (85% ) who 

indicated that they w ere not regular users o f  the health  facilities w ere less than a kilom etre 

away from  the health  facilities. Even though m ost respondents w ho w ere regular users 

(51% ) w ere also a k ilom etre from  the nearest health  centre, other regular users w ere spread 

out over a d istance o f  up to 20 km. F irst tim e users w ere also spread out, though 37%  o f  

them  lived about a k ilom etre from  the nearest health  centre. A  strong level o f  association  

does not, therefore, em erge from  this pattern  o f  the im pact o f  d istance on regularity  o f  

utilisation o f  PH C  services in the district. This could be gathered from  the relatively low 

contingency coeffic ien t 0.31 and the high level o f  significance 0.45, w hich is too high for 

any good predictions (Table 5.23). This also show s that though there is a strong 

relationship betw een distance and general levels o f  u tilization  (Table 5.14), there is no 

such relationship  betw een  distance and regularity  o f  use, w hich is another d im ension o f  

utilization. T he null hypothesis that regularity  o f  use o f  PHC facilities is inversely related 

to distance patients have to  travel is, therefore, rejected.

T a b le  5 .2 2  R e g u la r i ty  o f  A t te n d a n c e  a n d  D is ta n c e  o f  H o m e  f ro m  H e a l th  I n s t i tu t io n  in  k m

D is tan ce  o f  h o m e  from  h e a lth  in s titu tio n  in K m
R eg u la r ity  O f  A tten d an ce 1 2 3 4 5 10 12 14 15 20 T o ta l

N o t R eg u la r 17 2 1 20
F ist T im e 12 7 1 8 1 1 1 1 32
R eg u la r 60 22 6 20 1 1 1 1 1 4 117
T o ta l 89 31 7 2 9 2 2 2 2 1 4 169

S o u rce : F ie ld  d a ta

University of Ghana          http://ugspace.ug.edu.gh



T a b le  5 .2 3  S y m m e tr ic  M e a s u re s  o f  R e g u la r i ty  o f  A t te n d a n c e  a n d  D is ta n c e  o f  
H o m e  f ro m  H e a l th  I n s t i tu t io n ________________________

N o m in a l by  N o m in a l V a lu e A p p ro x . Sig.

C ra m e r's  V .232 .447

C o n tin g e n cy  C o e ff ic ie n t .311 .447

N o f  V a lid  C ases 169

D e riv ed  from  S P S S  so ftw a re  b a sed  on  fie ld  data .

5.4 C om m unity-w ide Factors

The factors exam ined here w hich do not fall w ith in  the control o f  the provider o f  the health 

service or the user include the road netw ork, the transport system , and the general state o f  

the country’s econom y. The road netw ork in the D angm e W est D istrict is generally not 

dense (Fig. 2.1). The result is that quite a significant num ber o f  the com m unities are distant 

from  the few  roads w hilst others are reachable only by m otorbikes. A  few  are not reachable 

at all by any form  o f  m otorized transport. O f the few  tarred roads traversing the district, 

only one, the A ccra-D odow a-Som anya road, can be classified as first class and m otorable 

all year round. The feeder roads are in various states o f  deterioration, except the Pram pram  

feeder road w hich has been recently reconstructed. O ther roads are untarred, m uddy, and 

slippery during the rainy season and could only be used during this period, to som e extent, 

by vehicles specially  fitted w ith reinforced suspensions and traction  system s like the four 

wheel drive cross country vehicles. The deplorable condition o f  som e o f  the roads deters 

m ost transport ow ners from  plying their vehicles on them. The few, w ho take the risk, 

capitalize on the situation to charge high fares. This is particularly  so in the O sudoku Sub­

distric t w here passengers travelling from  A sutuare to D uffor and surrounding com m unities 

like V olivo and K otoko have to pay fares for Battor, a m ore d istan t tow n, w here the 

vehicles ply. This problem  m akes the use o f  public transport a last resort to users o f  the 

health  post at D uffor.

5.5 C haracteristics o f  the PH C  System

The factors to be considered are availability o f  drugs, distribution  o f  health  centres, quality 

o f  services, outcom e o f  care, personal characteristics o f  the provider, efficiency o f  

personnel, provision o f  inform ation to clients, costs, opening hours and w aiting time.

5.5.1 A vailability  o f  D rugs

A vailability o f  drugs at health centres is a factor w hich has been identified by researchers 

as influencing levels o f  utilization o f  health services. A gyepong (1999) noted that the ready 

availability o f  drugs at health centres was a factor w hich im pacted on the patterns o f
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utilisation o f  health  facilities in the district. She noted the continued problem  o f  patients 

being asked to  buy som e o f  their drugs outside the health institutions. This causes 

inconvenience and a financial strain on the people, since it m ay entail travel outside the 

com m unity. She noted that som e patients even suspected collusion betw een health  w orkers 

and private chem ical sellers to  exploit them . It was realized during the study that this 

p roblem  did exist in  the district and it affected the Level A  centres most. Som e 

assem blym en w ho expressed  their opinions about the health  problem s in their electoral 

areas raised the issue o f  non-availability  o f  som e drugs at the health posts w hich com pelled 

patients to travel long distances to the larger com m unities to buy their prescriptions. This 

could be tiring , especially  in  areas w ere public transport is not readily  available like 

D uffor, A gbekotsekpo and surrounding com m unities. This problem  has obliged som e o f  

the patients to ignore these health  posts and go to hospitals and health  centres w here they 

feel they could  get com plete treatm ent, even if  that is m ore expensive. Tw o o f  the health 

posts that w ere affected, as gathered from  som e o f  the respondents and the assem blym en, 

w ere D uffor w hich  lost som e o f  its clients to the B attor M ission and the A kuse 

G overnm ent H ospitals, and N yigbenya w hich lost som e o f  its clients to the B attor M ission 

and the T em a G eneral H ospitals.

