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ABSTRACT 

At the centre o f Ghana ian society is the institution o f family. Susta ined through a seri es 

of kinship, networks and marriages, the family is acknowledged as th e bedrock o f all 

socia l life w here criti ca l tasks including nurturing are organi sed . Accord in g to Segrin and 

Flora (2005), very few, if any, rela tionships are more important, sa li ent , long lasting, and 

centra l to people 's we ll-be ing than the ir famil y re lationships. A lthough these re lationships 

are often de fin ed by genes and institutionali sed ceremonies such as marriage, they are 

built, mainta ined , and destroyed by communica tion (or its absence). There fore. 

communication in the fam ily settin g is criti cal , as it is the bedrock of human soc ia l 

relationships. Add iti ona ll y, a vari ety of fa mil y-factors at the household and indi vid ua l 

level ex ist that may have direct influence on poverty and health. The princ ipa l objec ti ve 

of the study was to identi fy so me of the determinants o f reproducti ve health dec is ion­

makin g as we ll as the determinants o f intra- famil y communication or di scuss ion about 

reproductive health issues . Structured interviews were admi ni stered to a sampl e o f 1.080 

respondents representin g a to ta l o f 360 househo lds from six di stri cts in the Vo lta Reg ion 

of Ghana, name ly Ho, Krachi , Kadjebi , Hohoe, Ketu and Akatsi. Two focus group 

di scuss ions (w ith one peri-urban and one rural co mmunity) for each distri ct and two Key 

Informant Interview (K II ) per di stri ct were a lso he ld at the same stud y sites . The 

Stati stical Package for the Soc ial Sc iences (S PSS) ve rs io n 17 was used to ana lyse the 

data. Regress ion techniques were used to assess the effec ts o f education and income on 

famil y di scu ssion at one stage and family di scuss ion and reproducti ve hea lth usage at 

another stage. Responses and di scuss ions from FG D and KII were transcribed and data 

ana lyzed based on the objecti ves o f thi s study. Results of the ana lys is ind icate that 

x iii 



educational leve l is significantly re lated to all the e lements of reproducti ve health 

examined. Income and education were positively corre lated with fa mily di scuss ions 

about reproducti ve health issues such that highe r income a nd higher educati onal level , 

were assoc iated with greater like lihood of famil y di scuss io ns, and fa mil y di scuss ion or 

intra-famil y communi cation was also pos iti ve ly corre lated with reproduct ive health 

usage . Types of settl ement (urban or rural) were only associ ated with fa mil y d iscuss ion 

about maternal health such that urban dwellers were more likel y to engage in materna l 

health di scuss ions than rural dwellers. Resul ts also indicated that mass media. hea lth 

worke rs, fri ends, and school s were the maj or sources o f in formation abo ut re producti ve 

health issues . Young people and adults did not di ffer in the ir response pattern . Thi s stud y 

recommends furth er research to assess w hether comprehens ive sex ua l and reproducti ve 

health communication within famili es fac ilitates ado lescents ' hea lth ca re uti lizati on. 

Examination of how intra-family communi ca ti on qua lity and content are re lated to 

serv ice use is needed to unde rstand ado lescents ' sexua l and re producti ve hea lth 

knowledge and needs. 
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1.1 Backg.-ound to the Study 

CHAPTER ONE 

INTRODUCTION 

Pos itive and effective communication can lead to successfu l decis ion-m aking. When a 

person has been well-informed on a subject matter via lessons and messages, he/she then 

chooses between opt ions and makes a decis ion. Information and education, accordi ng to 

Hubley ( \993), provide the bas is for making choices. In the case of the fam ily, people 

within families are ca lled upon to make dec is ions regard ing family security and we lfare 

on a dail y bas is. Pos iti ve and effective communi cati on is important for families because it 

provi des econom ic, socia l and psychologica l security to a ll its members . Communication 

and information continue to define social and moral no rms, safeguard materia l and 

spiritual customs, uphold trad itions, and provide a variety of role mode ls for youth within 

families. In every socia l environment, there is a leader or an authority who guides the 

progress of that setting. Similarl y, in every family there is an author ity that wie lds power 

and makes decis ions regard ing the welfa re of the famil y. This pos ition of authority w ith in 

the domesti c famil y group, accord ing to Nukun ya (2003) , is o ften given to the man. As 

the head and master, he commands the respect and obed ience of everyone in the domestic 

group (N ukunya, 2003). In many cultures, men are regarded as the authority and 

therefore req uired to be the majo r decision-makers concerning the general we lfare of the 

household, thu s e ffective skill s in communi cation is essenti a l. 

One of the greatest decis ions with in fa milies is determining the hea lth and phys ica l 

welfa re of fam il y members. Health is one maj or determinant of an indi vidua l' s welfa re as 

we ll as that of the family . Accord in g to the World Health O rganisation (WHO), hea lth is 



defined as "a state of complete physical , menta l and social well-being and not mere ly the 

absence of di sease or infirmity". In more recent years, thi s definition has been expanded 

to include the abi lity of a person to lead a "socially and econom ically productive life ." 

Since fami lies uphold reproduction and lineage at a hi gh esteem , reproduct ive health is as 

important as general health. Therefore, in addition to the WHO defin ition of general 

health , the 1994 International Conference on Population and Development (ICPD) held in 

Cai ro Egypt also defined reproductive health as a "state o f complete phys ical , mental and 

social we ll -being and not merely the absence of di sease or infirmity. in a ll matters 

relating to the reproductive system, its function s and processes." 

Reproducti ve health , therefore, implies that peop le are ab le to have a sat isfying and sa fe 

sex life and that they have the capab ility to reproduce and the freedom to dec ide if, when 

and how often they do so (UNFPA , 2000). Imp licit in thi s last condition. is the ri ght of 

men and women to be informed and to have access to sa fe , effect ive, affordab le and 

acceptab le methods of fam ily planning of their choice. Reprod ucti ve health ca re is now 

defined as the constellation of methods, techniques, and se rvices that contribute to 

reproducti ve health and well-being by preventing and so lving reproductive hea lth 

problems (UNFPA , 1999). Others also consider sex ual health , whose purpose is the 

enhancement of life and personal relations, and not merely counse li ng and care re lated to 

reproduction and sex ually transmitted infections (UNFPA , 1999). 

The Government of Ghana endorsed the definition of hea lth as stated by the WHO a nd 

adopted and adapted the reproductive hea lth definition from the 1994 ICP D. Hence, the 

policy document that guides reprod uctive heal th care in Ghana includes: 
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i. Safe Motherhood: antenata l care, safe delivery, post-natal care includin g breast 

feeding and infant health ; 

ii. Family planning; 

iii. Prevention and manageme nt of unsafe abo rtion; 

iv. Prevention and management of reproducti ve tract in fections (RTls) includin g 

sexually transmitted infections (STls) and HIV and A IDS; 

v. Prevention and management of infertility; 

vi . Prevention and management o f cancers of the female and male reproductive system 

including the breast; 

v ii . Responding to the concerns on menopause and andro pause (ma le climacteric); 

viii. Discouragement of traditiona l practices and gender based vio lence that affects the 

reproductive health of women and men ; 

ix. Information and counseling on human sexua lity, responsibl e sexua l behav io ur, 

responsible parenthood, preconception care and sex ua l health (G hana Hea lth 

Service Reproductive Hea lth Service and Standard s, 2003). 

The reproductive health components thi s study will address are: 

i. Maternal Hea lth (Safe Motherhood) : antenatal ca re , safe de livery, post-nata l care 

including breast feedin g and infant health ; 

ii. Family planning; 

iii . Prevention and management of unsafe abortion; 

iv. Prevention and management of sexually transmitted infections (STls) or sexua lly 

transmitted diseases (STDs) and HIV and AIDS. 

3 



Sexual and reproductive health issues are important for the wellbe ing and welfare of 

every human being. A healthy start gives chi ldren the capacity to develop a pos itive se lf­

image and se lf-awareness as we ll as the capacity to establi sh sati s fying relationships 

(Health Canada, 1999). According to Hea lth Canada ( 1999), du rin g youth and ea rl y 

adulthood, decisions about sexual acti vity, reproduct ion, and parenthood become 

extremely important and the best possible choices occu r when a strong foundation 

(through communicati on and information sharin g) has been set fro m the earliest days of 

life. When information and educati on re lated to hea lth issues are offered duri ng early 

years in life, then in mid and later years, fa mily members have the capacit ies, va lues, and 

support systems to influence the qua lity of their life through self~awa reness , strong 

relationships, and sexual maturity. Accord in g to Tsui , et a i, (1 997), sex uality education 

and communicat ion are needed to cont ribute to changin g no rm s and behav iour in orde r to 

build images of respons ible sexual behaviour for every ind ividua l. 

1.2 Statement of the Problem 

Sexuality education and communication are needed to contribu te to chang ing norms and 

behaviour in order to build images of responsible sex ua l behavio ur for every individual 

(Tsui , et ai, 1997). Accord ing to Ke ll y (2004) , human beings have a range of thoughts, 

feelings , fantas ies and needs that must be shared w ith one another. One way of sharing 

these feelings and tho ughts with others is throu gh communi cation and informati on­

·sharing. Access to info rmation is essen ti al for increas in g peop le ' s knowledge and 

awareness of what is taking place around them (Ghana Stati sti ca l Service, et ai, 2009). 

There are a variety of channels for obta ining information . Information could be obta ined 

from read in g books, li stening to what other people tell yo u, heari ng frolll the media both 
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print and electronic, learning from what one has been taught in school , church and or at 

home. 

According to Awusabo-Asare et al (2004), various mediums of information sharing have 

been used, but over the last two decades, electronic media has gradually replaced print 

media as the main source of information on a wide range of issues, including sexual and 

reproductive health. Prior to the print revolution, trad it ional forms of transmitting 

information included interpersonal communication from older men and women in the 

commun ity (Awusabo-Asare et ai , 2004). Simil arly, information on one ' s sex ual and 

reproductive health was carried out by e lderl y women using interpersonal communication 

to enable the young people particularl y girl s trans it in to puberty. Thi s they made sure 

was done through puberty rites. It was aimed at avo iding pregnancy be fore marriage. 

Sexuality health officers through national hea lth systems aim to reduce untimel y 

mortality and morbidity. Yet, the burden of di sease from those sex ual -related conditions 

is significant and often lifelong. Gaps in reproductive and sexual health care account for 

nearly one-fifth of the global burden of illness and premature death and one-third of the 

illness and death among women of reproducti ve age (UNFPA, 2004) . Every minute, a 

woman in the developing world d ies from pregnancy-related complications (UNFPA , 

2007) . Moreover, Ghana has one of the highest levels of maternal mOl1ality in the West 

African region, with 451 / 100,000 li ve births (Ghana Statistical Service et a i, 2009) 

although estimates now place it at 35011 00,000 (Un ited Nations Maternal Morta lity 

Estimates Interagency Group 2010), which is still relativel y high and disconcert ing. 
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According to the World Hea lth Organization (WHO) and UNICEF (2007), a Ghanaian 

woman has a one in 35 chance of dying from a pregnancy-related cause during her 

lifetime. According to several hospital-based studi es, it is estimated that complicat ions 

from unsafe abortion are a factor in 22 to 30 percent of mate rnal deaths, signifi cantly 

more than the World Health Organization 's global est imate of 13 percent (Ipas, 20 12). 

Unsafe abortion is one of the most neglected problems o f health care in developing 

countries and a serious concern for many women during reproducti ve lifespan (Morhee & 

Morhee, 2006) . Lack of access to adequate fami ly planning services is a major 

contributor to the problem of unsafe abortion (Ngom et ai , 2000). Conversely, unwanted 

pregnancy and, in many cases, unsafe abo rtion are a lso prime indicators of the unmet 

need for safe and effecti ve family pl annin g services. 

Every day, nearl y one million people acquire a new STI, and worldw ide, more than 340 

million new cases of curable STl s and even more new vira l (non-curable) infectio ns 

occur each year. Up to 80% of cura ble ST ls occ ur in de"ve lop in g world sett ings , and 

adolescents and young adults have the hi ghest rates of these ST ls (W HO, 2006). If not 

identi fied and treated promptl y, STIs can cause serious lon g term conseq uences, with 

most morbidity and mortality rates occurring in women and in fants (WHO, 2006). 

According to the 2008 Ghana Demographic and Heath Survey (GDHS] report by Ghana 

Statist ical Service (GSS), Ghana Health Service (GHS) and ICF Macro (2009) , 44% of 

females and 26% of males are sexually acti ve by 18 yea rs of age. The medi an age at first 

sex isl8.4 years and varies between the rural (17.9%) and the urban ( 18.8%) areas. 

Females in rural areas initiate sexua l activ ity a yea r earli er than those in urban areas. The 

median age of marriage is 19.8 years for females (GSS, GHS & IFC Macro, 2009). It is 
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therefore necessary for all young people to have access to comprehensive sexuality 

education and information to enable them take an informed decision regarding their 

reproductive health as some of the key issues that affect the health of young people in 

Africa are sexuality, risk and decision making. 

According to Merrick (200 I) , reproductive health outcomes are infiuenced by a range of 

multisectoral factors within three identified systems: households and communities, the 

health sector, and the government policies and action s. All of the factors in the system 

have the potential to severely restrict or enhance good reproductive health (Merrick 

2001). Merrick built his argument on a framework Palhways 10 Improved Reproduclive 

Heallh Oulcomes, adapted from the Health , Nutrition and Population Chapter for the 

PRSP Sourcebook. From the framework , it is apparent that reproductive health outcomes 

are directly and indirectl y affected by factors at different leve ls of the system. 

Traditionally, efforts have focused predominantly on issues within the health system. 

However, as indicated by the framework , improving reproductive health outcomes 

require strategic efforts that address forces from within and outside the health system. 

The women that die needlessly out of the pregnancy related complications including 

unsafe abortions, the millions of women who are married or are in consensual union but 

lack access to effective family planning desp ite their desire to delay pregnancy, the 

thousands that contract sexually transmitted infections due to the misconceptions could 

have been avoided if clear and effective communications were part and parcel of the 

numerous interventions yet communicating issues on sexual and reproductive health 

remain a critical challenge particularly to the Ghanaian family. Lack of relevant 

information and inadequate knowledge on the issues are barriers to the inability of 
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persons to make informed dec is ions. Husbands and w ives hardl y di scuss sex uality and 

reproductive health issues let a lone parents and children. Yet for people to take 

appropriate decis ions, they need to be we ll informed and until they are we ll informed, 

they cannot make the des ired and appropriate decis ions. 

1.3 Research Questions 

i. How do individuals within the famil y access information about reprod ucti ve 

hea lth issues? 

ii . What form does intra-famil y communicat ion on reproductive health take? 

iii . Whose ro le is it to share information on reprodu ctive health issues within the 

famil y and how does thi s influence dec is ion-makin g on issues about reproducti ve 

health? 

iv. What are the challenges of communicating reproducti ve hea lth issues w ithin the 

family? 

1.4 Rationale of the Study 

According to Satia (2004), fam ily and reproducti ve health are intimately related. While 

various forms of family exi st in different social , cultura l, lega l and politica l systems, the 

family is the basic unit of soc iety and as such is entitl ed to rece ive comprehensive 

protect ion and support. Despite thi s important role of the famil y, Ghana has no policy on 

the family per se to protect the well-being of families and indi vidua ls. Rather polici es a nd 

mandates exist to address the needs of famil y and indi v iduals. This study is very 

important for its focu s and treatment of the famil y as an entity. Data from this research 

will illuminate trends affecting families and increase aware ness of famil y issues that can 

st imulate efforts to develop famil y-oriented po lic ies. The health and welfare of the 
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family, including the ri ghts and responsibil ities of all fami ly members may have a direct 

influence on povelty levels and fam ily health status. This study will provide useful 

information to the Mini stry o f Employment and Socia l We lfa re (MESW) to cons ider 

deve loping a policy that w ill guide and protect the fami ly as the Min istry is the mandated 

government ministry responsible for the family. A lthough there are enough data on 

reproductive health communication through the use of mass media, very little data ex ist 

on communication of reproductive health issues within the family setting. Second ly, 

currently ava ilable li te rature indicates that couples who communicate about reproducti ve 

health issues have improved reproductive hea lth outcomes, yet the fam il y encompasses 

more than just the couple. Outcomes and informati on gathered from th is study wi ll 

strengthen nationa l advocacy efforts that the ' fami ly' is a part of the overa ll new 

reproductive hea lth strategy. Thi s study will also provide usefu l informat ion and data to 

researchers who might be rev iew ing how the fam ily infl uences key reproduct ive hea lth 

related poli c ies (i.e. , th e Popul ati on Poli cy of 1994 , the Reproductive Hea lth Poli cy of 

2000, the Ghana National Gend er Poli cy and the ASRH Po li cy of 2000, among others 

which are normally reviewed every ten years). 