5.5.2 D istribu tion  o f  H ealth  Centres

The distribu tion  o f  health  centres has been established to have a significant im pact on the 

accessibility  and utiliza tion  o f  health  facilities. Studies have often determ ined that physical 

proxim ity is an im portan t factor in accessibility and utilization o f  health  facilities though 

that does not necessarily  guarantee use (M eade et al., 1988; M alison et al., 1987). 

C loseness to a particu lar doctor or facility m ay be one o f  the m ain  reasons for using that 

facility. T he provider-consum er link, how ever, w eakens as distance increases, follow ing a 

distance decay curve (Phillips, 1990). D istance decay or friction o f  distance is useful in 

determ ining central p lace hierarchies and functional regionalisation. I f  the friction o f  

distance is h igh for certain  level o f  health  care services, then this service should be 

decentralized and m ade locally accessible. This usually applies to low order services such 

as first aid. H igh order services like heart transplants are not so sensitive to distance. 

M eade et a l.,(1988) no te that a distance decay curve shows that people in low -incom e 

countries w ill norm ally w alk up to 3 km  to a PH C facility. Level A centres beyond this 

point have lim ited usefulness. Fosu (1986) also points to surveys o f  health centre 

utilization in Ghana, for exam ple, in w hich 70%  o f attenders cam e from  w ithin a 3-mile 

radius, although the residents o f  this area com prised only 23%  o f the health  cen tre’s
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catchm ent population. Only 27%  o f attenders cam e from  beyond 4 m iles, but 73%  o f  the 

health cen tre’s catchm ent population lived at that distance. This im plies that, to be used, a 

facility m ust be accessible. For the rural dw eller, this w ould usually m ean a m axim um  

travel threshold and, once this is exceeded, utilization  m ay tail o ff  considerably. In the 

D angm e W est D istrict, th is threshold appears to be about 4 km  (Table 5.24), w hich is h a lf 

the recom m ended threshold o f  8 km.

T a b le  5 .2 4  D is ta n c e s  P a t ie n ts  T r a v e l  to  g e t  to  th e  H e a l th  P o s ts  a n d  H e a l th  C e n t r e s

D is tan c e s  in K m F req u en cy P ercen t V a lid  P e rce n t
1 89 52 .4 52 .7
2 31 18.2 18.3
3 7 4.1 4.1
4 29 17.1 17.2
5 2 1.2 1.2
10 2 1.2 1.2
12 2 1.2 1.2
14 2 1.2 1.2
15 1 .6 .6
2 0 4 2 .4 2 .4
T o ta l 169 9 9 .4 100 .0

Source: Field Data

The findings o f  the researchers above hold true in the D angm e W est D istrict. It was 

observed during the survey that 80% o f  the respondents indicated that the m ajor reason for 

using health  posts w as their proxim ity to their hom es (Table 5.25). This could be because 

56%  o f  the respondents indicated that they walked to the health centres.

T a b le  5 .2 5  V a r io u s  R e a s o n s  f o r  th e  U ti l is a tio n  o f  th e  H e a l th  P o s ts  a n d  H e a l th  C e n t r e s

R ea so n s F req u en cy P e rcen t

N e a r  to  H o u se 135 79 .4

S a tis fa c tio n  w ith  S e rv ice 25 14.7

A ll th e  a b o v e 9 5.3

R e fe rre d 1 .6

T o ta l 170 100.0

Source: Field Data

5.5.3 Q uality o f  Services and O utcom e o f  Care

A nother factor identified as influencing utilization  o f  health services is the perceived 

com petence o f  the health  workers. A gyepong (1999) observes that clients w ant to see 

health w orkers w ho are able to diagnose and give the appropriate therapy that achieves 

prom pt recovery w ithout com plications. This, to the clients, can be achieved w ith som e 

diagnostic equipm ent like X-ray m achines. A n exam ple o f  client perceptions o f  quality and 

how it affected u tilization levels o f  health facilities in the D angm e W est D istrict was the
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V illage H ealth  W orker program m e (VH W ). U nder this project, volunteers w ere trained by 

the D H M T and w ere allow ed to provide basic curative care w ith a restricted  num ber o f  

drugs, but w ere not allow ed to adm inister injections. An internal evaluation  carried out by 

A gyepong & M arfo (1992) show ed that som e o f  the clinics m anaged by the V H W s were 

collapsing due to the extrem ely low  levels o f  utilization. C linics w hich w ere doing well 

w ere those w here the V H W s w ere undertaking additional curative care activities for w hich 

they had not been trained. This desire on the part o f  patients to see som e sophistication 

may partly account for the by-passing o f  the Level A  centres by patients w ho could afford 

to travel to the m ore distant hospitals like B attor and T em a for w hat they consider to be 

proper treatm ent.

C losely related to efficiency o f  personnel is the level o f  priority  accorded a particular 

program m e. A gyepong (1999) observed that antenatal and supervised delivery coverage 

rem ained largely static. This, she noted, w as partly  because these areas had not received 

the sam e concentrated  attention from  the D H M T and the sub-distric t health m anagem ent 

team s as im m unization  cam paigns. W hilst EPI received a lo t o f  atten tion  from  the central 

M OH and external donors in  the 1990s to achieve 80%  coverage, antenatal and delivery 

services w ere not given the sam e level o f  attention.