Finally, informati on gathered from thi s study, parti cularl y the case studies, wi ll be use ful 

for changing policy at the country level and planning the next cyc le of UNFPA and its 

Government of Ghana country programme. The outcome of thi s research will a lso be 

useful for stakeholders from c ivil society, po li cy advocacy groups, profess ional 

associations, youth groups, public service providers, public official s and government 

staff, parliamentarians, local and di strict level government staff, bilatera l and multilate ra l 
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aid agencies, inter-governmenta l organizations, regional networks and all advocates inter­

ested in changing globa l policy. 

1.5 Objectives of the Study 

The genera l obj ective o f thi s study is to examine how reprod uctive heal th decis ion­

making is influenced by intra- famil y com munication and information-sharing within the 

Ghanaian family. 

Spec ifica ll y, the study will : 

i. Explore the knowledge o n sexual and reproductive hea lth issues among fam il y 

members in Ghana 

ii. Find ou t the sources where household members acquire in formation on sexua l 

and reproduc ti ve health 

Ill. Ident ify the determinants of reproductive health decision-m ak ing amon g men, 

women and young people in the family 

IV. Describe the experi ences and challenges faced by va ri ous famil y members in 

communicating reprod uctive and sexual health issues 

1.6 Definition of terms 

Household - A household is defin ed as an indiv idual or a group of people living together, 

whether re lated or not, recogni zes one person as the head and eating from the same pot. 

Young Person- A young person is defin ed as people aged between 10 and 24 yea rs (thi s 

was based on the UN distincti on). 
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Reproductive Health - It comprises of Safe motherhood , Family planning, unsafe 

abortion and Prevention and management ofSTIs including HIV/A IDS 

Urban Community : a settlement with populations of 5000 or more 

Rural Community: a sett lement with a population of less than 5000 

Decision-making: in this study, usage of reproductive health service is used as a measure 

of reproductive health decis ion-making. 

Effective Communication: discussions, information sharing and dialogue between two 

or more people to reach a consensus 
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2.1 Overview 

CHAPTER TWO 

LITERATURE REVIEW 

This chapter presents a rev iew of literatu re based on the components of reproduct ive 

health and intra famil y communicati on within the context of safe motherhood (maternal 

hea lth), family plannin g, prevention and management of unsa fe abortion, and the 

prevention and management o f sexually transmitted infections (STls) in thi s study. 

2.2 Concept of Reproductive Health 

Reproductive health is a broad concept in which social, psychological and somatic 

aspects of childb il1h and sex uality are interwoven. In more concrete terms, WHO defin es 

good reproduct ive health as a respons ible, sat isfy ing and safe sexual li fe with the ab ili ty 

to reproduce, the freedom to decide about one's child bearin g and the poss ibili ty to have 

healthy children. Good reprod uct ive li fe presupposes know ledge o f and access to birth 

control and d isease preventi on, as we ll as sa fe circumstances during pregnancy and 

deli very. Rep roduct ive hea lth is in line with the broader WHO definiti on o f health as a 

state of phys ica l, menta l and social well-be ing and not only as the absence of d isease or 

infi rmity, in a ll matte rs re lat ing to the reproductive system (WH O, 2004). 

The concept of reproductive hea lth was introduced to the internati ona l community at the 

UN popul ati on confe rence in Cairo in 1994. Thi s was a breakthrough fo r a new ap proach 

to populati on issues. Instead of hav ing threat scenarios such as a "popul ation explos ion" 

demand prevented only by extensive promotion of fa mil y planning, women' s hea lth and 

li ving cond itions themselves were pl aced at the centre of the agenda (RFSU , 2004 ; 
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UNFPA, 2004). Representatives from around the world united in Ca iro around an action 

plan for reproductive health w ith a broad health and social perspective. The pos ition o f 

women was to be strengthened th rough access to educat ion, maternal health and delivery 

care, sexua l educat ion and services for contraceptives and sa fe abort ions. Abortion, the 

most controvers ial issue discussed at Ca iro, was discussed as a health matter and unsafe 

abortion was recognized as a " major public health concern " . The action plan 

recommended that all women have access to care in the case of abortion - both fo r legal 

abortions and for comp licati ons in connection with illegal ones. It was a lso recommended 

that aborti ons be prevented through access to contraceptives (Danie lson and Sundstrom, 

2006: 15 1). 

A lthough socio-econom ic and distance fac tors often affect the utili zation of maternal 

health care, there remains a very strong relation ship between women 's educat ion and 

utili zation. A number of routes of causation might ex pla in thi s strong effect. Earli er work 

in South Asia has suggested that the association may be due at least in part to educated 

famil y members fo stering favourable va lues and atti tudes towards the use of modern 

health care (Kazi and Sathar, 1996; Sathar and Kazi, 1997). Educat ion may impart 

feeli ngs of se lf-worth and se lf-confidence, which some have argued are more important 

in bringing about changes in health-re lated behaviour than exposure to relevant 

information (Chanana, 1996). Schooling may also increase women's recept ivity to new 

health-related information (Lindenbaum , 1990) . A study by Ma ine et ai. , (1997) found 

that even when women knew about their obstetric complicati ons, man y chose not to seek 

care becau se of the poor quality of care they expected to rece ive. Greate r education may 

reduce the power di ffe rential between providers and c li ents and lower women's 
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re luctance to seek care (Basu, 1996; Jejeebhoy, 1995; Starrs, 1998). In add ition to 

increas ing the like lihood that women w ill va lue and des ire skilled care, ed ucation may 

strengthen women's abili ty to act on this demand . The results of the study by Furuta and 

Salway (2006) suggest education influences and increases di scuss ion between husbands 

and wives . C han ana ( 1996) po inted out that younger, educated women have a greater 

capac ity to use "the weapons of the weak," while Basu ( 1996) described educated women 

as hav ing hidden power to influence decisions "wi thout rocking the boat." The c loseness 

of the husband-wife bon d and the degree of comm unicati on between spouses are 

cons idered important dimens ions contributing to women's househo ld position (Jejeebhoy, 

1995). 

Several interventions to promote sexual and reproducti ve hea lth (S RH ) have been 

developed and imple mented, ma inl y targeting school-go ing yo uth in Tanzania (Obas i et 

a l. 2006). A rev iew of these interventions has shown that although they have had an 

impact on you ng peopl e's knowledge about SRH , they have fa i led to change young 

people 's sexua l behav iour (Ross et aI. , 2007). The recent failures o f schoo l-based 

interventions to show a pos itive impact on sexual behav iour in Tanzania (Obas i et a l. 

2006) and elsewhere (Ross et a I. , 2007 ; Cowan et a I. , 2002) may stimula te foc us on the 

wider socio-economic context that surround yo ung people rather than exc lus ive ly on 

behav ioura l infl uences on indi vidua ls. 

2.3. Family Planning 

Family pl anning, according to the World Health Organi zati on (2006), entail s the abili ty 

of individuals and coupl es to anticipate and attain the ir des ired nu mber o f chil dren and 
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the spacing and timing of their births. It is achieved through contraceptive methods, 

which are cons idered to represent (modern) family planning behav iours. Most studies on 

the determ inants of fa mily planning behaviours or contracepti ve use have mainl y focu sed 

on micro-level (or individual-level) factors (Goodson, 2002; Gupta et a l. 2003). 

The influences of demographic and socioeconomic factors on famil y pl anning behaviour 

are addressed w ithin a substantial body of literatu re. For example, Gupta et a I. , (2003) 

observed that women w ith higher leve ls of education are s ignificant ly more like ly to 

practise modern famil y planning methods, and that women with at least fi ve li vi ng 

children are more likely than those with no li ving children to pract ise fam il y planning 

(Magadi & Curtis, 2003). Additionally, women' s age and marita l status have a lso been 

identified as s ignifican t predictors of family planning, a lthough th e findings are 

inconsistent. For example, findings showed that s ingle (Magad i & Curti s, 2003) o r 

formerly married wo men (Gupta et aI. , 2003), you nger (Feyisetan , 2000) or middle aged 

women (Magad i & C urti s, 2003) are s ignificantl y more likely to practise family pl anning. 

A few studies a lso showed that relig ious affili ation is a strong predic tor of famil y 

planning behaviour. Catholi cs exhibit lower utili zation of modern fa mily pl anning 

methods than Mu slims (Feyisetan, 2000). 

Despite some progress in gender equi ty and/o r equality, most Afri can countri es still 

cons ist of patriarcha l, patrilinea l, and male-dominant societi es. In many patri archal and 

male-dominant societies, culture dictates that " good" women are ignorant about sex and 

pass ive in sexua l interaction s (United Nations Population Fund [UNFPA], 2002). 

UNFPA notes that thi s makes it difficult for women to in form themselves about ri sk 
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reduction and more difficult, even if they are informed, for them to negotiate safer sex or 

the use of condoms (UNFPA, 2002). Varga (2003) argued that the relationship between 

gender norms and sexua l risk taking is rellected in adolescents' sexual negoti ation 

dynamics. He explained that, " A girl 's respectability is ga ined by he r bein g sexuall y 

available to her partner, allowing him sexual decis ion-makin g authority, exhibiting 

coyness and resi stance to his sexual advances, being sexually fa ithful , and avoiding 

pregnancy" (pp.163). 

Studies have suggested that a community ' s gender norms are a contextual factor that 

affects individual s' reproductive as well as sexual behav iours (Varga, 2003 ; Waszak et 

a I. , 2003). For instance, Greenwell (1996) fOllnd that community be li efs concern ing 

childbearing preferences and reproductive health behav iours have a strong inlluence on 

individua l attitudes toward famil y planning and fertility preferences. Waszak et al. (2003: 

197) argued that traditional gender norms " limit a woman ' s ability to use family planning 

if she perceives herself as being bound to cultural expectations or the will of her 

husband" . As such , it is expected that the individuals ' psychol ogica l benefits of 

practising family pla nning might be mitigated by patriarchal and masculine gender norms 

shared in a community. 

One of the many challenges in reali zing informed choices in family pl anning is people ' s 

difficulty to make a deci sion when presented with a variety of hea lth care options. They 

may not understand the options, they may have trouble we ighing th e pros and cons, and 

they may not have clarified in their own minds which attributes of the variolls family 
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planning methods are most important to them (O'Connor et a\., 2003). In such cases, 

people may need support to negotiate the decision-making process. 

Yet, thi s kind of support has been lacking in many family planning programmes. 

Dissemination of information is one well-documented area of weakness: often, providers 

do not tailor information to clients' individual s ituations, and the information they do give 

especially about clients' chosen methods may be inaccurate and incomplete (Leon et aI. , 

200 I ; Miller et aI., 1998; Murphy and Steele, 2000). Another weakness is providers' and 

clients' lack of understanding of their roles in the dec is ion-making process. In some 

cases, for example, providers may believe that they know what is best for clients and that 

they should make all the decisions; in other cases, they may accept that famil y planning is 

the client's choice, but incorrectl y believe that that means they should rel inquish all 

involvement in the decision-making process (Kim et a I. , 1998; Rudy et aI. , 2003). The 

challenge is to find a balance between the cl ient's and the provider's decision-making 

input (Rudy et aI., 2003). The client is ultimately respons ibl e for choosing which method 

(if any) to use, but the provider should inform and support the client's effo rts to make a 

decision (Engender Health , 2003 ; O'Connor et a \. , 2003; Upadhyay, 200 I). 

Family planning and deci sion-making programmes in the past have foc used on women 

instead of men for several reasons: women bear the ri sks and burdens of pregnancy and 

childbearing; most modern contraceptives are fo r women ; and many providers have 

assumed that women have the greatest stake, and interest, in protecting the ir own 

reproductive health. Reflectin g these assumptions, the clinic-based service delivery 

design for family planning has made it difficult to include men (Edwards, 200 1). Serv ices 
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have often been offered in Maternal and C hild Health (MCH) clinics. Many men see 

MCH clinics and their staff as serv in g only women and children and feel uncomfortable 

seeking information or services in that setting (Danforth , 2004; Galbn et a l. 200 I; Mason 

and Taj , 2001). 

Today's men are becoming more interested in fa mily planning and decision-making than 

in previous times (Drennan, 2003). Today, family planning programmes increas ingly 

involve men. Yet, much remains to the done to turn interest into healthy behav iour. 

Today' s men should be encouraged to discu ss reprod ucti ve hea lth w ith their partn ers and 

to share responsibility for reproducti ve decis ions under a good hea lth care strategy. 

Additionally, in the era of HIV/A IDS, it is urgent for men to protect themse lves and the ir 

partners by addressing the problem of sexua l ri sk-tak ing behaviours. Men play powerful 

- even dominant - roles in reproductive dec isions. Without considering thei r partners ' 

wishes or the health consequences for themse lves or their partners , their act ions can have 

unhealthy and even dangerous effects. In contrast, couples who talk to each other about 

family planning and reprod uctive health can make healthier dec isions. These couples are 

more like ly to use contraception and use it wise ly and effectively (Beckman, 2002; De­

Silva, 2000). 

When men and women do not know their partners ' fertility des ires, fa mily planning 

att itudes or contraceptive preferences, the consequences can inc lude unintended 

pregnancies and un safe abortions (Biddlecom et a l. 1997 ; Hudson, 2000; Hollerbach, 

2000). 

18 



Men 's contraceptive use is lower than mi ght be expected, g iven the ir levels of knowledge 

and approva l of family plannin g, according to surveys o f men in developing countries 

mostl y in sub-Saharan Africa. In N igeria, men' s att itudes and behav iours toward famil y 

pl anning and reproductive behaviour appear nega ti ve and di scourag in g. N ige ri an men 

prefer that their w ives attend clinics and hospitals where prov is ion fo r famil y pl annin g is 

available. For example, between one- quarter and two-third s of these me n say they do not 

want to have more children, but ne ither they nor the ir w ives use contraception (Ezeh et 

a l. 1996). By comparison, about one-fifth of marri ed women state that they do no t want 

to become pregnant but are not using any method of contrace ption (Robay et a l. 1996). 

Use of contrace pt ive method s in vo lving men's co-operati on includin g condoms, 

vasectomy, w ithdrawal, and periodic abstinence amount to about one-third of a ll 

contracept ive use a mong marri ed couples. Neverthe less. the two most effect ive male 

methods (condoms and vasectomy) are among the least used of a ll methods (United 

Nations (UN) 1999). One reason fo r the apparent gap between men' s attitudes and the ir 

contraceptive behav iour is that while men may be aware o f modern con tracepti on, they 

often know li tt le abo ut it (Green et a l. 1995). With more in formati on and enco uragement, 

more men would be able to play positi ve ro les in reprod ucti ve hea lth . For example, a 

husband can he lp hi s w ife have safe pregnancies and g ive birth to hea lthy babi es if he 

becomes better in fo rmed about materna l and child hea lth (Sherpa and Ra i. 1997). 

Reproducti ve hea lth ca re programmes can he lp men play suppo rti ve ro les during 

pregnancy, de li very (Thaddeus and Ma ine, 200 I), and breastfeed in g (S herpa and Rai, 

1997). Increas ing men's parti c ipation can be a promi s ing strategy fo r ac hiev ing good 

reproductive health for all. Most research work on couples ' communi ca tion, dec ision-
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making, family planning and reproductive health behaviour has been focu sed on meeting 

potenti al demand for family plannin g. 

2.4 Contraceptive Usage 

The eas ier that contracept ives and se rvices are obtainable , the more li kely people wi ll use 

contraceptives and services . From the earl y days of the fami ly planning movement in 

developing countries, programmes have recogni zed the importance of making 

contraceptives access ible (Raven ho lt and Chao, 1974). In the 1970s, providing rural 

populations access to contracepti ves was an ongo in g chall enge (Huber et al. 1975) . As 

populations have m igrated to urban areas over the past two decades, thi s cha ll enge of 

access has expanded to dense ly populated "s lum areas" located around most large cities . 

Mau ldin and S inding ( 1993) demonstrate that ramily planning programmes have made 

significant progress to improve access. They offer se rvices and supplies in c linics, 

medical fac ilities, re ta il outlets, community centres. places o f empl oyment , and homes. In 

addition to se rvice provis ion by fo rmall y trai ned phys icians and nurses, serv ices were 

offered by paramedics, pharmacists, traditiona l birth attendants, midwives , trad it ional 

healers, outreach workers, and shopkeepers (Ross et a l. 1989). Access has continued to 

increase in recent years. For example, of 87 countries studied in both 1987 and 1992 and 

scoring on a scale of 0 to 100 fo r access to famil y planning informati on and se rvices by 

Populat ion Action Internationa l, 33 countri es exhibited score increases by 20 po ints or 

more, and another 24 countri es exhibited score increases by 10 to 19 po ints. The most 

dramatic improvement in access took place in sub-Saharan Afri ca. Botswana showed the 

most improvement, ga ining 49 points (Popu lati on Cri s is Committee, 1992). 
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Overa ll , diverse sources of famil y planning services increase access to contraceptives and 

meet the needs of various groups. Parti cul arl y in As ia and sub-Saharan A frica, 

government programmes are the majo r source o f famil y pl ann ing. As of 1992, 33 o f 42 

countries surveyed by Demographic Hea lth Survey showed that they used government 

services more than through private- fo r-profit providers, non-governmental organizations 

(NGOs), or other famil y planning providers. In 25 o f these countries , governments served 

a majority of famil y planning users (Robey et al. 1992). 