5.5.4 Personal C haracteristics o f  the Provider

The personal characteristics o f  the health  care w orker play an im portant part in the 

utilization o f  health  services. In a study conducted in Zaire, it was observed that ‘a drop in 

utilization follow s the appointm ent o f  a nurse who is com petent but w hose conduct is 

highly o ffensive’, and ‘the appointm ent o f  a relatively com petent nurse w hose strength lies 

in interpersonal relationships has a positive influence on the activity o f  a cen tre’. A  few 

exam ples o f  th is phenom enon can be cited in the d istrict to support the aforem entioned 

findings.

Figure 5.5 show s O PD  utilization per sub-distric t from  1994 to 1998. A n exam ination  o f  

the line graphs show s a sharp and sustained decline o f  the health facility in the Pram pram  

Sub-district w hich hitherto  was the h ighest perform er in utilization. The D H M T found out 

that the decline w as due to the transfer o f  a popular M edical A ssistant who w as replaced by 

one w ith personal problem s w hich severely affected his relationship w ith his patients. The 

D H M T noted that the levels o f  u tilization o f  this health facility began to rise this officer 

was changed.
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F ig u r e  5 .5 . T r e n d s  in  A t te n d a n c e  P e r  C a p i ta  -  D a n g m e  W e s t  1 9 9 4 -1 9 9 8
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0
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Source: Annual Report o f  Dangme W est district 1998

Closely related to  the im pact o f  the bedside m anners o f  the health  w orkers on u tilization is 

the ability  o f  health  w orkers to w ork as a team . I f  any brigade o f  health  w orkers have 

internal differences am ongst them , this w ould severely affect their ability to m eet their 

objectives in health  delivery. In the D angm e W est D istrict, the D H M T noted in its 1997 

annual report that, in one o f  the sub-districts, coverage o f  health services continued to be 

low despite the efforts put in in-term s o f  hum an and m aterial resources. They observed that 

this w as partly  due to  s ta ff  discontent and disunity w hich continued to plague this sub­

district and w hich  affected  the quality o f  w ork as well as service integration.

5.5.5 E fficiency o f  Personnel Avai lable

The p u b lic ’s percep tion  o f  the efficacy o f  care they receive from  health  facilities m ay be 

subjective, barring  any technical training on their part. They, therefore, use indicators like 

the presence o f  a laboratory, affective behavior o f  personnel and their level o f  training, 

am ong others. This question  o f  how  the perceived com petence o f  the health  w orker affects 

u tilization  has been investigated for prenatal care in Cebu, in the Philippines. W ong et al. 

(1987) focused on the num ber o f  visits m ade to the nearest public facility, the quality o f 

care being m easured by the ability to see a physician and/or nurse rather than a m idwife. It 

w as observed that in urban areas, if  the professional providing care was a m idwife, this 

tended to reduce the num ber o f  visits. By contrast, in rural areas, the availability o f  a 

m idw ife seem ed to  signify good quality care and had a significant effect on the num ber o f  

visits. This pattern w as identified during this fieldwork.

- d o d o w a

-P R A M P R A M

-NINGO

-OSUDOKU
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At the D uffor H ealth Post, the Senior C om m unity H ealth  N urse tem porarily  m anaging the 

facility indicated that u tilization  rates had dw indled significantly due to the absence o f  the 

substantive m idw ife w ho had proceeded on leave.

A sibuo & O doi (1993), after focus group discussions w ith  w om en groups and com m unity 

leaders o f  rural com m unities in Ghana, revealed that the harsh attitude o f  som e o f  the 

health  w orkers tow ards patients and m others distracted people from  using health facilities 

available at health  centres and health  posts. They also show ed that som e people did not 

patronize health  program m es because they had no confidence in  the health  personnel, 

especially  those running health  centres and health  posts. B esides they show ed that som e 

people preferred  to  travel to places w here hospitals had the necessary facilities and 

com peten t health  personnel.

The N yigbenya health  post is currently experiencing low  utilization  levels. The clinic is 

staffed w ith  tw o CH N s. The D H M T is, therefore, th inking o f  adding an enrolled  nurse to 

the s ta ff  in  a b id  to  w in  the confidence o f  potential clients and boost levels o f  utilization. 

This particu lar health  post had this problem  a few  years back w hich led to the secondm ent 

o f  a C om m unity  Psychiatric N urse to it. As F igure 5.6 show s, u tiliza tion  levels increased 

significantly  during  his one-year sojourn at the place. A ccording to  the D H M T Annual 

Report for 1997, th is w as achieved through the nurse’s publicity about the provision o f 

curative care by a 'p ro p e r n u rse’ at the clinic.

F ig u r e  5 .6 . R a te  o f  U ti l is a tio n  o f  th e  N y ig b e n y a  P H C  F a c i l i ty  in  1997
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5.5.6 P rovision o f  Inform ation to Clients

Inform ation dissem ination about a project helps in adequately inform ing m em bers o f  the 

public about it so that their support and co-operation can be won. This is equally so for 

public health services w hich need m assive public support for their success. Exam ples are 

the occasional im m unisation program m es w hose success depend on a lot o f  public 

education. Public education cam paigns about health education and services offered by the 

health  centres are actively carried out at the d istrict and sub-distric t levels in the D angm e 

W est D istrict. The im pact o f  public education in influencing patterns o f  u tilisation o f 

health  facilities in the d istrict w as clearly show n for the N yigbenya health  post cited 

earlier. A nother exam ple is the source o f  nursing m other’s inform ation on im m unisation 

program m es. A bout 79%  o f  them  indicated that they got their inform ation directly from  

health  w orkers, w hilst the rem aining 21%  got it from  other sources like posters (Table

5.26). This pattern also suggests that because o f  the high level o f  the illiteracy rate am ong 

the patients, m odes o f  dissem ination inform ation like posters, w hich require the ability to 

read, m ay not be effective tools for dissem inating health inform ation. A ccording to the 

D angm e W est D H M T, years during w hich m ass cam paigns were orgainsed led to sudden 

rises in EPI coverage, w hilst pauses by s ta ff  to catch their breath after previous strenuous 

cam paigns led to  declines. This factor accounts for som e o f  the fluctuations in EPI 

coverage in the district.

T a b le  5 .2 6  S o u r c e s  o f  In f o rm a t io n  a b o u t  I m m u n iz a t io n  P r o g r a m m e s

S o u rce s  O f  In fo rm a tio n
F req u en cy

-9-- ■--- ►------- —-- --—,-1

P e rc en t

T h ro u g h  P o s te rs  O n  W alls 4 2 .4

O n  R ad io 10 5 .9

F ro m  H e a lth  P e rso n n e l 94 55.3

V a rio u s  S o u rce s 11 6.5

H a v e  N o  C h ild 51 3 0 .0

T o ta l 170 100 .0

Source: Field Data

5.5.7 O pening H ours and W aiting T im e

D utton (1986) show ed that opening hours (no night or w eekend services) were a barrier to 

utilization. A gyepong (1990), in a study at A denta, a suburb o f  A ccra, indicated that the 

tim e taken to be seen did not influence the type o f  health  services chosen. In the D angm e 

W est D istrict, it w as realized that opening hours and w aiting tim es did not negatively 

influence levels o f  utilization. It was realized that alm ost all the health posts operated on 24 

hours-7 days a w eek schedule. This schedule o f  w ork is facilitated because ihe health 

w oikers live in the com m unity and are on call at any time. This unlim ited availability o f
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5.5.6 P rovision o f  Inform ation to C lients

Inform ation dissem ination about a project helps in  adequately inform ing m em bers o f  the 

public about it so that their support and co-operation can be won. This is equally so for 

public health  services w hich need m assive public support for their success. Exam ples are 

the occasional im m unisation program m es w hose success depend on a lot o f  public 

education. Public education cam paigns about health  education and services offered by the 

health  centres are actively carried out at the d istrict and sub-district levels in the D angm e 

W est District. The im pact o f  public education in influencing patterns o f  u tilisation o f  

health facilities in the district was clearly show n for the N yigbenya health  post cited 

earlier. A nother exam ple is the source o f  nursing m other’s inform ation on im m unisation 

program m es. A bout 79%  o f  them  indicated that they got their inform ation directly from  

health workers, w hilst the rem aining 21%  got it from  other sources like posters (Table

5.26). This pattern also suggests that because o f  the high level o f  the illiteracy rate am ong 

the patients, m odes o f  d issem ination inform ation like posters, w hich require the ability to 

read, m ay not be effective tools for dissem inating health inform ation. A ccording to the 

Dangm e W est D H M T, years during w hich m ass cam paigns w ere orgainsed led to sudden 

rises in EPI coverage, w hilst pauses by s ta ff  to  catch their breath after previous strenuous 

cam paigns led to declines. This factor accounts for som e o f  the fluctuations in EPI 

coverage in the district.

T a b le  5 .2 6  S o u rc e s  o f  I n f o r m a t io n  a b o u t  I m m u n iz a t io n  P r o g r a m m e s

S o u rce s  O f  In fo rm a tio n
F req u en cy P e rcen t

T h ro u g h  P o s te rs  O n  W alls 4 2 .4

O n  R ad io 10 5.9
F ro m  H e a lth  P e rso n n e l 94 55.3
V ario u s  S o u rce s 11 6.5
H av e  N o  C h ild 51 30 .0
T o ta l 170 100.0

Source: Field Data

5.5.7 O pen ing  H ours and W aiting Tim e

D utton (1986) show ed that opening hours (no night or w eekend services) w ere a barrier to 

utilization. Agyepong (1990), in a study at A denta, a suburb o f  A ccra, indicated that the 

tim e taken to be seen did not influence the type o f  health services chosen. In the D angm e 

W est D istrict, it was realized that opening hours and w aiting tim es did not negatively 

influence levels o f  utilization. It was realized that alm ost all the health posts operated on 24 

hours-7 days a w eek schedule. This schedule o f  w ork is facilitated because the health 

w orkers live in the com m unity and are on call at any time. This unlim ited availability o f
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the nurses to the com m unity could engender som e stress in them  especially when it seem s 

that their privacy is being disturbed. O ne nurse stated that she w as som etim es called in the 

m iddle o f  a  church service to attend to patients, and also called upon at m idnight. It was 

observed at som e o f  the health  centres that w ere visited during this study tha t w aiting tim es 

could be up to an hour and a h a lf  on days when antenatal cases w ere being attended to, but 

this did not serve as a deterrent since it was not a regular feature.

Som e researchers have indicated a relationship betw een w aiting tim e at health facilities 

and utiliza tion  patterns. H ow ever, these patterns are noticeable in the developed countries 

w here clients have a  choice betw een m edical facilities. It w as earlier on  show n in this w ork 

that, generally, there is no m eaningful relationship betw een w aiting tim e and utilization  o f  

health  facilities in  the district. How ever, an analysis done show s that there is a difference 

in  the degree o f  associa tion  betw een w aiting tim e and regularity o f  attendance betw een the 

Level A  and the Level B facilities (Table 5.27). This is confirm ed by the contingency 

coefficients for b o th  facilities. The contingency coefficient for the Level A  facilities is 

0.45, w ith  a sign ificance value o f  0.08, w hilst the Level B facilities have a contingency 

coefficient o f  0.49 w ith  a significance value o f  0.16.