For the indiv idua l c lient, the ability to li se famil y planning depended on many factors. 

Most importantl y, as many fa mily plann ing programmes and do nor agenc ies have long 

recognized, a range o f se rv ices must be w ithin convenient reach in terms o f geographic 

di stance and trave l time (Huber et al. 1975). Severa l factors affect access such as the time 

required to obtain services, the cost (includin g not only the cost of contrace pti on itse lf but 

al so travel cost and the opportunity cost o f time away from work), and the ability to 

arrange for child ca re and other ob li gations. and s imilar constraints . While a network of 

clinical services is the backbone or a successful famil y pl annin g programme, other 

di stribution channe ls such as community-based di stribution (CBD) and soc ia l marketin g 

help to make supplies more w idel y ava ilabl e and access ible. 

DHS reports show that contracepti ve preva lence is hi gher where services are c lose r, as 

measured by both trave l time and di stance (Wilkinson et a l. 199 1). In Z imbabwe, se rvices 

are not as convenient. Median trave l time is 3 1 minutes; and the medi an di stance is fi ve 

kilometres. Prevalence is 45%. In Ugand a, most people have little access, where the 

average person lives 60 minutes and 19 kilometres li'om the nearest family pl anning 
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facility. Hence, contraceptive prevalence is only 5%. In Egypt, family planning service 

sites are accessible to almost everyone (Egypt NPC and OHS, 1993). Nearly 96% of all 

Egyptian couples li ve within 4 kilometres and 30 minutes of a family planning facility 

(Wilkinson et al. 199 1). Convenient access to family plan ning se rvi ces, along with 

widespread access to te levised information about family planning, help s to explain the 

ri sing use of contraception in Egypt , which reached 47% in 1992 (Egypt NPC and OHS, 

1993). Even in countries with strong family planning programmes, urban couples have 

better access to serv ices than rllral coup les , largely because it is costly and difficult to 

extend services to sparsely settled rural areas (Lopez, 1993). 

Many studies have shown that addi ng Community Based Distribution (CBO) to clinic­

based family planning services has increased the acceptability and impact of programmes 

(Gallen and Rinehart , 1986; Philips and Greene, 1993; Ross et al. 1989). A study, 

reviewing programs in N igeria, Mali , Sudan, and Zai re, reports that CBO programmes 

have added an average of three percentage points to a country's contraceptive prevalence 

rate, independent of all other influences (Philips and Greene, 1989). 

Making only one or two contraceptive methods w idely available is better than failing to 

provide family planning at all. But only a range of effective methods can meet people's 

diverse needs and serve individuals over their reproductive lifetimes. 

Successful family planning programs provide as many different contraceptive methods as 

possible. "As any marketing expert will tell us, the more choices, the more like ly the 

consumer is to select one of the available options" (Thomas, 1993). In 12 of the 14 

countries considered to have the strongest family planning programs, no sing le method 
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accounts for as much as half of all modern contraceptive use (Mauldin and Ross et a l. 

1991). 

Each contraceptive method has advantages and di sadvantages . No sin gle method is 

appropriate for everyone. The more methods offered, the more likely that each client w ill 

find a sati sfactory one, and they may be able to shift to new methods as their 

circumstances change (Bruce, 1990; Jain , 1992; WHO, J 993; Hutchings et al. J 987). 

2.5 Abortion 

According to a report written by Boseley (2009) , about 70,000 women die every yea r and 

many more suffer harm as a result of unsafe abortions in countries with restri cti ve laws 

on terminating a pregnancy. There were 41.6 million terminations world wide in 2003 , 

compared with 45.5 million in 1995. However, in 2003 , 19.7 million of these were 

unsafe , clandestine abo rtions (Bose ley, 2009). 

An unsafe abortion is the termination o f an unintended pregnancy by persons lacking the 

necessary skill s, or in an environment lacking the minimal medical standards, or both. 

According to a global study coll aborati ve ly conducted by the World Health Organization 

and the Guttmacher Inst itute, most unsafe abortions occur where abortion is ill egal 

(Rosenthal , 2007). Unsafe abortion is a significant cause of maternal mortality and 

morbidity in the world. Approximatel y 95% of unsafe abortions take plac e in developing 

countries (Henshaw et aI. , J 999). 

The World Health Organization (WHO) reports each yea r nearl y 42 million women faced 

with an unintended pregnancy have an abortion (WHO, 2011); and accordi ng to the 2007 

estimates by the WHO and Guttmacher Institute , 20 million unsa fe aborti ons take place 
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each year, mostl y in countri es where abortion is illega l (Rosenthal, 2007). According to 

WHO and G uttmacher Institute, approx imately 68,000 women die annua ll y as a result of 

complications of unsafe aborti on; and between two million and seven million women 

each year survive unsafe abortion bu t susta in long-te rm damage or di sease (incomplete 

abortion , in fec tion (seps is), haemorrhage, and inj ury to the interna l o rgans, such as 

puncturing o r tearing of the uterus). T hey also concluded that aborti on is sa fe in coun tri es 

where it is legal , but da ngerous in countries where it is outlawed and perfo rmed 

clandesti nely. The W HO reports th at in deve loped regions, nearl y a ll abo rt ions (92% ) are 

safe , whereas in developing countries, more than ha lf (55%) are unsafe (WH O, 20 11 ) . 

According to WHO stati stics. the risk rate for unsafe abortion is one in 270 ; accordi ng to 

other sources , un safe abo rti on is respons ible fo r one in e ight mate rna l deaths (Nour. 

2008). Wo rldwide, 48% o f a ll induced abort ions are unsafe. 

A lmost a ll the un safe abort ions were in less deve loped countri es w ith restricti ve abortion 

laws. "Virtua ll y a ll abo rtions in Africa and in Lat in Ameri ca and the Cari bbean were 

unsafe," (WH O, 20 I I). In As ia, safe procedures outnum bered the unsafe because o f the 

la rge number of lega l aborti ons in Ch ina. Most of those in Europe and a lmost a ll in North 

America were safe. Where cont race pti ve utili zati on has risen such as in former Sov iet 

countri es, the aborti on rates have in va ri abl y fa ll en. Worldw ide, the unintended pregnancy 

rate has dropped fro m 69 (for every 1,000 women aged 15-44 in 1995) to 55 in 2008. The 

proportion of marri ed women using contracepti on increased from 54% in 1990 to 63% in 

2003. However, in the same 2003 , onl y 28% of marri ed African women used 

contracepti ves. Lack of ava il ability is the bi ggest issue. 
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Many illega l abortions are carried out using inappropriate surgical methods: injecting 

po isonous so lutions into the womb or inserting objects intended to di s lodge the foetus. 

These kinds of abort ions are referred to as 'backstreet abort ions' because they are often 

carri ed out by someone with little to no training, in an unhygienic environment, and in 

conditions of great secrecy. 

The World Health Organizat ion estimates that unsafe abortions cause the deaths of at 

least 200 women each day, over 70,000 women each year, yet it is ' one of the most eas il y 

preventable and treatable causes of maternal morta lity. (WHO Safe Motherhood 

Conference, 1998). Between two milli on and seven million women each year survive 

unsafe abortion , but susta in long-term damage or di sease (WHO Safe Moth erhood 

Conference, 1998). 

Long-term health problems include chronic pain, pelv ic inflammatory d isease and 

infert ility. A bout 95 % of unsafe abortions take place in developing countries. In man y 

African countries, up to 70% of women treated for abort ion complicat ions are under 20 

years old. Unsafe abo rti on is responsible for one in eight maternal deaths. One of the 

United Nations Mill ennium Deve lopment Goals is to reduce by three quarters the 

maternal mortality rat io between 1990 and 20 15. 

The 1994 Intern ational Conference on Population and Development in Ca iro stated th at, 

' Iii c ircumstances in which abort ion is not against the law, such abortion sho uld be safe. 

In all cases, women should have access to qual ity se rvices for the management of 

complications ar isin g from abortion .' 
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The WHO's Development and Research Training in Human Reproduction (HRP), whose 

research concerns people's sexua l and reproductive hea lth and lives (WHO, 20 II ), has an 

overall strategy to combat unsafe abo rtion, comprising four inter-related activ ities (WHO, 

20 11 ): 

Co ll ate, synthes ize and generate sc ientifica lly sound evidence on unsafe abortion 

prevalence and practices; 

ii. Develop improved technologies and implement interventions to make abortion 

safer; 

iii . Translate evidence into norms, tool s and guidel ines, and 

iv. Ass ist in the deve lopment of programmes and policies that reduce unsafe abortion 

and improve access to safe abort ion and hi gh quality post abol·tion care. 

A 2007 study by Sedgh et a l. (2007) found that , although the global rate of abort ion 

declined from 45.6 million in 1995 to 41.6 million in 2003, unsafe procedures still 

accounted for 48% o f all abortions performed in 2003. It also conc luded that. while the 

overall incidence o f abortion in both developed and developin g countr ies is 

approximatel y eq ual , unsafe abort ion occu rs more often in less-deve loped nation s. 

Pro-life cr iti cs contend that the result s of Sedgh et a l. (2007) are flawed , as there are no 

accurate stati stics about abortion from countries w ithout soc iali zed medicine, part icu larl y 

those in the developing world (Mosher, 2007 ; Lyons, 2007). In a 2005 report. the WHO 

itself states, " More th an a third of the 204 countries or areas examined did not report the 

number of deaths by sex even once for the period 1995 to 2003. About ha l f did not report 

deaths by cause, sex and age at least once in the same period. Moreover, from 1975 to 
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2003 , there has been limited progress in the reporting of deaths and the ir causes (United 

Nations Department of Economic and Social Affa irs, 2006). 

Women ' s opportunities for preventing unwanted births are still limited in many parts of 

the world . In the absence of knowledge or access to contraceptives and safe abort ion , 

illegal abortions are often the on ly way out. According to Danielson and Sundstrom 

2006), an estimated 46 million abortions are performed each year, 20 million of wh ich 

are medica ll y unsafe and often illega l. Around 70,000 women a year throughout the 

world die as a consequence of unsa fe abortions. In African countries south of the Sahara , 

between 30% and 50% of materna l mortality is related to abortion . In add iti on, many 

women are afflicted by complicat ions such as urogenita l infecti ons and infertilit y 

(Daniel son et a l 2006 p.151). There is some quantitative information ava ilable rega rding 

the profile of abortion seekers. However, these studies have not examined the reasons 

why women seek an abortion. Decis ion-making is one of the least s tudied areas of 

abortion behaviour. 

2.6 Sexually Transmitted Infections 

Sexually transmitted infections (STls) are often used as a generic term for various 

infectious di seases that are spread via sexual intercou rse. A sex ually transmitted disease 

(STD) is a virus, fungi , bacteri a or parasite that can be spread through sexual ac ts. It is 

vita ll y important to rea li se that most STDs can be spread wi thout any sexual contact at 

all. Some STDs can be picked up from used towel s, and some, li ke fung i STDs, ex ist in 

everyone' s bodies already but do not cause trouble until they start growing . 
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STis are more serious for women than for men since women ri sk more severe 

complications such as extra-uterine pregnancy, infertili ty and cerv ical cancer. The 

prospects for treating STls vary by the various diseases. Bacterial infecti ons, (syphilis, 

gonorrhoea and chlamydia) can be cured with antibiotics whi Ie there are no curative 

med icines for the vira l diseases (condyloma, herpes and HIV). For the latter, palliative 

treatment is ava ilable. All STls, however, can be prevented, for example, through the use 

of condoms and contact tracing (Danielson and Sundstrom, 2006, P: 156). 

Daniel son and Sundstrom (2006: 157) have observed that the sharp increase in the 

proporti on of young people infected with chl amyd ia in recent yea rs indicates that 

condoms are not being used to a sufficient extent. Youn g peopl e are protecting 

themselves more against unwanted pregnancies than aga inst ST ls. To them, condoms are 

commonly used during the first intercourse but thereafte r, chi efl y contracep ti ve pills are 

used as protection. The two methods are se ldom combined. Many investi gat ions show 

that yo un g people have fa irl y good knowledge of STI preventi on but find it difficult to 

put thi s knowledge into practice. 

STls and STDs treatment varies per type. Bacterial, fun gi and paras itica l di seases are 

usually fai rl y easy to treat if caught early, while vira l di seases are di fficult if not 

imposs ibl e to completely cure. Pelvic inflammatory disease is a common compli cati on of 

several STDs. Technically speaking, pelvic inflammatory disease is defined as an 

infect ion of the womb, ova ri es and fa ll opian tubes and onl y app li es to women. However, 

men can get their prostate or testes infected . Gonorrhoea and chlamydia are the most 

common culprits, but even an untreated yeast infection can lead to pelvic infl ammatory 
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disease (PID). It can be treated if caught promptly, but if it goes on too long permanent 

damage can result. The symptoms of PID are pain in the lower abdomen, fever, a 

discharge with a truly bad odor, pa in during sexua l intercourse and bleeding from the 

genita lia. Poss ible permanent damage inc ludes scar ti ssue in the reproduct ive organs, 

chronic pa in and in fe rtility. In addition, PID can contri bute to something ca ll ed an 

ectopic pregnancy, where the fe rtili zed egg implants in the fa llopian tube rather than in 

the uterus where it is supposed to . Ectop ic pregnanc ies can cause severe pain , internal 

bleed ing, infert ility and death. 

Many STDs can s ignificantly raise chances for cancer. The best known is the human 

papilloma v irus, or HPY, which is often linked to gen ital cancer in both men and women. 

Hepatiti s A, B and C can all also contribute to cancer of the liver, while human T­

Iymphotropic retrov irus type causes leukemi a or lymphoma. The HIV virus th at causes 

acqui red immunodeficiency syndrome (A IDS) is perhaps the most fa mous STD that 

suppresses the immune system. HIY does so directl y, targeting and killi ng the whi te 

blood cells that the body uses to fend off di sease. However, a lmost any STD can have a 

negati ve impact on the immune system as a whole. Every ti me the body has to fight one 

invader off, it stea ls away energy and resources needed to fi ght other in vaders. Untreated 

STDs can give other opportun ist ic infections the opportunity to cause complications. 

2.7 Communication and Reproductive Health 

Communication on re productive issues among couples is important to ena ble them make 

sound decisions. A study conducted by Araoye (2006) among couples in Kwara State, 
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Ni geria found that respondents' atti tudes were genera lly posit ive towards women's 

partic ipation in decision-making. Araoye observed that, the locus of contro l for decis ion­

making was common ly both husband and wife , rather th an domin ated by a male or a 

female. Desp ite thi s findin g, onl y 53 .2% of ma les and 58. 1 % of fe males had actua ll y 

d iscussed des ired famil y size w ith the ir spouses, while even fewer - 36.6% and 35. 1 % 

respect ive ly - had d iscussed family planning methods with their spouses in the preced in g 

six months. She concluded that strategies to mobilize both men and women fo r 

reproductive health promotion are des irab le for improved rep roducti ve hea lth . 

S imilarl y, a study by Furuta and Salway (2006) in Nepa l fo und that few women reported 

parti ci pat ion in househo ld decision maki ng, and even fewer had any contro l over the ir 

own earnin gs. However, more than half re ported di scuss ing fa mily planning with their 

husbands, and there were significant differences among subgroups in th ese ind icators of 

women' s pos iti on within the household . The study also revealed th at , a lthough 

associat ions were not consistent across all indicators , spousa l discuss ion of fa mily 

planning was linked to an increased like lihood of receiv ing ski ll ed antenata l an d deli very 

care. The study concludes that gender inequality constra ins women's access to skilled 

health care in Nepal. Therefore, interventi ons to improve com municatio n and strengthen 

women's influence deserve continued support. G iven the strong associati on between 

women's edu cation and health care ut ili zation, Nepa li dec is ion-makers see the need to 

increase girls' schooling and a lter perceptions of the va lue of sk illed mate rna l hea lth care. 

According to the Population Council (200 I), the international reprod uctive health 

comm unity has acknowledged the impo rtance o f address ing gender di spa riti es in sex ua l 

re lati ons and reproducti ve hea lth dec is ion-m aki ng as fu ndamenta l to im prov ing the 
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reproductive health and rights of both women and men . The Council was of the view that 

gender-based power inequalities can contribute to poor health outcomes such as 

hindering communication between partners about reproductive health , constrain in g 

women's access to reproductive hea lth serv ices, preventing women's and men 's 

atta inment of sexua l health and pleasure, and by increas in g the ri sk of contracting HIV 

infection and other STis. 

Gender inequality in reproductive dec ision-m akin g is a key constraint in the soc ial 

context of reproductive health . Research shows that couples often disagree abo ut the 

desirability of pregnancy and the li se of contraceptives (Speizer. 1999; Banko le and 

Singh, 1998 ; Becker, 1999) . When thi s di scord ance occurs in a s ituation of mal e 

authority, men's opinions about these issues may overrule women's, even though the 

women often must implement the decisions made on these matte rs. In some cases, 

husbands fear that if they app rove of famil y planning and a ll ow their w ives to use it, they 

w ill lose their role as head of the famil y, and the ir wives may be unfa ith ful or they may 

lose face in their community (Watkins et ai. , 1997 ; Bawah et a i. , 1999) . Even when men 

approve of family planning in theory, they may disapprove of the ir partners' practis ing 

contraception and may be unwilling to use ma le condoms (Blanc, 200 I). As a result , 

women may sacrifice the ir own wishes to fulfil those of the ir partners o r the ir percepti on 

of their partners ' w ishes (Speizer, 1999). A lternative ly, women may practise 

contraception covertly, potentially expos ing themselves to fin anc ia l vu lnerability or 

emotional o r phys ical vio lence if di scovered (Popu lati on Council and IGWG, 2001 ). 

Conversely, women who have some decision-makin g power and autonomy often are 
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better able than other women to meet their reproductive health goals (Kishor, 1995; 

Kishor, 2000; Kritz et aI. , 2000; Mason and Smith, 2000). 

The bargaining power between men and women in Latin America, for instance, on these 

and other issues is undergoing transformation, in tandem with rapid social , economic and 

political changes in the region (Vigoya, 200 I). In many parts of postcolonial Latin 

America, men of varying classes and ethnicities have historically acted as family 

providers and patriarchs, assuming responsibility for their families' reproductive health 

decisions and controlling their wives' access to reproducti ve health serv ices (Hirsch, 

2003). Over the past few decades, however, civil wars, growing feminist movements , 

high rates of unemployment, inflation and migration, and increased global media access 

have spurred major changes. Central American women are now stayin g in school longer, 

migrating to urban areas, participatin g in the labour force, marrying later, using 

contraceptives and having smaller families (Work Bank, 2003). For men , s imilar 

changes, including increased migration to urban areas, liner marriage, and greater 

acceptance and use of contraceptives are taking place. The effects of these changes on 

gender-related decis ion making and reproductive health deci sion-making in particular are 

unclear and difficult to disentangle. A clearer understanding of power and bargaining 

processes in sexual relationships requires an examination of partners' influence relative to 

one another regarding decision-making on intra-hou sehold and ext ra-househo ld matters 

and should take into account how the broader political, social and economic contexts 

shape partners' decis ion-making power (Blanc, 200 I). 
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The results of a study by Speizer et aI. , (2005) provide important information about 

reproductive decision-making in Honduras for subsequent development of programmes 

targeting men's participation. The resu lts underscore the need for publ ic health efforts 

that recognize power imba lances and promote gender equ ity, especially among those 

categories of women and men who are the most likel y to report ma le-centered 

perspectives (rural residents, persons in consensual unions and those with relatively little 

education). Instructing women to talk with their husbands about reproductive decision 

making would probably be unhelpful in places where prevailing gender norms do not 

encourage thi s type of communication. 

Communication and decis ion-making playa vital role in assu ring informed choices 

regarding family planning and reproductive health behaviour (Oladeji , 2008). Effective 

communication and deci sion-mak ing empower people to seek what is best for their own 

health, and to exercise their right to quality health care (Rimal et al. 2002). It also 

facilitates decisions regarding how indi vidua ls control their fertility and w hether one uses 

a family planning method - before ever seeking contraception use. A growing number of 

family planning and other reproductive hea lth care programmes and providers report that 

men deserve more attention for the mere fact that men are potential partners in and 

advocates for good reproductive hea lth rather than bystanders, barriers or adversa ries 

(Oladeji, 2008: 99). 

Many studies and policies have been based on the assumption that if women were more 

involved in household dec is ion-makin g and had more control over financial resources, 

they would be more likely to use health serv ices and , hence, to have better health 
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outcomes (Furuta and Salway, 2006). However, results of Furuta and Salway'S (2006) 

study reveal a more complex picture, showing diverse relationships between the 

outcomes of interest and the four indicators of women's position within the household. 

Their findings help identify both the changes in women's position within the household 

needed to improve health care use and the usefulness of various empirica l measures of 

their position . 

Differences between groups of women in their use of maternal health services may be 

further influenced by factors unre lated to differences in their household position. Studies 

by Furuta and Salway (2006) found a strong assoc iation between a woman's discuss ion of 

family planning with her husband and the receipt of both antenatal and delivery care. 

This association could be explained by the fact that individua ls who discuss family 

planning tend to be more open to modern ideas and therefore more likely to opt for 

skilled maternal health care. That is, the route of causation could be unrelated to intra­

household gender relations. However, a plausible argul~ent supported by recent 

qualitative work in Nepal (Mullany et aI. , 2005) is that women who di scuss famil y 

planning with their husbands also communicate more about other matters, reflecting a 

more open , egalitarian relationship. Communi cation between partners about 

contraception may also indicate greater male invo lvement in matters that are traditionally 

identified as belong ing in the "female" rea lm and therefore potentially stigmatizing for 

men. Thus, at least part of the association may reflect improvements in household gender 

relations that are translated into increased use of materna l health care. It seems likel y that 

such communication would large ly operate by increasing the chance that women (or 
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couples) would ac t on pre-existing demand for care, although it may also influence 

demand through the exchange of information and support. 

In seeki ng to explain these low leve ls of health ca re use, most research has focused on the 

provision and geographi c access ibility of serv ices . However, no studies have looked at 

how soc io-cultural factors , such as inequ itabl e gender roles and women's pos ition within 

the household , have influenced use of services. Some studies in South Asia have 

suggested va rious ways in which gender ro les and relations may operate to restri ct 

women's access to heal th care during pregnancy and at the time of delivery. Mumtaz and 

Salway (2006) outlined the foll owin g: 

i. He igh tened rest rictions on women's movement because the pregnant state is 

considered "shamefu l," 

ii. Young wo me n's lac k of autonomy within the family and the fact that pregnancy­

related knowledge and decision-making authority are commonl y vested in older 

women, 

iii. Young women 's lack of influence over mater ial resources, and the exc lusion of 

men who are often the primary dec is ion-make rs a nd users of material resources. 

Additiona lly, there is a growing body of literature that explores the links between 

women's household position and contracepti ve use in South Asia (Durran t and Sathar. 

2000; Hakim et aI. , 2003). However, there is little research on how women 's household 

positions are related to their use of maternal health care se rvices. It is wide ly asse rted 

that increased gende r equality is a prereq ui site for ac hi eving improvements in maternal 

health . The Programme of Action adop ted at the 1994 International Conference on 

Population and Development stated that "improvi ng the status of women a lso enhances 

the ir decision-making capacity at all leve ls in a ll spheres of life, espec iall y in the area of 
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sexuality and reproduction" (UNDP, 1994). In Nepal , the low social status of women has 

been identi tied as a hindrance to progress towards national health and popu lation pol icy 

targets (Tuladhar, 1997; Rimal , 2002). Although it seems reasonable to assume that 

greater equality within the household leads to higher use of maternal health care services, 

this factor has not been explored for Nepal. Little is known about how intra-household 

relations constrain or facilitate access to health care, or about the dimensions of women's 

household position that are most critica l for achieving increased use. 

Furuta and Salway' s (2006) study examines the inOuence of four indicators of women's 

household position on the receipt of skill ed antenatal and delivery care: their involvement 

in decision making about their own health care, their decision-making and about large 

household purchases, their employment and control over their own earnings, and their 

discussion offamily planning with their husbands. 

Lack of communication about famil y plannin g may be associated with mi sperceptions 

about a spouse's views on famil y planning, which, in turn , may inhibit mutual deci sion­

making. In a Zambian study , the odds that women used a method covertly, rather than 

using no method , were about four times as high among those who were not comfortab le 

talking to their spou ses about family planning as among others; furthermore, husbands' 

disapproval of contraception appeared to work throu gh spousal communication , rather 

than having a direct inOuence on covert use (Bidd lecom and Fapohunda, 1998) . Men and 

women who do not communicate with their spouses about fami ly planning may not be 

aware that their spouses view contraceptive use positively (Oni and McCarth y, 199 1). 
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In settings where family planning use is a sens itive issue and overt spousal 

communicat ion is uncommon, men and women perceive such exchanges differently, and 

their underlyi ng motivations and percept ions guide negotiation strategies between 

partners (Blanc et aI. , 1996). Other facto rs that may inhibit spousal communicat ion are 

household crowd ing (Lozare, 1976), fa ta li sm and perceived worthlessness of such 

di scuss ions (e ri so l, 1974), dominance of other relati ves (such as mothers-in-law) in 

reproductive decisions (Poffenberger, 1969) and embarrassment about discussing fa mil y 

planning (Lozare, 1976). Behaviour change interventions like mass media campaigns 

intended to promote famil y pl anning may influence psychosocial factors assoc iated with 

spousa l communication, whi ch in turn , leads to family planning use. For example, in 

studies in Tanzania and Nepa l, peopl e who were exposed to a med ia programme and 

communicated with their spouses held more accurate perceptions of thei r spouse's 

attitude toward fami ly p lann ing than those who were not exposed (Sood and Boulay, 

2000). 

Furthermore, partners in unions who communicate may perceive the ir spouses to be more 

supporti ve, feel less fata l isti c about childbearing and more in control of their reproductive 

deci sions, and be less embarrassed about discuss in g these issues w ith their spouses than 

partners who do not communicate. By encourag ing coupl es to di scuss fam il y plan ning 

issues, these perception s indirect ly lead to the adopti on of fami ly plannin g. In Tanzania, 

spousal communication about fa mily planning, which was stimulated by exposure to a 

radio soap opera, played an importan t ro le in the adoption of contracept ive options 

(Rogers et a I. , 1999). However, spousa l communicat ion may be independe nt of media 

exposure . Women who discuss fam il y pl anning wi th the ir pa l1ners may be more like ly 
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than others to use contraceptives, not because they have been exposed to mass media 

messages on family planning but because they want fewer children (Meekers and 

Oladosu, 1996). 

The effect of spousal communication upon family planning use may also be mediated by 

the relative power of each spouse in the decision-making process. A study in Uganda 

suggests that women's social and economic vulnerability inhibits their ability to express 

and argue for their own interests with their partners, and recommends an explicit 

consideration of gender inequality as an important component of the study of 

reproductive outcomes (Blanc et aI. , 1996). A study in Indi a found that husbands were 

the principal decision-makers and initiators of di scussions about famil y planning (Raju , 

1987). As one group of researchers has noted , power imbalances in marriages favour 

men, and the husband's opposition to contraception may be sufficient to block use III 

many cases, but the reverse-the wife's opposition preventing li se if the husband is 

favourabl y inclined- will occur less often. The researchers 'conclude, "this asymmetry 

means that when spouses disagree, women's family planning aspirations will more often 

be frustrated by men's deci sions" (Biddlecom et aI. , 1997). 

Recent literature supports the view that couples' joint decision-making form s the basi s of 

family planning use . "Programmes aimed exclusively either at men or women Illay fail in 

their purpose, because most sex ual , family planning, and childbearing decisions are made 

or may potentially (and perhaps ideally) be made by both partners" (Becker, 1996). It is 

instructive to distinguish between contraceptive use resulting from a joint planning 

process and use by either spouse alone without consultation. A study in the Philippines, 
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however, failed to show that joint decision-making was more strongly assoc iated with 

contraceptive use than individual decis ion-making. Presumably, as the researchers 

pointed out, because the index of decision-mak ing used cou ld have been faulty, and 

husbands' tendency to consider family planning women's concern may have muted the 

differences (Lozare, 1976). It rema ins to be conclusively shown, therefore, whether 

couples' joint decis ion-maki ng is more strong ly associated with family planning use than 

is decision-making by e ither spouse alone. Of particular interest are the dynamics of the 

decision-making process and whether and how spousal communication affects thi s 

dynamic (Dodoo, 1998) . 

Communi cat ion at a ll levels (name ly, personal , family, comm unity, and mass media) 

plays a major role in indiv idua l decision-making in the fi e ld of reproducti ve hea lth 

(Piotrow, Kincaid , Rimon, & Rinehart, 1997). Piotrow et al. ( 1997: 2) have viewed the 

role of communication as the key process underl yi ng changes in knowledge of the means 

of contraception , in attitudes toward fert ility control and use ' of contraceptives, in norms 

regarding ideal fa mil y size, and in the openness of local cultures to new ideas and 

aspirations and new health behaviour. 

Exploring the influence of communication on reproductive health has been cons idered 

one of the important perspectives to encourage people to practise family pl anning. 

Valante and Saba (1998) argued that communication campaigns that disseminate 

information about fa mily planning methods and se rvices w ill increase the demand for 

famil y pl annin g se rvices and eventuall y lead to reduced fertilit y. 
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Studies on individuals ' exposure to mass media and family planning have found that 

exposure to contraceptive-use messages increases the likelihood of practi sing 

contraception (Cammack and Heaton, 200 I ; Gupta et aI., 2003; Stephenson and Tsui , 

2002). It should be noted, however, that the effect of mass med ia o n behavioural 

outcomes might be med iated by interpersonal communication among indi vidual s. 

According to a traditiona l hypothesis of media effects , the mass media is effective at 

changing awareness, knowledge, and attitude, but interpersonal communication is often 

necessary for behav ioural change (Chaffee, 1982). Several stud ies have shown that mass 

media campaigns have an indirect effect on health behaviour throu gh their effects on 

interpersona l communication , atti tudes, or soc ial norms regarding health-related 

outcomes (Rimal et al. 1999; Storey et al. 1999; Valante and Saba, 1998). 

Rimal et a l. (1999) showed that exposure to media campaign messages not on ly has a 

direct effect on overall hea lth behaviours regarding cardiovascular diseases, but it a lso 

affects health information-seek ing and interpersonal communication, which in turn , affect 

the health behaviours. Storey et al. (1999) also found that the Radio Communication 

Project (RCP) in Nepal had a significant indirect effect on modern family planning 

throu gh interpersonal communication about fam ily planning. Although communication 

has been described as a "cross-level" discipline, research too often has focu sed on 

individual use of communications, negl ecting the more dynamic , multi-level natu re of 

communications (Price et al. 1991). Paisley (1984) , for instance, suggested that 

communication scholarship should pay attention to processes operating at cultural , soc ia l, 

and psychological level s. Pan and McLeod (1991) di scussed severa l cross-level 

communication theories by nature, and Mutz (1998) coined the term impersonal influence 
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to emphasize the power of normative social influence that media can bring to people ' s 

everyday lives. 

A large proportion of studies mainly from developed countries have been conducted on 

how parents influence adolescent sexual behaviour (Crosby et al. 200 I; Voisin , 2002). 

There is al so a growing body of literature from sub-Saharan Africa on the role of parents 

in young people's behaviour (WHO, 2007; Nyalali , 2009). Several programmes focu sed 

on the role of parenting in improving adolescent SRH have been implemented, and 

experience from 30 of these programmes were described in a World Health Organi zation 

review (WHO, 2007). In East Africa, there have been efforts towards explorin g parent­

child relationships and specifica lly parent-ch ild communication. For example, Kinsman 

et al. (2000) and Muyinda et al. (2003) have explored the use of traditi onal forms of 

socialization (i.e. the Senga) in Uganda. Similarly, the "straight ta lk campaign" 

programme was explored and it has demonstrated the general willingness of parents and 

other adults to create a supportive environment for young people (Adamchak et al. 2007). 

In Kenya, programmes such as "families matter" work directly with parents and their 

children to improve intra-familial communication about sexuality and sexual ri sk (Miller 

and Vandenhout, 2007). In Tanzania, Nyalali et a l. (2009) have examined general parent­

child relationships and pointed to the strong socia l des irability biases inherent in 

questionnaires with parents about their relationships with their children . 

Although there is overwhelming evidence of the need to involve parents as part of the 

comprehens ive strategy for improving young people's health and development ( WHO, 

2007), there has been conflicting findings on whether parents in sub-Saharan Africa 
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communicate with their children about SRH and on the effect of such communication on 

young people's sexual behaviour. While some studies have shown that adolescents who 

discussed sex with parents were less likely to engage in unsafe sexua l behaviours 

(Mireku, 2003 ; Ngom et al. 2003), other studies have not found a consistent relationship 

between parent-child communication and sexual risk behaviours (Fuglesang, 1997; 

Babalola et al. 2005). These differences may be attributed to the content , timing and 

frequency of communication as well as the actual characteristics of parent-child 

relationships. 