T a b le  5 .2 7  W a i t in g  T im e  a t  H e a l th  I n s t i tu t io n  a n d  R e g u la r i ty  o f  A t te n d a n c e

W a itin g  T im e  A t H e a lth  In s titu tio n N o t R eg u la r F is t T im e R eg u la r T o ta l

A  B A B A B A B
<5 12 12 5 19 2 8 31 45
6 -10 5 2 1 12 16 14 22
11-20 3 2 4 9 7 11 14

2 1 -3 0 1 2 9 10 10 12
3 1 -4 5 1 9 2 9 3
4 5 -6 0 1 2 2 2 3
61 + 2 2
T o ta l 20 17 14 53 65 70 99

Source: Field Data

T he significance value for Level B is tw ice that for Level A. The above statisticsindicate 

that the Level A  centres have som e association, albeit weak, betw een the test statistics than 

the Level B facilities. This m ight be because the Level B centres in  the district are 

relatively few er than  the Level A centres. C lients, therefore, m ay not have too many 

options, unlike the Level A  and m ay be com pelled to utilize them  w ith tim e o f  w aiting not 

being a m ajor factor.
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5.5.8 Inducem ents

The role o f  gifts and other form s o f  inducem ents cannot be underestim ated in attracting 

clients to the clinics for various activities. The s ta ff  o f  the N ational B lood B ank have since 

tim e im m em orial, have always found it necessary to offer beverages and other provisions 

like tins o f  m ilk as inducem ents to potential blood donors. The role o f  such inducem ents in 

increasing u tilisation to postnatal services is very significant in the Pram pram  Sub-district. 

The num ber o f  deliveries by the M OH and private m aternity hom es as a percentage o f 

expected deliveries for the D odow a Sub-district was 30%  for 1997, 41.5%  for 1998, and 

46%  for 1999. This shows a steady rate o f  increase over the three-year period. PNC 

achieved 36%  for 1997, 33%  for 1998, and 48.7%  for 1999 (Table 4.5). The Pram pram  

Sub-district show ed a higher coverage pattern than the D odow a Sub-district in the M CH 

coverage indicators. D elivery coverage was 60%  in 1997, 60%  in 1998, and 72%  in 1999. 

Postnatal coverage w as 56%  in 1997, 50%  in 1998, and 67%  in 1999 (Table 4.6). The 

trends for the G reat N ingo Sub-district do not com pare favourably w ith  those for the 

Pram pram  Sub-district. C om bined delivery coverage for the M O H  and private m aternity 

hom es was 33%  for 1997, 30%  for 1998, and 30%  for 1999. Postnatal coverage w as 26%  

in 1997, 13% in 1998, and 3.5%  in 1999 (Table 4.7). The trends for the O sudoku Sub­

district w ere not too encouraging. D elivery coverage for the M O H  and private m aternity 

hom es w as 21.4%  for 1997, 20%  for 1998, and 18.3% for 1999. Postnatal coverage was 

21.4%  in 1997, 17% in 1998, and 23%  in 1999 (Table 4.8).

The high antenatal and postnatal coverage for the Pram pram  Sub-district were 

acknow ledged by the D H M T  o f  the D angm e W est D istrict in their 1999 annual report. 

They attributed the relatively  high level o f  u tilisation o f  the health  centre at Pram pram  

largely to the free dem onstration  m eals prepared daily for m others who utilise the services 

o f  that centre. U nfortunately, these free dem onstration m eals are not available at the other 

health centres, and thus the attraction to use their antenatal and postnatal services is not 

much.

5.6 C onclusion

It has been show n that the im pact o f  the factors for accessibility and levels o f  utilisation o f 

health services vary from  one country to the other, and also w ithin the same country, from 

one com m unity to the other. It is also clear that it is difficult to isolate individual factors 

like age, education and user fees, because they are closely related and their relationship is
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com plex. N onetheless, they do im pact on accessibility and u tilisation o f  PHC services in 

this district in various degrees w hich have been identified.
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CHAPTER SIX 
SUMMARY, CONCLUSIONS AND RECOMMENDATIONS

6.1 Summary

T he thrust o f  th is study w as to identify the factors w hich influence accessibility  and 

utilization  o f  health  facilities in the D angm e W est D istrict. This study w as necessitated by 

the growing im portance o f  PHC in the delivery o f  basic health care to every G hanaian by 

the year 2000. The influence o f  socio-dem ographic as well as system  factors on 

accessibility  and utilisation  o f  health services in  the d istrict w ere exam ined individually 

and in concert w ith  each other, w ith particular reference to their im pact on accessibility 

and u tilisation  o f  health  services in the district.

The study indicated that a factor such as quality o f  health care w as im portant in the 

utilisation  o f  health  facilities in the district. This affected the health  posts and health 

centres equally. The im pact o f  this was in the shunning o f  PH C  facilities for hospitals in 

adjoining districts like the Yilo Krobo, N orth  Tongu, and the T em a districts. The Duffor 

H ealth  P ost w as a typical exam ple. This phenom enon was also reflected in  the generally 

low  levels o f  u tilisa tion  o f  certain health posts in the district.

U ser fees did not p lay  any significant part in the u tilization  o f  health  facilities in the 

district. For exam ple, over 95%  o f  the respondents did not view  user fees as a barrier to the 

u tilization  o f  health  facilities. U ser fees did not show  any pattern w hen cross tabulated with 

other indicators at the health  posts and health centres. This im plies that any policy to 

strengthen PH C  services in  the district should be directed m ore to quality o f  health  care.