In SSA , a few studies have focused on young people's family interactions through parent­

child communication about sexual intercourse (Mireku, 2003) and material support 

(Omoteso, 2006; Oyefara, 2005). These studies have mainly focused on schooling young 

people with I ittle consideration for the role that out-of-school young peop le play in the 

sexual decis ion-making of those attending school. While the above studies have 

identified some effects, the studies are too few to produce conclusive findings. They have 

recommended parenta l involvement in gu iding adolescents in mak ing responsible 

decisions about sex (Omoteso, 2006; Oyefara, 2005). The recommendations, however, do 

presen t some shortfall s because they do not exp lore whether parents currentl y do thi s in 

actuality , how the parents would guide their children, what exactly th e parents should 

communicate, and why they should communicate. 

Moreover, most of the studies focusing on communication about SRH in the developed 

countries (Henrich et al. 2006) and sub-Saharan Africa (Mireku, 2003) have focllsed 

exclusively on secondary school go ing adolescents or those at tertiary levels (Omoteso, 
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2006). This approach, though relatively easy to execute, still omits young people out of 

school or in primary school. As many of the East African countries still strive to achieve 

the Millennium Development Goal (MOG) on universal primary education , only 39% of 

young people attend primary school and 23% reach secondary school (UNICEF, 2007). 

In Tanzania, only 13% of children reach secondary school (UNICEF, 2007). Young 

people who attend school may be very atypical in terms of relative affl uence, knowledge 

of HI V and AIDS and the ways they think about the future. 

The importance of spousa l communication is often emph as ized in family planning 

programmes and research. In some analysts ' view, it is the first step in a rational fertility 

decision-making process (Mott and Mott, 1985). Numerous stud ies show that the amount 

of communication that occurs between partners is pos iti ve ly associated with 

contraceptive use (Kamal , 1999; Lozare, 1976). Spousal communication concerning 

contraception, especially in developing countries, remains rare (Becker, 1996). 

While the association of spousal communication with family planning use is wide ly 

recognized, the sequence of the relationship as to whether spousa l communication 

precedes or follows adoption of contraception is unclear (Oodoo, 1998). A common 

assumption is that communication leads to family planning use, but the reverse could also 

be true. For example, one study by Shivnandan and Borkman (1986) suggests that use of 

natural family planning methods leads to greater communication, because coup les need to 

talk about the reproductive cycle. 

In a family planning communication study conducted in Paki stan (Rukanuddin et al. 

(1988), 63.8 percent of currently married female contraceptive acceptors attributed 
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husband-wife communication as the specific source for motivation to adopt family 

planning. On the other hand, 29.5 percent of contracept ive use rs reported interpersonal 

communication with friends , re latives and neighbours as the specific source for 

motivation to adopt family planning. 

In the review of literature on communication, in fo rmation sharing and reprod uctive 

health within the fami ly, it was observed that there is lack of literature on thi s subject 

particularly in sub-Saharan Africa. This assertion is supported by Biddlecom et al (2009), 

wh ich states that another dimension of parenti ng is com muni cation yet in Sub-Saharan 

Africa, availab le evidence suggests that parent-child communicati on about sex-related 

matters is not very common and at times is fraught w ith di scomfort. especia ll y 

commun ication with fathers. Th is is a gap that thi s research intends to sea l w ith 

information gathered . 

2.8 Conceptual Framework 

This study is based on the fram ework o f Tom Merrick ' s 2004 Pathways to Improved 

Reproductive Health Outcomes. The framework a llows one to conceptua li ze the 

interconnectedness of variables - effective communication , information-sharing and 

infonned choices that affect reproductive health outcomes - since heal th outcomes are 

influenced by a range o f multi-sector ial factors including famil y, household, and 

community behavio urs. 

According to Merrick (200 I), individua l and fami Iy behaviours at the househo ld level 

have an impact on health and such behaviour is often related to educational leve l, access 

to health services, communication among household members, membership of formal 
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and informa l support networks, and information and knowledge due to exposure. Health­

promoting behav iour requires not only knowledge about how to prevent di sease and 

promote health but also the ability to act on thi s info rmati on. Much of health-promoting 

behaviour takes place w ithin families. Decisions about whether hea lthy practi ces are 

worth the time, e ffort and money to carry them out are made w ithin famili es (Merrick , 

2001 ). 

According to Merrick (200 I), researchers and research studies have histori ca ll y treated 

a ll members o f a famil y or househo ld as a s ingle unit , assuming that bene fits fo r one 

member w ill be equal for a ll other members. Thi s may not be the case or the rea lity. It is 

w idely acknow ledged that intra-household differences in gender and age may 

significantly a ffect how decis ions are made and whether a dec ision is bene fi c ial for all. 

Thus, an understanding of communicati on, informat ion sharin g and decision-making is 

critical to policy decis ions that affect families. 

Figure 2. 1 presents a model where in effecti ve intra- famil y di scuss ion or communication 

is more likely to ex ist in households with higher education and higher income. In turn , 

such effective famil y di scuss ion increases exposure to reproducti ve hea lth messagi ng or 

materials, and exposure leads to empowerment. The empowerment may result fro m 

enhanced self-confidence, increased knowledge, and increased intenti on to take 

advantage of part icular reproducti ve hea lth services. In the mode l, em powerment fin ally 

leads to positive reprodu ct ive hea lth outcomes. 
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Figure 2.1: Conceptual Framework Showing Projected Pattern of Relationship 
a mong the study variables 

Personal Characte ri stics: . Educational leve l . Income leve l 

Intra-family Exposure to Empowerment 
Communication r--------. Reproducti ve f-------+ --(Family Health 
Di scuss ion) Informati on 

Source: Merrick (2001 ), w ith modifi cat ion 

2.9 Hypothesis 

The stud y attempts to test the fo llowing hypotheses: 

Posit ive 
Reproductive 

Health Outcomes 
(RH Service 

Usage) 

i. There is no s ignificant re lationship between ed ucationa l level and intra- family 

communication such that the high level of educa tion of indi vidua l will not have 

any influence on the frequency of intra-fa mi ly di scussion about sexual and 

reproducti ve health issues. 

II. There is no significant re lati onship between econom ic status (usin g income as an 

indicator) and intra- fami ly commun ication. T his is to say tha t the economic status 

o f a fa mil y does not promote sex ua l and reproduct ive hea lth communication in 

the family. 

46 



iii. There will be a significant positive relationship between intra-family discuss ion 

and use of reproductive health service. Effective family (household) 

communication improves usage of reproductive health services and methods. 
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3.1 Introduction 

CHAPTER THREE 

RESEARCH METHODOLOGY 

This chapter presents the detail s of the methodology adopted for thi s stud y. Particularl y, 

the chapter provides a profile of the research setting or study area so that persons 

unfamiliar with the research setting can familiarize themselves in order to understand 

why certain methods were adopted. In addition , the research design, data collection 

method, procedure for data analysis. data quality assurance and control , population and 

sample are all di scussed in detail. Data qua lity control was maintained in accordance with 

ISO 20252 (international standards for market, op ini on and soc ial research ). 

3.2 The Study Area 

The study area comprises six di stricts in the Volta Region of Ghana, namely Ho, Krachi , 

Kadjebi , Hohoe, Ketu and Akatsi. Thi s constituted nearl y 33% of the total number of 

districts (IS) in the region. These di stricts were chosen based on purposive sampling. 

Volta Region was chosen for thi s stud y because of its geographical and cultural di versity 

compared to other parts of Ghana and its useful sub-di vis ion into the northern , middle 

and southern zones (Government o f Ghana/ United Nations Population Fund [UNPFA), 

2006). The findin gs can easily be compared to other parts of the country which is divided 

into three ecological zones: the sandy coastline backed by coasta l pla in , the middle belt 

which is heavily forested and has many ri ve rs and streams and a northern savannah which 

is drained by the black and white Volta Ri vers (Ghana Stati sti ca l Servi ce, 200S). 

Additionally, these di stricts were chosen because: 

I. The soc ioeconomic condition s of the residents are typica l of mu ch of Ghana, 
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II. Accessibility of these districts in tenns of both the people and the localities, and 

iii. Familiarity of the people and the geographical locations by the researcher. 

It is important to note that the social and economic status of the residents and the 

participants has implications for accessibility of health facilities. In the following 

paragraphs, a brief description of the Volta Region is provided followed by descriptions 

of the individual districts involved in the study. Figure 3.1 presents a map of the Volta 

Region and the study districts. 

Figure 3.1 Map of the Volta region showing Study area 
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Volta Region is located a long the southern half of the eastern border of Ghana, which it 

shares with the Republic of Togo. Greater Accra, Eastern and Brong Ahafo regions share 

boundaries w ith it on the west, on the north by the Northern Region, and on the south by 

the Gulf of Guinea. The region occupies an area of about 20,570 square kilometres or 8.6 

per cent of the tota l land area of Ghana. The region has a length of about 500 kilometres, 

stretching from the south to the north. It encompasses most of the vegetation zones found 

in the country, that is, the coasta l grass land and mangrove swamps, rep le te wi th sandy 

beaches, the guinea savan nah, from mo ist sem i-dec iduous forests in the central hi ghland 

areas to the undulating Sahe l-savannah and the mounta inous wooded savannah in the 

north . The region ' s mou ntain s form part of the Togo Range, which stretches from parts of 

the Ashanti and Eastern regions in to the Republic of Togo. The highest mounta in in 

Ghana, Mount Afadzato (Avadzeto) , located in the Hohoe District, is part of thi s range. 

Thi s mounta in. together with severa l picturesque phys ica l . features such as the Vii 

waterfall s near Mountain Gemi (Amedzofe) and the monkey sanctuary in Tall (Hohoe 

District) are some of the region ' s touri st attractions. 

There are 18 districts in the Volta Region , namely; Adaklu-Anyigbe, Akatsi , Biakoye, Ho 

Municipal , Hohoe Municipal. Jasikan , Kadjebi , Keta Municipal , Ketu North, Ketu South , 

Kpando, Krachi East, Krachi Wes t, Nkwanta South , Nkwanta North , North Tongu, South 

Dayi, and South Tongu. The most popul ar health fac ility in the region is the trad itional 

healing facility which constitutes about 54 per cent of a ll the hea lth facilities in most 

di stricts. C linics con stitute 37 per cent of the hea lth facilities while hospital s constitute 

only about seven per cent. T he greatest concentration of hospitals and c l inics a re in Keta , 
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Ketu , North Tongu, and Kpandu, w ith Hohoe having just one hospita l but as many as 14 

clinics (Ghana Stati stical Service [GSS], 2000). Orthodox medical facilitie s are re lativel y 

inaccess ible to the rural communities, while trad itional healing facilities are within casy 

reach of between 80 to 100 per cent of a ll localities. Many people in the region, there fo re, 

resort to the serv ices of traditi ona l hea lers on whom they re ly cons iderably fo r their 

primary health care needs. 

3.2.1 Ho Municipality 

Localion and Size 

Ho Municipa l is one of the twenty fi ve (25) Munic ipa lities and Distri cts in the Volta 

Region of Ghana. The Muni cipality is a lso the ad ministrati ve capita l o f the Peopl e o f the 

Volta Region. The Munic ipa lity li es be tween latitudes 6 0 207 N and 6 °55 Nand 

longitude 0 0 127 E and 0 0 53 E. T he Munic ipality shares boundaries w ith the Rep ublic 

of Togo to the east, to the west w ith Ho West Di stri ct, to the north w ith Hohoe 

Municipa lity and to the south with Agotime- Z iope. The Admini strati ve capita l o f the 

Municipality is Ho . 

Population 

The total population of Ho Munic ipality is about 200,000 according to the yea r 2000 

population and housing census . The urban population compri sing three towns in the 

Municipality as deta ils in be in g 37% while the rural population is 126, I 07 bein g 

63 %. The average ho useho ld s ize in the urban centres range between 4 . 1 to 4.7 whil st 

that o f rura l settl ements range between 3.2 to 6.6 The average annua l population growth 

rate in the Muni cipa lity is 1. 17% . Thi s is below that of the national fi gure of 2. 7% and 

regional ave rage o f 1.7%. 
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Health Profile 

The Ho Municipality has a total of 45 health fac ilities out of which 43 are under the 

Ghana Health Service and the rest are Mission and Private owned. In genera l, the health 

status of the people in the Ho municipality is improving grad ually. More infants and 

young children are surviving and adults are li ving longer. However there exists some 

cultural and religious resistance to the use of modern drugs to treat illnesses, resulting in 

fluctuating figures in the health indicators like maternal mortality rate, Infant mortality 

rate, and measles, malaria, and guinea worm cases. 

Educational profile 

The municipality has a total of 162 Pre-Schools, 185 Primary, 11 4 Junior Secondary 

Schools, 22 Sen ior Secondary Schools, I Training Co ll ege and I Polytechnic in the 

Ho Municipality. The school dropout rate is 2.8% in the Primary and 4.1 % in the JSS 

the previous academic year 2004/2005 . 

Economy 

The economy of the Ho Municipa lity is not particularly buoyant. The formal sector of 

the economy is made up mainly of employment in the public service and private 

construction companies. Other econom ic activities in the municipality are petty 

trading mostl y in the urban areas and subsistence farming, animal rearing, al1isanery 

and vocations such as hairdress ing and dressmaking. About 63% of the population in 

the rural areas are engaged in subsistence farm ing as their primary occupation. 

3.2.2. Kadjebi District 

Location and Size 

52 



Kadjebi District is one twenty fi ve (25) Municipalities and Districts in th e Volta Region 

of Ghana. The Di stri ct has its Administrati ve Capital at Kadjebi. The Di stri ct was created 

as an assembly by Legislati ve instrument (L I) 1465 in the yea r 1989. The Distri ct is 

located in the south-northern belt of the Volta Region of Ghana. The Distri ct shares 

boundari es w ith N kwanta South to the north , to the south w ith l as ikan District, to the 

west w ith Krachi East Distri ct and to the east with Republi c of Togo. 

Population 

The 2000 Population and Hous ing Census stated that the total popul ati on of Kadj ebi 

di strict is 5 1,998. O ut o f the 5 1,998tota l population 84. 1 % are rural, w hile 15.9% are 

urban. The Kadj ebi Distri ct is the least popul ated di strict in the Volta Region. It provides 

onl y 3.2% of the tota l Vo lta Region population of I, 6235 ,42 1. The population growth 

rate of the d istrict stands at 4.9%. This is considered too hi gh compared w ith the growth 

rates of 1.9% and 2.7% to r the Region and the Nat ion respecti ve ly. There were 8,3 14 

houses and 12,483 households with the average househo ld s ize of 5.3 in the di stri ct 

during the 2000 Population and Hous ing Census. The separate and the compound houses 

are the mai n type o f dwe lling units in the distri ct. However, a sample household ' s survey 

prov ided household s ize of 9.5 persons. With a large household size of 9.5 , there is the 

corresponding high household expendi tures on food, transport, clothing, education and 

health serv ices. 

Health Profile 

The distri ct has seven (7) publi c hea lth institutions. The Mary Theresa Catho lic Hospital 

at Dodi -Papase is the onl y hospita l in the Distric t by nati ona l standard. In fant mortality 
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rate is 0. 1% and maternal mortality rate is zero. A lso prevalent in the di strict is the HIV 

and A IDS. Out of the 66 number of reported crises 19 are males and 47 females. Since 

the di strict shares a bord er with the Republic of Togo, there are cross-border activiti es, 

w hich go to increase the prevalent rate of the di sease and make it a critical issue for the 

di stri ct. 

Education Profile 

The distri ct has 13 nurse ry schools, 72 primary schools, 30 junior secondary schoo ls, two 

senior secondary school s and one vocationa l school. Total enro lment is 13,73 1 and there 

are 530 trained teachers and 79 untrained ones. 

Economy 

The Kadj ebi di strict is predominantly an agricultural produc ing distri ct. 62.5% of the 

economica ll y acti ve population are engaged in agri culture and anima l husbandry, 14.8% 

are in the production and transport sector, while I 1.1 % are in the trad ing sector. 

3.2.3 Hohoe Municipality 

Location and Size 

Hohoe Munic ipal situated in the middle of the Volta Region is one o f the twenty fi ve (25) 

Munic ipalities and Distri cts in the Volta Region of Ghana. The Administrati ve Capita l of 

the Muni ci pali ty is Hohoe. The Municipality Shares boundari es w ith Afadj ato Di stri ct to 

the north, to the south with South Day i Di stri ct , Ho Municipa l and Ho West Distri ct 

respectively, to the east w ith th e Republi c of Togo and to the west w ith Kpandu 

Municipal 

Population 

The 2000 popul ation and housing fi gure for Hohoe Municipa l is 144,5 11 w ith the gender 
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breakdown established as 70,754 males and 73,547 females. Using the number of 

settlements that have attained the 5000 population mark, the Municipality is essentially a 

rural one. Hohoe is the only urban settlement. The average household size is 4.4 (the 

urban figure is 4.3 and the rura l 4.6). Comparative national average size for urban and 

rural areas is 4.3 and 4.9 respectively. Households numbering 7172 lived in the urban 

areas while the rest 25672 were 111 the rural areas. 

Health Profile 

The di strict has seven (7) public hea lth institutions with the Mary Theresa Catholic 

Hospital at Dodi-Papase being the only hospital in the Di strict by national standards. 

Infant mortality rate is 0.10% and maternal mortality rate is zero . A lso preva lent in the 

di stri ct is the HIV/AIDS. Since the district shares a border wi th the Republic of Togo, 

there are cross-border activities, which go to increase the prevalent rate of the di sease. 

There is the need to curb the HIV/AIDs. The Health institutions w ithin the di strict have 

acute shortage of Profess ional staff. The district has only one .c I) Medical Officer. thirty­

one (31) Nurses of various qualifications and thirty-six (36) other categories of worke rs. 

Educalion profile 

The formal educat ion system 111 the municipality, as of 1997, compri sed 88 

kindergartens, 129 primary school s, 80 junior secondary schoo ls, 10 senior secondary 

schools, two trainin g colleges, one technical institution and one special education school 

for the deaf. 
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Economy 

Majority of the people of the Municipality (about 65%) are engaged in agricultural 

production and the technology employed is largely the traditional cutlass and hoe. 

Agriculture continues to offer employment to about 70% of the popul ation in the di strict. 

3.2.4 Ketu South District 

Location and Size 

Ketu South Munic ipal with its administrative capital Denu is one of the twenty fi ve (25) 

Municipa lities and Distri cts in the Volta Region of G hana. The Ketu South Municipal 

establi shed by Leg islative Instrument (U) 1469 of 1989. The Mun icipal shares 

boundaries w ith Ketu North Di strict to the north , the Republi c of Togo to th e East, the 

Gulf of Guinea to the south and to the west w ith Keta Municipal. The municipa lity serves 

as the Eastern Gateway to Ghana where continuous cross-border trading activities occurs. 

Population 

The population of the municipality during the 2000 Population ' is 237.20 I which 

constituted about 11.5% of the region ' s populat ion .It has a gender breakdo wn of 53 .2% 

as femal es and 46.8% males. The municipality has a population growth rate of 1.7%. The 

district exhibits both the rural and urban types of settlement as 65% live in rura l 

settlement and 35% in urban centers. 

Health Profile 

There are seven hospitals and 16 clinics in the municipality. The services come from the 

public and private sectors as well as traditional practitioners. The serv ice providers are 

the public, private sectors and the traditional practitioners. Of greater concern is the high 

prevalence rate of HI VIA IDS in the municipality. It is difficult to assess the exact rate of 
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the disease in the municipality since in-migrants and patients across the Ghana-Togo 

Border attend hospitals in the district for treatment. The existence of commercial sex 

workers continues to pose a threat and serves as a challenge to the municipality anti HIV/ 

AIDS programs. 

Education Profile 

There are 325 educational institutions in the di strict. Seventy-one (71) pre-school level 

institutions, 155 primary schools, Ninety (90) Junior Secondary School and eight (8) 

Senior Secondary School and one vocational School. Both public and private sectors 

contribute to the educational facilities in the Municipality. The private sector contributes 

about 17% of the facilities and the public sector about 83%. 

Economy 

Ketu South Municipal thrives in markets. The major markets specialize in fi sh especially 

smoked herrings and agricultural produce. The Border market of Allao is a commercial 

distribution centre for agricultural produce from Western , .Brong-Ahafo and Central 

regions of Ghana. These goods are subsequently exported to Togo. Crop fann ing happens 

to be the major source of income in the Municipality. 

3.2.5 Akatsi District 
Localion and Size 

The District is located in the South-Eastern part of the Volta Region. It has a total land 

area of about 960.445 sq. km. The total land under cult ivation is about 51 ,438.12 

hectares. The District is bounded to the South by the Keta Municipal , to the East by the 

Ketu North D istrict: to the North by North Tongu Di stricts to the West, Adak lu Anyigbe 

District and the Republic of Togo to complete the demarcation of the Akats i Di strict. 
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Population Size 

The population of the District according to 2000 Populations and Housing Census is 

93,477, which is made up of 46.9% (93,843) male and 53.1% (49,634) fem a le. Abou t 

96.3% of the total population is resident. The District share of the total Regional 

Population is 5.7%. According to the 2000 PHC, 79% (88,373 ,860) of the population 

lives in the rural areas while 21 % ( 19,6 17) lives at the urban area. It has 2.5 % population 

growth, which higher than the regional growth rate of 1.8%, but at par with that of the 

national growth rate 

Health Profile 

There are 18 health facilities in the district. Out of this number, 13 of them belong to the 

Government whiles the remaining five are privately owned. T here is no district hospita l 

however; serious cases are re ferred to the two private hospital s in neighbouring distri cts. 

Education Profile 

There are 116 primary schoo ls 40 lunior Secondary School s, two (2) Secondary Schools 

and one tra ining co llege. 

Economy 

Agriculture is the leading employer of the Distri ct 's workforce since the economy is a 

rural one. This accounts fo r about 85 % of the labour force (popul ation) engaged in food 

crop production such as roots and tubers, cerea ls, legumes and vegetab les. 

3.2.6 Krachi West District 

Location and Size 

Krachi West Ds itrict is one of the twenty five (25) Municipalities and Di stri cts in the 

Volta Region of Ghana. The District is located at the north-western corner of the Volta 
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Region. The Administrative capital is Kete-Krachi . The District Shares boundaries with 

Krachi Nchumuru District to the North, to the east with Krachi East District, to the south 

and west with the Volta River. 

Population 

The total population of the district is 81 ,954 with the growth rate of2.5%, the popUlation 

stands at about 92,723 (2000, PHC). The population distribution in the district shows 

that 51.7 percent are males wh ile 48.3 percent are females. This differs from the national 

distribution where there are more females (50.68) than mal es (49.32 percent). 

Health Profile 

The district has one government hospital at Kete Krachi , ten hea lth posts, one primary 

health care clinic and one mission clinic, four MCH/F P clinics and one private maternity 

c linic. In addition to these health faci lities mobile health teams from Kete Krachi and 

occasionally from (the regional cap ital) v isit a number of the vi ll ages. Traditional healers 

and Traditional Birth Attendants (TBA) play an important role in important role in the 

health delivery system in the di strict. 

Education Profile 

The district has 51 preschool 98 Primary26 Junior Secondary Schools and three (3) 

Senior Secondary Schools. The d istrict also has one Vocational and one Techn ical 

institution as part of the educational facilities. 

Economy 

The major economic activity of the people is agriculture Farming is the major agricu ltural 

occupation with farmers producing mainly yam. Other crops cultivated on large sca le in 

the district are cassava, maize, ri ce, beans and groundnuts. Livestock also thrives in the 
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district and cattle, sheep, goats and pi gs are in abundance. Fishing is also a major 

economic activity as a result of the creation of the Volta Lake. The Sattor and the Ada 

settlers are the majo r tribes doin g fishing here. 

3.3 Research Design 

This study cons ists of descriptive research. Mitchell and Jo lley (2007) suggest that 

descriptive research is not equipped to answer "why" questions but can help us address 

the "what", "who", "when", and "where" questi ons. They suggested that researchers 

interested in the "why" questions should adopt experimental research designs. They also 

suggested that there are several ways of obta ining data for descriptive research but that 

the most common method of doing descriptive resea rch is by survey, which was the 

primary data collection tool in thi s study. In addition, qualitati ve research methods such 

as key informant interviews and focu s group di scuss ion s (FGOs) were also used . 

Ultimately, both quantitative and qualitative data co llection methods were adopted. 

While the structured se lf-administered questionnaire survey represented a quantitative 

approach, the focus group discussions (FGDs) and key in forman t interviews comprised 

the qualitative approach. A combination of quantitati ve and qualitative data collection 

procedures increased the understandin g of the issues related to intra-family 

communication, among spouses and parent-child communication. Focus group 

discuss ions were conducted to capture general perceptions on sensiti ve issues. And, 

deiailed descriptions of findings emerged from the administration of the questionnaires 

probing exactly why certain practi ces were adopted or certai n dec isions taken . 
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3.4 Population 

The target population for this study consisted of all households in the Volta Region of the 

Republic of Ghana. However, the access ibl e population consisted of six districts, namely 

Ho, Krachi , Kadjebi , Hohoe, Ketu and Akatsi out of eighteen districts in the Volta 

Region. These districts were chosen based on purposive sampling. As indicated earlier, 

these six districts were selected as a result of their access ibility, divers ity, and 

researcher' s familiarity with the region. In particular, diversity was critical to ensuring an 

authentic representation o f the sample population. Shadd ish Cook, and Campbell (2002, 

cited in Oppong, 20 I I) have suggested that researchers can choose between purposive 

sampling of typical cases and purpos ive samp ling of heterogeneous cases. In this 

research, purposive sampling of typical cases was chosen as it enabled the researcher to 

identify those households whose characteri stics matched those that are typical of 

households of the Volta Region. 

3.4.1 Sample 
According to Fraenkel and Warren (2002) , there is no clear-cut guide to appropriate 

sample size se lection. Rather, the best sample is as large as the researcher can rely on to 

obtain the needed data with affordable tim e and energy. Continuing, they stated that a 

sample size should not be too small or too large. Alreck and Settle (1985) on the other 

hand, have proposed 10% as a representative sample s ize rel at ive to the entire population. 

Kumekpor (2002) also stated that the process of se lecting a sample is an important pal1 of 

any study because it has significant bearing on the extent to which the sample will be 

representative of the universc. He added that, thc c lement of chance or random ness 

should, to a large ex tent, inform or influence the process of se lecting a sample. 
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Sample size was determined by using the fo llowing formula (Ary, Jocobs, & Razavieh, 

2002: 387): 

Where: 

1 

Vn= ( ~)(Z) 
-./ pq 

n : sample size needed 
E : the desired margin of error 
pq : variance of hypothesi zed proportion 
z: z-score of the confidence level 

Using E: +1- 3% at 95% confidence level (z: 1.96), p : 0.5 and q : 0.5 , the desired 

sample s ize was calculated as fo ll ows: 

n : ([ J/O.031/~ (O. S) (O.S)]) 2 X (1.96i 

n : (1/0.06i X (3.8416) 

n: (277.7783) X (3.84 16) 

n:1067 . 11 3 1 

n : 1067 

The sample size was rounded up to 1080 to enable the researcher se lect equal number 

households (60) from each district. As a result, a sample s ize of 1,080 respondents from 

the six selected districts in the Volta Region was purposely se lected for this study 

irrespective of the number of households in the districts. The sample size was made up of 

sixty (60) households per d istrict and three (man, woman and a young person) people per 

household (1 ,080: 60 x 6 x 3). Two focu s group di scuss ions (one peri-urban and one 

rural community) were held for each distri ct made up of 10 discussants. This was 
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followed w ith five key informant (Distri ct Medical Officer, a nurse/midwife, a traditional 

healer, a community chem ist/pharmacist and a reli gious leader) interviews per distri ct. 

3.4.2 Sampling Method for Survey 

Sampling technique is important in any socia l sc ience research because it has significant 

bearing on the outcome of the research and the extent to which the sample will be 

representat ive of the un iverse or population. Additionally, the element of chance or 

randomness should , to a large extent , inform or influence the process of se lectin g a 

sample (Kumekpor, 2002) . Issues related to the width of coverage that is acceptab le to 

a llow for inferences and genera li zat ions, and what types o f respondents will be ab le to 

give answers reflective of the population of the area (un iverse). In this study, a 

combination of purposive samplin g and s impl e sampling were applied in the sample 

se lection. 

Figure 3.2 illustrates how the samp ling was done. In the first place, purposive sampling 

was used to select the Volta Region and the s ix districts as well. The Volta Region was 

purposive ly selected out of the 10 reg ions of Ghana because of its sub-divis ion into the 

northern , middle and southern zones due to its geographica l and cu ltu ral diversity 

compared to other parts of Ghana (GoG/UN FPA, 2006). 
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Figure 3.2: Illustration of the Sampling Methods used for the Household Survey 

Purposive 
sampling Volta 
Region out of the 
10 regions in 
Ghana 

Purposi ve sampling 
of six di stricts out of 
the 12 " UNFPA 
districts" In the 
Volta Region 

Final sample consisting 
of 60 households made 
up of 3 persons from 6 
di stricts ( 1, 080 
persons) 

Simple random 
sampling of two 
communities from 
each of the six 
districts (One urban 
and one rural) 

Convenience 
sampling of30 
households from 
each urban chosen 
community and 30 
households from 
each rural chosen 
communitv 

With regards to the di stricts, the ma in reason for the use of purposive sampling instead a 

probability sampling technique li es in the fact that United Nations Popul ation Fund 

(UNFPA), one of the sponsors o f my studies, requested that data be collected in the 

districts in which it is currently operating so that findings from the research cou ld be used 

to improve reproductive health programming in those di stricts . In addition to the fact that 

the chosen districts were a ll " UNFPA di stricts", the se lection of the di stricts for this study 

was also based on the di stribution of the di stricts among the zones which are not equal in 

size and population . The northern zone has five di stricts, out of wh ich one was se lected 

for the study; the middle zone has eight di stricts, out of which three were selected for the 

study; the southern zone has four di stricts, out of which two were se lected for the stud y. 
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Simple random sampling was used to select the communities in order to increase the 

representativeness of the final sample. Prior to the training of the field assistants 

(enumerators), who were al so staff of the Ghana Stati stical Service of the chosen 

districts, li sts of communities in the chosen districts or administrative areas were obtained 

by the field assistants from the official s of their di strict assemblies and were used as the 

sampling frame for the simple random sampling. The communities were al so class ified as 

rural or urban using definitions of the Ghana Statistical Service. Localities with 

populations of at least 5,000 con stitute urban areas and those with less than 5,000 

constitute rural areas. During the training, names of the communities were written on 

sheets of paper, put into baskets and shuffled . Six volunteers were then requested to pick 

a community from the baskets each. 

Even though the communities have differen t numbers o f households, a total of 60 

households were selected from each community. Convenience sampling method was 

used in the household survey such that whoever was available at the time of the data 

collection and willing to participate was included in the study. The chief s palace was 

used as the point of reference in each chosen community to ensure that a uniform 

approach was adopted in the use of convenience sampling. Us ing the chief s palace as the 

reference point, the field ass istant moved one direction at a time (east, west, north or 

south of the chief s palace) , ensurin g that the respondents se lected were representati ve of 

people from all segments of the village or town. The field officer then had to se lect eight 

households to the north and south and seven households each to the east and west making 

a total of 30 households in the community. He or she had to make sure that the 

households selected in the ass igned direction were based on availability and willingness 
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to participate In the stud y. To qualify to participate in the study, a household had to 

consist of two adults (a male and female couple) and a young person to be interviewed. A 

young person was defined as a child aged between 10 and 24 years (this was based on the 

UN di stinction) . 

3.4.3 Sampling Method for Interviews and Focus Group Discussions 

A number of sampling methods were used in se lecting respondents for this study so that 

the strength of one approach could complement the weaknesses of the' other. As indicated 

earlier, the six distri cts were purposively selected for this study because of the ir 

characterist ics which are of interest to the study. Key informants or s ignificant others 

such as Di strict Medical Officer, a nurse/midwi fe, a trad itional healer, a com munity 

chemist/pharm ac ist and a religious leader were also selected purposively because of their 

in-depth knowledge of the phenomenon under investigation. A purposive sampling, 

however, was used to se lect one peri-urban and one rural community each in the six stud y 

di stricts for focu s group d iscuss ion (FG D) and key informant interviews (K II ). 

3.5 Data Collection Procedures 

Informed consent was obtai ned from all the study participants before the start of each 

group di scuss ion or interview. Participants ' wi llingness to participate was validated 

through the signing or thumb-printing of a consent form incorporated into the 

questionna ire. The right ' to not participate ' was also explained to each potential 

participant, but there were no objections to participation. 

In order to collect the data for this study, questionnaires were designed in acco rdance 

with the study objectives and in each of the se lected districts , interviews were carried Ollt 
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using the questionnaire w hich contained both open and closed-ended questions. Focus 

group discuss ions and key in fo rmant interv iews were conducted in the same study areas. 

For the househo ld survey, fi e ld ass istants interviewed three members from each of the 

selected households. In each household, a male, female and a young person were 

selected. Not more than one household on the same compound was in tervi ewed. Selected 

households that did not meet the criteria of a couple and young person were di squalified 

and the fi e ld ass istant moved to the next randoml y selected household. 

Data co llecti on in struments were modelled alon g the lines of the 2008 Ghana 

Demographic Health Survey (GDH S) as fa r as background and the identified 

reproducti ve health issues are concerned . The study used both quantitat ive and qua litati ve 

research techniques to co llect the data required to address the objecti ves of the stud y. The 

qua litative researcher is one who looks through a w ide lens searching for patterns of 

interrelationships between a previously unspecified set of concepts, and the quant itat ive 

researcher is one who looks through a narrow lens at a spec ifi'ed set of vari ables (Patton, 

1992) . 