D istance, how ever, show ed a significant im pact on patterns o f  accessibility and utilization 

o f  health  facilities. O ver 50%  o f  the respondents travelled ju s t about a k ilom etre to the 

health facilities. The d ifference betw een the health posts and health  centres w as not 

significant in the im pact o f  distance on utilization. D istance was, how ever, im portant in the 

m ode o f  transport used by patients to the PHC facilities. Though respondents used public 

transport, it becam e the m ode o f  transport for distances above 4 km. A nother significant 

discovery w as that distance did not influence regularity o f  use o f  the health facilities.

A significant pattern was recognised betw een age and the level o f  u tilization o f  health 

facilities in the district. For exam ple, 93%  o f  all users o f  the health  facilities were aged 41 

years and below. H ow ever, the difference betw een age and regularity  o f  use o f  the health
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facilities w as not significant. This pattern was the sam e for the health  posts and health 

centres.

There are som e differences in u tilization o f  health  services by sex in  the district. About 

70%  o f  the respondents w ere fem ale and 30%  w ere male. This is consistent w ith  the 

objectives o f  the A lm a A ta declaration w hich particularly  encourages m ore w om en and 

ch ildren  to  utilise the PHC services. In sex and distance, it w as realized  that m ore w om en 

travelled longer distances than m en did to  seek m edical care at the health  facilities. On the 

o ther hand, m en used the health facilities m ore regularly than the w om en. This pattern was 

lim ited to the health centres and not the health posts w hich did not show  any significant 

differences by sex and regularity.

This study show ed that farm ers, traders, housew ives, and service providers like chopbar 

operators, hairdressers and dressm akers constituted over 50%  o f the respondents. 

H ow ever, the relationship  betw een occupation and regularity o f  use o f  the health  facilities 

w as not significant at the health  posts and health  centres. There w as also little association 

betw een user fees and occupation in influencing utilisation  o f  the health  facilities. This 

pattern w as the sam e for the health posts and health  centres.

Education and level o f  u tilization o f  health  facilities show ed little association. This was 

due to the lack o f  significant differences in the levels o f  education o f  the respondents, and 

therefore their incom e levels, w hich could im pact on their response to seek m edicare when 

ill.

The m ode o f  transport to the health  facilities, in order o f  im portance w as w alking, follow ed 

by the use o f  b icycles, public transport, and lastly private vehicles. This is consistent w ith 

the rural nature o f  the district. H ow ever, m ore people travelled by public transport to the 

health posts than to the health  centres.

W aiting tim e and regularity  o f  use o f  the health facilities show ed som e association. 

H ow ever, a negative relationship w as identified betw een w aiting tim e and regularity o f  use 

o f  the health posts than the health centres. This m ay because unlike the health posts, the 

lim ited num ber o f  health centres m ade it d ifficult for clients to m ove from  one health 

centre to another, w hich m eant travelling from  one sub-distric t to another.

University of Ghana          http://ugspace.ug.edu.gh



V ariations in the utilisation o f  health services by sub-districts w ere significant. It was 

evident that som e sub-districts w ere perform ing better than others in certain aspects o f  the 

health delivery program m e, due to several factors like easy accessibility  and perceived 

efficiency o f  s ta ff  and quality o f  health care services offered. For exam ple, health  posts and 

health centres in the D odow a and Pram pram  Sub-districts recorded higher levels o f 

utilisation o f  services than their counterparts in the G reat N ingo and the O sudoku Sub­

districts.

A nother significant finding during the fieldw ork w as lack o f  adequate database o f  health 

inform ation like levels o f  u tilisation o f  various health  services over tim e at health  posts and 

health  centres. This certainly w ould m ake it difficult for individual health  centres and 

health  posts to m onitor their ow n perform ance over tim e.

C o-operation betw een the D H M T and m ost N G O s operating in the health  sector in the 

d istric t is not very strong. Only a few  like the W orld V ision International have been liasing 

w ith the D H M T  to p lan  their support program m es for the district. This is not in line w ith 

the spirit o f  PH C  w hich is perceived as a tool for integrated com m unity developm ent. For 

PHC to be successful, there is the need for good housing, clean w ater, and adequate food 

and nutrition, am ong others. This im plies that all institutions, w hich provide these services, 

m ust w ork together w ith  the D H M Ts, as a m atter o f  policy, at the district level to p lan  and 

im plem ent PHC . It w as realised that there was no netw orking betw een the D H M T and 

other governm ent agencies in the district w hose activities involved substantial health 

com ponents. N otab le am ong them  w ere agencies operating in the agriculture and local 

governm ent sectors.

6.2 C onclusions

This study concludes tha t factors identified as influencing accessibility and utilization  o f 

health facilities do not have the sam e level o f  influence in every com m unity. Key socio­

dem ographic factors, w hich play an im portant role in accessibility and utilization o f  the 

PHC facilities in  the district, are age and sex. Institutional factors w hich are significant are 

distance from  the health  centres, inducem ents offered to patients at the child w elfare 

clinics, quality o f  care, and personal characteristics o f  the health care providers. The m ost 

im portant com m unity-w ide factor is the poor road netw ork w hich m akes public transport 

hardly available to patients.
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6.3 R ecom m endations and Policy Im plications

C onsidering the im portance o f  accessibility  and utilisation  o f  PHC services in the Dangm e 

W est D istrict in achieving health  for all G hanaians, and the findings o f  this study, the 

follow ing recom m endations are made.

Firstly, greater autonom y m ust be given to the D H M Ts to hire com petent s ta ff  and dism iss 

those w hose activities may be detrim ental to health service delivery. The DHM T 

recognises that the delivery o f  a basic package o f  health  services requires w ell-distributed 

and trained s ta ff  based at the com m unity level who have an integrated rather than a 

divisional or program m e perspective and not an oversupply o f  specialised staff. Staffing o f  

health  centres needs to be trim m ed dow n to a few  slightly m ore specialised sta ff to deal 

w ith referrals from  the com m unity level to provide support and supervise service delivery, 

and for reporting  and feedback to and from  the com m unity level.

Secondly, com m unity  clinics m ust be adequately equipped and stocked w ith appropriate 

m edicam ents. It w as realized that the absence o f  essential drugs at som e health facilities 

w as d isliked by patients, and this contributed to the shunning o f  som e o f  the facilities for 

others in  the adjoin ing districts like the Tem a and the N orth  Tongu D istricts. This situation 

w as m ore predom inant at the health posts than at the health  centres. As depicted by Figure

4.7 and T able 5.13, the physical distribution o f  the PHC facilities show ed that 83% o f 

settlem ents and 85%  o f  the district population were w ithin their spheres o f  influence. It 

can, therefore, be conjectured that the absence o f  PHC facilities w as not the m ain cause o f  

the low  levels o f  utilisation o f  certain PHC facilities in the district, but the quality o f  care 

w hich w as provided.

Thirdly, m easures should be adopted to m inim ize the w aiting tim e o f  expectant m others at 

the PHC clinics. This delay is likely to contribute to the relatively low  level o f  coverage o f  

antenatal services, unlike the OPD services w here very little tim e is spent w aiting to 

receive treatm ent.

A nother area o f  im portance for efficient PHC is the strengthening o f  the H ealth 

M anagem ent Inform ation System s (HM IS) in the districts. This w ould enhance accurate 

data collection, analysis, and use in evaluation and planning. W ith this, it would be 

possible for program m e m anagers to obtain the inform ation they need w ithout resorting to 

developing special strategies which som etim es disrupt the developm ent o f a strong basic
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health  m anagem ent system . In this regard, it can be suggested that the developm ent o f  a 

G eographical Inform ation System  (GIS) as part o f  the d istric ts’ HM IS w ould go a long 

w ay to enrich and strengthen the database m anagem ent capacity  o f  the D H M Ts.

It is further recom m ended that an all em bracing in tersectoral co-operation and 

collaboration betw een the D H M T  and other agencies involved in health  care should be 

encouraged in the district. These include N G O s and governm ent agencies in the 

agricultural, local governm ent, and education  sectors. This is very necessary for an 

effective delivery  o f  PH C  in the d istric t, since it m inim ises w aste o f  scarce resources and 

unnecessary dup lication  o f  roles. For exam ple, the health  education cam paigns done by the 

d istrict education  office and the school health  program m es carried by the PH C  centres for 

basic schools can  be harm onised  and presented  on a com m on p la tform  for a  greater im pact. 

N G O s w ork ing  in  the health  sector in the district also need to be educated  on  the need to 

stream line the ir p rogram m es w ith  those o f  the D HM T.

To strengthen the effectiveness o f  PHC , and to achieve the objectives ou tlined in the 

Bam ako In itia tive such as the reduction  o f  infant, child and m aternal m orbidity  and 

m ortality , and addressing  constraints in accessib ility  and u tilisation  o f  PH C  services, it is 

recom m ended tha t a com parative study o f  the PH C  system  in other d istricts w ould  help in 

h igh ligh ting  o ther w eaknesses it m ight have. The findings from  such a study can help in 

reshaping PH C  policy to m ake it m ore efficient in the delivery o f  basic health  care, w ith 

specific m easures to  ensure equity o f  access to PHC services and the prom otion  o f  the 

rational use o f  basic essential drugs as outlined in  the N ational H ealth  Policy 

(M O H , 1997).

It is believed that w hen these recom m endations are im plem ented, the quality  o f  PH C  in the 

distric t w ould be greatly enhanced and the objectives o f  the A lm a A ta declaration o f  1977 

w ould be close to full realization.
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I N T E R V I E W  GUIDE FOR THE DISTRICT DIRECTOR OF HEALTH SERVICES

The main objective o f  this part o f  the questionnaire is to determine the extent to which district 
officials, especially the D irector o f  District Health Services (DDHS), is fam iliar with the 
operations as well as the appropriateness o f  the district health system. She may, therefore, be 
expected to highlight geographical and logistic difficulties peculiar to her district, which 
adversely affect health service coverage, utilization, and management.

Coordination between sectors:
On this issue, inform ation would be sought on
□ M echanism by w hich different sectors, including Non Governmental Organisations(NGOs), 

and private groups, carry out jo in t planning o f  their programmes?
□ Coordination between the public health facilities and other facilities.
□ District m anagem ent team ’s awareness o f  the various health programmes o f  these institutions 

and whether their activities are com plimenting health management in the district or distorting 
it.

□ Location and operation o f  N GOs in the health sector.

Synergistic Effects o f  other Sectors on health:
Synergistic effects o f  other sectors like the educational system, agriculture, industry, trading, and 
waterworks on health.

□ Education, the provision o f  school lunches in pre-school facilities and primary schools.
□ Quality o f  food .
□ Literacy campaign, (does it focus on remote and underserved areas where the general health

status o f  the m others and children is poor).

□ Agriculture, promotion o f  cash and food crops in the district.
□ Effects o f  this on the availability o f food during times o f  low prices when farmers are unable 

to sell their produce.
□ Promotion o f  nutritious food crops in the district as a whole.

□ Water, irrigation schem es, like ponds and dams, which might bring better access to water,
and for that matter, boost food production.

□ The effects o f  these w ater schemes, if  available, on health by way o f being vectors lor water 
borne diseases etc.