The data co llecti on process began w ith reading and explaining the contents of the fo rms 

to each parti c ipant. The literate part ic ipants read the consent fo rms themselves and 

signed. With regard to the minors there were two levels of consent. Because they did not 

have the legal capac ity to consent to their own participation in the study, consent for the ir 

participation was first obtained fro m their parents/guardian and add itionall y from the 

young person. Thus, consent of the guardian did not mean that the young person must 

necessaril y parti c ipate in the stud y. They had the right not to participate or to end their 
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participation after they had initia lly agreed to do so. These conditions were adequatel y 

explained to them. In a ll , the household survey took 21 days spanning from late 

September to early October, 20 I O. 

In the qualitati ve research technique, the study made use of face to face interviews, focu s 

group discussions (FGDs) for some selected opinion leaders and significant others in the 

communities, and key informant interviews (KII) with se rvice providers on family 

decision making and access to reproductive health serv ices. The interviews were 

conducted at respondents ' homes separate ly for men , women and young people. A 

checklist was developed to elucidate informat ion about the general social and educational 

status of the group , their work patterns, knowledge , attitude and pract ices on their own 

reproductive health problems, behaviour and customs foll owed in the society during 

pregnancy, antenatal care services availabl e in their community, family plannin g options 

and practices and sources of information in the community. 

All the FGDs were recorded after permi ss ion had been sought from discussants. The 

interviewees were purpos ively se lected as key informants based on their profess ion, the ir 

in-depth knowledge, views, understandings, interpretations, experiences, and interactions 

contributed to the social reality that the study research questions are designed to explore. 

The interviews served more to interpret the data of the questionnaire than to provide 

additional quantitative informati on. 

3.5.1 Research Materials 

Questionnaire, interview and di scussion guides were employed in thi s stud y. The 

following paragraphs di scuss each of the main research instruments used. 
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The questionnaire was divided into five main sections. The first section covered the 

socio-demographic background of the respondents. The second, third, fourth and fifth 

sections also covered knowledge of reproductive hea lth as defined in the study: maternal 

health (safe motherhood), famil y planning, prevention and management of unsafe 

abortion , and prevention and management of STl s and HIV and AIDS respectively. The 

questions, their wording and sequence were identical for all categories of respondents of 

the study. This was to ensure also that any differences that may be observed in the study 

can , to a large extent, be attributed to respondents ' own views on issues determining their 

life circumstances. The printed questionnaires, with 73 questions in a ll , were 

administered to respondents, to which they gave answers. The maj or ity of the questions 

were open-ended with few close-ended ones. 

Interview guide was designed and used to collect data from key informants in the six 

research districts. The interview guide covered a ll the five sections of the research 

questions and , included asking for opinions and assessment of intra-famil y 

communication on sexual and reproductive health , agencies in the di strict that are 

involved in education and dissemination on reproductive health , channels of 

communication on reproductive health used in the di stri c t, and reproductive health 

challenges of families. 

3.6 Quality Assurance and Control 

As indicated earlier, data quality control was maintained in accordance with ISO 20252: 

Market , opinion and social research - Vocabulary and Service Requirements. 

Schoen bach (2000) has identified some of the procedures of ma intaining data qua lity 
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control and security in data management in accordance w ith ISO 20252. Among other 

mechanisms, Schoenbach (2000) identified the fo llowing quality control mechanisms: 

i. Prevention and detection of errors in data through written procedures, training, 

verifi cation procedures, and avoidance of undue complex ity; 

II . Avoiding or eliminating inconsistencies, errors, and miss ing data through review 

of data co llection fo rms (ideally while access to the data source is still poss ible to 

enable uncertainties to be resolved) and data sets, and 

III. Assessing the qua lity of the data through notes kept by inter viewers , coders, and 

data editors, through debriefin g of subjects, and through rev iews or repetition of 

data collect ion for sub-samples. 

In thi s study, the above mechanisms were combined w ith training and competency as 

recommended by ISO 20252 . In particul ar, six fi e ld ass istan ts and two superv isors with 

experi ence in data collection were tra ined for a day to enhance thei r data collection skill s 

as far as thi s particular study was concerned to ensure that hi gh quality data were 

collected from the field . This invo lved taking them through the object ives of the study, 

reading survey questions and famili ari zing them with the data co llecti on tool s. The fi eld 

ass istants were also tra in ed in such a way as to assure respondents of con fid entia l it y of 

the information they prov ide in order to w in their confidence and willingness not only to 

participate in the interview but most importantly prov ide accurate information to enrich 

the study . 

After the training, the survey instruments were pre-tested and information from the pre­

test was used in modifying the data coll ection tools for the field by the same fi e ld 

70 



assistants. The instruments were pre-tested in six households within an urban and rural 

sett ing in Kopevi near Achimota in the Greater Accra Region to ensure that the duration 

of the interview was ethically acceptable and that the questions elicit the appropriate 

responses that will address the study objectives. Additionally, it was pre-tested to ensure 

cultural appropriateness and clarity. 

In addition, only field ass istants fluent in the local language of the people of the study 

area were se lected to minimize translation error. This was to enable them to translate the 

questions accurately. It was also ensured by way of supervision that field assistants 

strictly followed procedures for data collecti on in the fi e ld . As much as possible, the in­

depth interv iews were recorded and later transcribed to ensure that no re levant qual itat ive 

information was lost. 

3.7 Ethical Considerations 

Ethics are very important considerat ions in conducting every research. The Ghana Health 

Service Ethical Review Committee reviewed the questionnaire, which was submitted in 

accordance with their major areas of concern w ith research invo lving human subjects, 

and approved the survey w ith protocol lD number: GHS-ERC; 14/05/20 12. Supervisors 

of the study at the Un ivers ity of Ghana also rev iewed the questionnaire and gave 

approval for the survey to be administered. The survey was administered w ith the he lp of 

field assistants from the Ghana Stati stica l Service (GSS). 

As stated earlier, respondents had the right to decline participation and w ithdraw at any 

time. In addition, respondents had the right to refuse to answer or leave blank any 

quest ion they found uncomfortable . 
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3.8 Techniques of Analysis 

The responses from the structured and semi - structured interview were coded, captured 

and analysed using the Stati sti ca l Package for the Soci al Sc iences (SPSS) version 17. 

Cross tabulations of the dependent variable (reproductive health services usage), the 

independent variable was done and a lso each of the controlled vari ables (age, religion, 

marital status, and gender ro les) were done to test the hypotheses out of which 

conclusions were drawn based on p-va lues at 95% confidence level. Responses and 

discuss ions from FGDs, Kll s and lDl were transcribed . Content ana lys is was used to 

analyse data on the bas is of emerging issues and sub- themes of the study. Binary 

logisti c regress ion was also performed to fi nd out if the re lationships that were 

establi shed at the bivari ate level are still robust after contro llin g for other factors. 
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4.1 Introduction 

CHAPTER FOUR 

RESULTS OF DATA ANALYSES 

The principal objective of this study was to examine the nature of intra-family 

communications with regard to reproductive health issues. As a result, 1,0 II respondents 

were sampled from six districts in the Volta Region by means of a combination of 

purpos ive and convenience sampling techniques for a household survey. Again, two (2) 

focus group discuss ions were carried for each of the six districts. Data collected were 

subjected to stati stical analyses and the results from the household surveys and the focus 

group discuss ions (FGDs) are presented in thi s chapter. Thi s chapter is divided into three 

main sections: a section on initial analysis (anal ys is of the demographic data) , section on 

the results of the main analysis (analysis rel ated to hypotheses and research objectives) 

and a section on additional results. Chi-square analys is and binary logi sti c regress ion 

were carried out on the data to test the hypotheses as well as to address the research 

objectives. 

4.2 Analysis of Socio-Demographic Data 

With a response rate of 94.2%, the sample size was 1,0 I I respondents from the six 

districts participating in the study. The response rate in the Ho Municipality was greatly 

affected due to the fact that most of the ma inly-literate respondents insisted on taking the 

questionnaires and answering it by themselves. To a great extent, thi s accounted for the 

shortfall in the retrieval. In the ensuin g paragraph s, the sample used in thi s study is 

described relative to age, gender, marital status, educational level , religious affiliation, 

household headship, employment status and income. 
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In terms of gender as shown on Table 4.1 , the sample was composed of 53% females and 

45.8% males with 12 persons (1.2%) failing to state their gender; this appears to 

corroborate Ghana 's distribution of males (48.7%) and females (51.3%) (GSS, 201 I) . 

Out of the 533 female participants, 72% reported having been pregnant before with 

26.8% indicating not having been pregnant before. However, 1.1 % reported that the 

question about pregnancy was not applicab le to them. Among the females , about 73.7% 

representing 395 respondents also reported having ever been pregnant, whereas 26.3% 

representing 141 respondents answered in the negative. To probe furth er, those who said 

they had ever been pregnant were asked if they carri ed the pregnancy to full term. Out of 

the total number of respondents 395 who had ever been pregnant, 87.1 % representing 344 

respondents carried the pregnancy to full term and had their babies, while 11.9% 

representing 47 respondents said they did not carry the pregnancy to full term . Four 

respondents constituting I % gave no response. 
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Table 4.1: Distribution of respondents by demographic, social and economic 
characteristics 

Type of Household Head Percentage Frequency 
Male (adu lt) 60.3 610 
Female (adult) 21.4 216 
Chi ld Head (Male) 11.6 117 
Child Head (Female) 1.4 14 
Other 1.5 15 
Not Stated 3.9 39 

Age Groups 
10 - 19 21.4 216 
20 - 29 22.5 227 
30 - 39 18.6 188 
40 - 49 19 192 

50 - 59 9.8 99 

60 - 69 3. 1 3 1 

70 -79 1.1 II 
80 - 89 0.6 6 

Not stated 4.1 41 

Educat iona l level 
Never been to school 10.6 107 

Primary 9.6 97 

Middle/JSS 30.1 304 

TechnicalIVocational 2.4 24 

Secondary/SSS 23.5 238 

Diploma/Nursing/Teacher 14.7 149 
training 

Polytechnic 3.2 32 

University 5 5 1 

Not stated 0.9 9 

Mari ta l Status 
Single 36.2 366 

Cohabiting 3.3 33 

Marr ied 52.9 535 

Separated J.7 17 

Divorced 1.5 15 

Widowed 1.7 17 

Not stated 2.8 28 

TOTAL 100 101 1 

Source: Field Data, 2010 
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Table 4.1: Distribution of respondent by their demographic, social and economic 
characteristics (continuation) 
Religious Affiliation 

Christianity 77.2 780 
Muslims 4.2 42 
Traditionalist 8.2 83 
No religion 0.1 
Not stated 10.3 104 
Not Applicable 0.1 

Employment Status 
Employed (Public Sector) 2 1.4 2 16 
Employed (Private Sector) 8.4 85 
Self Emp loyed 34.2 346 
Unemp loyed 27.7 280 
Home-maker 5.4 55 
Not stated 2.9 29 

Income Levels 
< 100 30.8 311 
101-300 2 1 2 12 
301-500 11.9 120 
50 I-I 000 2.5 25 
1000+ 0.3 3 
Not stated* 32.8 332 
Not Appl icable 0.8 8 

Total 100.0 1011 

* ThiS does not Imply that they d id not earn any Income but were s imply unwilling to 
disclose their income levels. 
Source: Field Data, 20 I 0 

The predominant age group consisted of those aged between 20 and 29 years (22.5%). 

Results presented in the Table 4.1 also show that majority of the respondents were 

between ages 10 and 49 years with very few persons aged between 50 and 89 years. From 

Table 4.1 , most of the respondents have had some midd le/Junior High Schoo l or 

secondary education (30. 1 %) with 8.2% having a po lytechn ic or a university education. 
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This proba bly would aid the ir comprehension and enable them to partic ipate effecti ve ly 

in any fo rm of communication a imed at behav iour change. 

According to Table 4.1 , a s ignifi cant proportion of respondents were married (52 .9%) 

w hile almost a third had never married (36 .2%). The table also indicates that only 1.5% 

of the respondents were divorced . Tab le 4. 1 also indi cates that 77.2% of respondents 

were Christians and 4.2% Mus lims. Thi s is in line with the 2000 Population and Housin g 

Census which indicates that 69% of Ghanai ans profess the Christian religion, and thi s is 

fo llowed by the Muslims w ith 15.6%. From Tab le 4. 1 above, 346 (34.2%) of the 

respondents indicated that they are se lf-empl oyed , whil st 280 (27.7%) stated that they 

were unemployed, and 2 16 (2 1.4%) repo rted to work in the public sector. 

Table 4.1 further indicates that from the survey, 340 (33.6%) out of the total respondents 

do not earn monthl y income, whereas 3 11 (30.8%) of them earn less than GH¢ 100. 00 

monthly. Thi s has im pli cation on their hea lth seeking behav iour and their access to 

affordable med ici ne to improve their hea lth outcomes. Accord ing to Table 4 .1 , 60.3% of 

respondents sa id they li ve in households headed by a male adult, fo llowed by 2 1.4% 

li ving in household s headed by female adults. 

4.3 Knowledge of Reproductive Health 

Reproducti ve hea lth accordi ng to WHO (2004) , is a respons ible, sat isfyin g and sa fe 

sex ua l life, the ability to reproduce, the freedom to dec ide abou t one 's childbearing and 

the possib ility to have healthy children. Good reproducti ve li fe presupposes knowledge of 

and access to birth control and d isease preventi on, and safe c ircumstances during 

pregnancy and de li very. Reproduct ive hea lth is in line w ith the broad WHO de finiti on of 
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health as a state of physical, mental and social well-being and not only as the absence of 

disease (Ibid). 

For this stud y, knowled ge of reproductive hea lth was measured hy the frequency of intra-

family communication. Respondents were asked to assess knowledge and utili zat ion of 

reproductive health serv ices. Tab le 4 .2 present percentages of respondents who had 

knowledge of rep roductive health components examined in this study. 

Table 4.1 : Knowledge of Reproductive Health % (n = 1011 

Components of Reproductive Health Yes No 

STI and HIV and A IDS 97 3 

Family Plannin a 83 17 

Maternal Hea lth 78 22 

Unsafe Abortion 75 25 

To determine knowledge of reproducti ve hea lth, questions were posed that required the 

respondents to indicate whether or not they were aware of each of the components of 

reproductive health . Results of the analysis showed that, in all , the respondents had 

knowledge of all the components of reprodu ct ive health examined in this study (See 

Table 4.2). However, the respondents reported greater knowledge about STls and HIV 

and A IDS than the other components as 97% indicated knowledge of STI s and HI V and 

AIDS as opposed to 83% fo r family plann ing, 78% for maternal health , and 75% for sate 

abortion. Overall , most of the respondents had knowledge of reproductive hea lth. 

4.4 Family Discussions a bout Reproductive Health 

Respondents were further asked to indicate whether or not the ir households engaged in 

famil y di scuss ion s on reproducti ve hea lth . Results are presented in Tabl e 4. 3. 
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T bl 42 P a e .. ercentaoe d· ·b (st n ullon of fa mily discussions about rep roductive hea lt h 

Components of R eprod uctive Health Yes No Not sta ted 
STI and HIV and AIDS 69 3 1 --
Maternal Health 45 40 15 
Family Planning 42 58 --
Unsafe Abortion 75 75 --

Results showed that most of the respondents did not engage in fam ily di scu ss ions about 

reproductive health . However, 69% of the respondents indicated that their famil ies 

discussed issues related to STls and HIV and AIDS. Safe abortion was the least d iscussed 

reproductive hea lth issue among households. Though respondents were know ledgeab le 

about reproduct ive hea lth (see Table 4.3), they hard ly engaged in family di scussions 

abollt reproducti ve hea lth issues. 

Further analys is was carried out to explore the age d iffe rences in the fa mily d iscuss ions 

about reproduct ive hea lth. Resu lts are presented in Table 4.4. 

Table 4.3: Fa mily Discussion by Aoe Distri bution 

Fam ily Disc ussio n of Reprod uctive Hea lt h 
Age Ma terna l Hea lth Unsa fe Abo rt ion 

Yes No Yes No 
% % % % 

Adults 
384 84 .02 264 65.67 2 14 83.26 540 71.62 

Children 
55 12.03 122 30.34 34 13.23 182 24. 14 

Not Stated 
18 3.94 16 3.98 9 3.50 32 4.24 

Total 457 402 257 754 

Age 
Fa mily Discussion of Reproductive Hea lt h 

Fami ly Pla nning STIs a nd HI V/AIDS 
Yes No Yes No 
% % % % 

Adu lts 333 85.38 364 68.42 547 78. 14 207 66.56 

Chil dren 32 8.2 1 155 29. 14 125 17.86 9 1 29.26 

Not Stated 25 6.4 1 13 2.44 28 4 13 4. 18 

T ota l 390 532 700 311 
"Not Stated " 117 the row I17dlcate respondents who (lTd not I17dlcate theIr age. 
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Results show that, although adults engaged more in discussions about reproductive 

health , fewer children were involved in the family discussions. For instance, while 384 

adults were involved in family discussions about maternal health issues, only 55 of the 

children were involved. Despite this, the overall pattern of family discussion among 

children is similar to that of the adults. Table 4.4 shows, for instance, that 547 as opposed 

to 207 adults engaged in family discussions about HIV and AIDS while 125 as opposed 

to 91 children were involved in family discussion about HIV and AIDS. This pattern 

agrees with the data presented in Table 4.4. 