□ Lastly, organisation o f  educational activities for the traders on the need to maintain personal 
hygiene, the cleanliness o f  their wares and to keep their market environm ent clean.
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INTERVIEW GUIDE FOR HEALTH PERSONNEL

The questions in this section will be focused on the following:
□ Health centre and its activities, and particularly on its relation to the peripheral levels.

□ Assessm ent o f  the organisation o f  the health system in the area served by the health centre 
with em phasis on the role o f  the health centre in the implimentation o f  the PHC.

□ N um ber o f  com m unity clinics under the Health centre, TBAs, NGO health facilities and 
private health facilities

□ Interaction between the various health units providing health care, including NGO and 
private clinics.

□ Adequacy o f  equipm ent in term s o f physical facilities, staffing, supplies, and transport, to 
provide supervision to the com munity clinics, and to accept referrals?

□ M anpower requirem ents.

I N T E R V IE W  G U ID E  F O R  C O M M U N IT Y  L E A D E R S

The purpose o f  this interview  will be to determine what he perceives as priority health problems,

what they are doing about these problem s, and to w hat extent the com munity is supporting and

contributing to prim ary health care and other health activities.

The questions in this section will be focused on the following:

□ Perception o f  health problem s needing priority attention in his community

□ What he is doing to prom ote PHC in his community

□ The role he expects the health adm inistrators to play to improve the health situation in his

community.

□ Factors m ilitating against health in his community
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Q U E S T IO N N A IR E  F O R  P H C  F A C IL IT Y  A C C E S S IB IL IT Y  U T IL IS A T IO N  A N D  IM M U N IZ A T IO N  
C O V E R A G E  T O  B E  A D M IN IS T E R E D  A T  H E A L T H  C E N T R E S  &  M C H /F P  C L IN IC S

RESPONDENT N U M B E R .........................

IN F O R M A T IO N  ON H E A L T H  U N IT

1) SUBDISTRICT (l)D odow a (2)Great N ingo (3)Osudoku (4)Prampram

2 )  N A M E  O F  V I L L A G E ...............................................................

3) CATEGORY (1) Health centre (2)Health post/comm unity clinic (3)MCH/FP clinic

4) N A M E  O F  H E A L T H  IN S T IT U T IO N ............................................................

P E R S O N A L  D A T A  A B O U T  R E S P O N D E N T

5) A G E ..............................

6) SE X  ( l) M A L E  (2 )F E M A L E

7) O C C U P A T IO N  ( l)F A R M IN G  (2 )T E A C H E R  (3 )T R A D E R  (4 )H O U S E W IF E

(5 ) O T H E R  S P E C IF Y .................................................................................................................

9) L E V E L  O F  E D U C A T IO N : (1 ) E L E M E N T A R Y  (2 )S E C O N D A R Y  (3 )T E R T IA R Y

(4 )N O N E  (5 )O T H E R  (S P E C IF Y )............................................

10) R E L IG IO N  ( l)C H R IS T IA N  (2 )M O S L E M  (3 )T R A D IT IO N A L

(4 )A T H E IS T  (5 )O T H E R  (S P E C IF Y )..............................................................

11) S IZ E  O F Y O U R  H O U S E H O L D ..............

A C C E S S IB IL IT Y  A N D  U T I L IS A T IO N  O F  PM C  S E R V IC E S

12) How far is the health centre from your house? ( l ) < lk m  (2)2km (3)3km (4)4km
(5)other(specify ) .................................................................................................

13) How long did it take you to travel to the health centre
(specify).....................................................

14) By what means o f  transport did you get to it? (l)w alking (2)public transport (3)bicycle 
(4)private vehicle

15) How long did it take you to see the health officer/nurse 
(specify)......................................................................

[6) Why did you choose this health centre ?
(l)near to house (2)satisfaction with service (3)low cost o f services
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17) Is this your first tim e o f  attending this health centre ? If  no go to question 18.
If yes go to question 19

18)Do you attend this health centre any time you are ill or your child is ill? If  N o go to next question 
19. If yes go to question 20

19) Which other health facilities do you attend? l)private clinic 2)Traditional services 
3)Self m edication d)NGO health posts e)O ther(specify).................................................

20) Do you find the user charges affordable? (1) Yes (2) No

21) If No W hy?.......................................................................................

22) Do the Charges deter you from coming to seek medical care at tim es?

(1) Yes (2) No

IN F O R M A T IO N  O N  IM M U N IZ A T IO N  C O V E R A G E  A N D  P A T R O N A G E  O F  M C H /F P  S E R V IC E S .

23) How many children have you ......................................

24) Have all o f  them being immunized? ( l )Y e s  (2) No If N o go to question  26 . Y es go  to question 25

25) Against which diseases have they been immunized against?
1) D iphtheria 2) W hooping cough 3) Polio 4) M easles 5) Tetanus 6) Tuberclosis

26) Why have som e o f  them not been immunized?
(1) Did not find it necessary (2) Was not aware o f  the im m unization programme 
(3) Place o f  im m unization too far (4) Other (Specify)......................................................

27) Do you like the m anner the sta ff who do the immunization go about their work?
( l)Y e s  (2) No If  No go to question 28

28) What are the things you would want to see introduced to make im m unization sessions attractive?
1) Increasing the num ber o f  immunization centres to make them more accessible
2) Providing adequate furniture to make it easier to wait
3) S taff should be friendly to attendants
4) O ther(Specify)...................................................................

29) How do you get inform ation about imm unization programmes?
(1) through posters on walls (2)On the radio (3)from the health personnel through 
outreach activities
O t h e r ( S p e c i f y ..................................................................................

30) Do you attend this antenatal clinic any time you are pregnant? If No go question 32.
If yes go to question 31

31 ) H o w  o f te n  d o  y o u  d o  s o  ?
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