4.5 Source of Knowledge about Reproductive Health 

Though the respondents hardly engaged in family discussions about reproductive health , 

further analysis was performed on the source of their knowledge on reproductive health. 

Results of the analysis are presented in Table 4.5. Results of the analysis showed varied 

sources of knowledge about reproductive health. Again , results revealed that the two 

most important sources of knowledge about maternal health came from the mass media 

and health workers. 

With respect to maternal health , results showed that the most important sources of 

knowledge were mass media (52.69%), health workers (35.14%), and family members 

(5.70%). In the case of family planning, the three most important sources of knowledge 

were mass media (63.40%), followed by health workers (27.5%), and friends (2.88%). 

While for STls and HIV and AIDS, the three most important sources of knowledge were 

mass media (51.69%), health workers (35.88%), and school (4.24%). The results further 

illustrated that the three most important sources of knowledge on safe abortion were 
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health workers (57.94%), friends (15.48%), and school (9.52%). These results imply that, 

among the respondents, mass media, health workers, friend s, and school were significant 

sources of knowledge on reproductive health. 
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Table 4.4: Source 01 Knowledge on l{el rOduCtlve Health 

'" co C - Q" 
C '5 '" '" ..,t:! .- ... .c 0 

" " 
.c- ... '" ~ '0 c co ., 

c -" '0 ... - "" Cj .c 
0 ~ -.:t: c " ·S S 0 0 =.0 ... '" '" Q, co ... " .., 

0 .c E ... = .:t: '0 '" " 0 
.;: 

~ '" "" 
Cj E = .c ... 

E '" ::c~ .... .... E !Xl (fJ U 0 f-o 
0 

os oQ ~ U ~ U 

Maternal 333 222 23 18 36 632 -- -- -- -- --
Health (52.69'Yo) (35.14 01..) (3.64%) (2.85%) (5.70%) (100%) 

Family 220 97 10 1 9 6 2 2 347 
-- --

Planning (63.4%) (27.95%) (2.88%) (0.29%) (2 .59%) ( 1.73%) (0.58%) (0.58%) (100%) 

STI and 
474 329 21 2 32 2 39 16 1 1 917 

HIVand 
AIDS 

(51.69% ) (35.88% ) (2.29%) (0.22%) (3.49%) (0.22%) (4.24%) ( 1.74%) (0.1 1%) (0. 11 %) (100%) 

Safe 146 39 8 14 2 24 13 2 4 252 --
Abortion (57.94%) (15.48 '1..) (317%) (5.56%) (0.79%) (9.52%) (5. 16%) (0.79%) ( 1. 59%) ( 100%) 

*The totals do not add up to lOll due to respondents fa iling to suppl y answers to the relevant questions. 
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During a Focus Group Discuss ion, participants were asked of the sources of information 

as a family on sexual and reproductive health issues. A male discussant and a father of 

five (5) sa id that: 

"All information on sexual and reproductive health care. ] have so/ar isfrom the 

mass media and sometimes from married friends" (Male, FGD October 20 10, 

Kadjebi) . 

Another participant, a female shared the same views as that of the male but added: 

"] am a trader, wife and a mother of/our children. ] am always on the move 

travelling from one market to the other to sell my goods. Where is the time to 

discuss these issues with the children or my hllSband when my domestic roles at 

home are waiting/or me ? Due to my fravels , these roles are nO f well allended 10 

so the lillie time ] have, must be well used I meet nurses when ] visil the clinic 

and they provide us (we the adult 'women) with education on sexual and 

reproductive healih particularly /amily planning issues." (Fema le, FGD October. 

20 I 0, Kadjebi) 

4.6 Test of Hypotheses 

This section presents results of the inferentia l stati stica l ana lyses carried Ollt to test the 

hypotheses. The section first presents the results of chi-square ana lys is foll owed by 

results of binary logistic regress ion analys is. 

Speci fically, the study sought to test the fo llowing hypotheses : 

I. There is no significant relationship between educati onal leve l and intra-famil y 

communication such that the high level of education o f indiv idual should not 
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be ascribed any causative influence on the frequency of intra-family 

di scussion about sexual and reproductive health issues. 

II. There is no significant relationship between economic status (using income as an 

indicator) and intra-family communication. This is to say that the economic 

status of a family does not promote sexual and reproductive health 

communication in the family. 

iii. There will be a significant relationship between intra-famil y communication and 

use of reproductive hea lth se rvice so that hi gher usage of reproductive hea lth 

services is correlated with greater family (household) e ffective 

communication on sexual and reproductive hea lth issues. 

The section also presents results of anal ys is on the aspects of intra-famil y communication 

and reproductive health decision in the surveyed districts. The assessment of 

communication and information sharing on reproductive health is based on the 

knowledge of the components of reproducti ve health among family members. The totals 

in the tables accompanying the results of chi-square analyses did not sum up to 10 II (the 

total number of respondents who actually took part in the study) . Thi s is due to the fact 

that some respondents failed or refused to provide responses to some of the questions. 

4.6.1 Relationship between Education Level and Family Discussion about Selected 
Elements of Reproductive Health 

To probe whether or not educational level was related to famil y di scuss ion s abo ut 

reproductive health , a cross-tabulation (two-variable chi-square) was computed using 

SPSS v.17 to determine if there was any s ignificant relationship between ed ucational 

level and reported di scu ss ion on se lect reproductive hea lth issues (see Tables 4.6 and 
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4.7). Table 4.6 presents di stributions of frequencies for educational leve l and family 

di scuss ions wh iles Table 4.7 presents the results o f the chi-square analysis performed. 

Results of the analysis presented in Tab le 4.7 indicate that educational leve l was 

significantl y and positively correlated with family di scuss ion on a ll the se lected e lements 

of reproductive hea lth . Specificall y, those wi th higher ed ucation were more likely to 

engage in family di scussions about maternal health issues [X 2 (7) = 33.37, P < 0.0005) , 

family planning [X2 (7) = 14. 19, P = 0.048) , STls and HIV/AIDS [X2 (7) = 65.60, p = 

0.005) , and unsafe abort ion [X2 (7) = 32.84. P = 0.005). 

In sum, ana lyses of the four components together showed that, there is a significant 

relationship between educational leve l and fa mil y discussion of reproductive hea lth 

issues. The results raise relevant questions rega rding the nature of the relationship. 

Education could influence the likelihood of family di scuss ions direc tl y or indirectly 

(perhaps as a proxy for overall gender rel ations in the househo ld), or ex ternal factors like 

income could exp lain a posi ti ve corre lat ion w ithout a causati ve relationship. 

Predi spos iti on to discussion of reproductive health could even influence pursuit of hi gher 

education . Regardless, education level is still a stat istica ll y s ignificant pred ictor of inter­

family communication. 
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Table 4.5: F . - ----- Distribution for Ed II ----- - ---- -- -- --- d Familv D' Sel dEl fR ----------- - ------ - ----------- -" --- ,-------"- ----_ .... 
Family Discuss ions about ... 

Highest Level of Educa tion Maternal Hea lth Family Planning STls a nd HIV/AIDS Unsafe Abortion 

Yes No Yes No Yes No Yes No 
Never been to school 52 52 43 57 59 48 34 73 
Primal'Y 3 1 57 2 1 58 44 53 9 88 
Midd le/JSS 15 1 11 2 122 160 202 102 79 225 
TechnicalIVocational 10 7 8 14 20 4 7 17 
Secondary/SSS 98 110 98 124 179 59 76 162 
Diploma/Nursing/Teacher 78 39 6 1 78 129 20 29 120 
tJ'aining 
Polytechnic 8 12 9 18 22 10 2 30 
University 28 10 26 19 39 12 18 33 
Total 456 39~ 388 528 694 308 254 748 

- -- -- -- - - -- -

T 6: S _._- _ ... fC -- R ---- .. ~- - ._ -_. ---- --- -- - - - . __ .. - _. -- .. S - ------- E fR H -_ ... _---- -- --- . -- _._ . - ----- .--
Fa mily Discussion X" Of p * 

Materna l Health 33.37 7 < 0.0005 
Fa mily Planning 14. 19 7 0.048 
STis and HIV/AIDS 65 ,6 7 0.005 
Unsafe Abortion 32.84 7 0.005 
*Significant if p < 0. 05 
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4.6.2 Relationship between Income and Family Discussions about Selected Elements 
of Reproductive Health . 

Tables 4 .8 and 4 .9 illustrate results of the cross-tabulation between income leve l and 

famil y di scussions about the se lected elements of reproductive health. Tab le 4. 8 presents 

di stribution of frequencies for income level and family di scuss ions while Table 4.9 

presents the results of the chi-squ are analys is performed. Results of the analys is showed 

that, overall , income level was s ignificantly related to famil y di scuss ions about family 

planning [X2 (4) = 19.07, P = 0.001] and STl s and HIV and AIDS [X2 (4) = 28.30, P = 

0.005] such that the hi gher the income leve l, the hi gher the likelihood of famil y 

discussions about reproducti ve heal th issues . However, the significant relationship 

between income leve l and unsafe aborti on [X2 (4) = 9.75, P = 0.045] is such that those 

w ith higher income appeared to engage less in di scuss ions about unsafe abortion 

compared to those w ith lower income. Conversely, income level was found not to be 

si gnificantly related to family di sc ussions about maternal hea lth issues, Xl (4) = 4 .65, P = 

0.32 5. Thi s indicates th at income may not be a good predictor of famil y di scussions 

about maternal health issues. 

Data and ana lys is presented thus far partiall y support the c laim that higher income is 

associated w ith a hi gher propens ity to engage in famil y di scuss ions about reproducti ve 

hea lth. While hi gher income is significantly and pos iti ve ly corre lated with likelihood o f 

famil y di sc uss ions on family planning and STl s, the opposite relationship is found w ith 

regard to di scuss ion of abortion , and the correl ation w ith di scuss ions o f maternal hea lth is 

insignificant. 
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Table 4.7: Frequency Distribution for Income level and Family Discussions Selected 
EI t fR d . H I em en so epro uchve ea th 

Income level 
Family Discussions about... 

(Range in Maternal STis and 

GHS/month) Hea lth Family Planning Unsafe Abortion HIV/AIDS 
Yes No Yes No Yes No Yes No 

< 100 165 11 4 11 9 161 88 223 207 104 
101-300 123 69 11 9 80 73 139 163 49 
301-500 67 27 51 65 28 92 106 14 
501-1000 7 4 10 15 3 22 23 2 
1000+ 2 I 3 0 0 3 3 0 
Total 364 215 302 321 192 479 502 169 

Table 4.8: Summa ry of Cross-tabulation Results for Income Level and the Selected 
EI fR d . H ements 0 epro uchve ealth 

Family Discussion X' df p* 

Maternal Health 4.65 4 0.325 

Family Planning 19.07 4 0.00 1 

STls and HIV/AIDS 28.3 4 0.005 

Unsafe Abortion 9.75 4 0.045 

*S lgmficant If P < 0.05 

4.6.3 Relationship between Family Discussions a bout Maternal Health and Selected 
Components of Reproductive Health Usage . 

Chi-square analys is was perfo rmed again to examine the relati onship between family 

discussion on maternal hea lth and selected components of reproductive health service 

usage. Results presented in Tabl es 4. 10 and 4.11 illustrate that, overall , fa mily discuss ion 

about maternal health issues was assoc iated with usage of the selected components of 

reproductive health serv ices. Spec ifi call y, it revealed a significant relat ionship between 

famil y di scussion and place of child delivery, X2 ( I) = 5.88 , P = 0.01 5, such that 

likelihood of famil y discussion about maternal health is positi ve ly corre lated with the 

likelihood that a woman will deli ver at a hospital. Famil y di scussion of maternal hea lth is 

a signi fi cant predictor of deli very site. 
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Again, it was found that a s ignificant relationship exists between famil y di scuss ions 

about materna l health and ANC attendance du ring pregnancy, X2 ( I) = 44.40, P < 0.0005. 

This also implies a greater likelihood that women w ill attend ANC if they also d iscuss 

maternal hea lth as a family. 

In the case of a re lationship between maternal health issues and use of family planning 

methods, results indicated that there was a s ignificant re lationship between family 

di scuss ions about materna l hea lth and use offamil y pl anning methods [X2( 1) = 3.9 1, P = 

0.048] such that engagin g in family di scuss ions about mate rna l hea lth issues was 

associated w ith use of famil y planning methods. Furthermore, analyses on the 

relationship between fa m ily di scuss ions about maternal hea lth issues and actua l use of 

preventive methods for STls and HIV and AIDS al so showed that there was a significant 

relation ship , such that those w ho engaged in family discussions about maternal health 

issues were more likely to consistently use condoms and abstinence as a means to 

preventing STl s and HI V and AIDs, X2 (3) = 49.98, P < 0.0005. 
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Ta ble 4.9: Frequency Distr ibu tion fo r Fa mily Discussion a bout Matern al Hea lth Issues a nd Selected Compo nents of 
Reorod uctive hea lth Service U - - - - - - - - ~ ""-e-

Place of Child 
ANC Attenda nce Use of Fa mily 

Delivery 
d uring Plan ning Mode of Preventing STIs and HIV/AIDS 

Fa mily Preona ncy Method 
discussion on 

Consistent 
Being Traditional 

maternal health 
Hospital Home Yes No Yes No use of Abstin ence 

fa ithful methods 
to (use of 

condom 
pa rtner herbs) 

Yes 152 50 203 15 167 228 186 153 71 47 
No 75 45 99 51 108 201 104 128 58 11 2 

Tota l 227 95 302 66 275 429 290 28 1 129 159 
- -----

Table 4.10: Summary of Cross-tabulation Resul ts fo r Fa mily Discussion about Matern al Hea lth Issues and Usage of Selected 
Elements of ReDrod uctive Health S . - - -
Reprod uctive hea lth Service Usage X" Df 0 * 

Place of Child Delivery 5.88 I 0.0 15 
ANC attendance d uring pregnancy 44.4 I < 0.0005 
Use of family planning method 3.91 I 0.048 
Mode of preventi ng STJ~and HIV/AIDS 49.98 I < 0.0005 
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Further examining the re lationship between fa mily di scuss ions about materna l hea lth 

issues and reproducti ve hea lth se rvice usage, another chi-square ana lys is was performed. 

The ana lys is sought to explore the re lationship between family di scuss ion on unsafe 

abortion and fac ilities where abortions were perfo rmed. Results showed a signifi cant 

re lationship between fa mily di scuss ions, unsafe abort ion and cho ice of fac ility for 

abort ion such that those who engaged in family di scuss ions were more likely to use 

hospitals for aborti on, X2 (I) = 8.44, P = 0.038 (see Table 4.12). 

Table 4.11: Summary of Cross-tabulation Res ults for Family Discuss ions about 
U nsafe Abortion and Place/ Facility Used for Abortion 

Family discuss issues on 
Place of Abortion 

un safe abortion Public Private 
Hospital Hospital Home School Total 

Yes 10 II 5 I 27 
No 2 II II 0 24 
Total 12 22 16 1 51 

-X ( I ) = 8.44, p¥ = 0.038; -S ignificant Ifp < 0.05 

4.6.4 Rela tionship between Type of Settlement and Family Discussio ns a bout 
Selected Elements of Reproductive Health 

To assess whether types of settl ement had any assoc iat ion w ith fa mil y d iscuss ions. 

further analyses were conducted us in g chi-square ana lysis . Results of th e ana lyses are 

presented in Tables 4. 13 and 4. 14. Overa ll , the result s did not support the view that type 

o f settl ement could be a predictor or determin ant o f li ke lihood o f fa mil y di scuss ions 

about reproductive health issues. 

Specifi ca ll y, it was found that there was a signifi cant relationship between type o f 

settl ement and fam ily d iscuss ions about materna l hea lth [X2 ( I ) = 9.354, P = 0.002] such 

that urban dwellers were more like ly to engage in family di scussions about maternal 
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health than the rural dwellers. However, there was no association between type of 

settlement and famil y discussions about family planning [Xl (I) = 0.600, p = 0.438] , 

unsafe abortion [Xl (I) = 0.725, P = 0.395) , and STl s and HIV/AIDS [X2 (I) = 2.328, P = 

0.127). 
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Table 4.12: Frequency Distribution for Type of Settlement a nd Family Discussions about Selected elements of Reproductive 
Health 

Maternal Health Family planning Unsafe abortion STI and HIV/AlDs 

Yes No Yes No Yes No Yes No 
Type of Urba n 226 160 175 230 105 335 293 147 
Settlement 

Rural 166 185 153 225 109 304 295 118 

Total 392 345 328 455 214 639 588 265 

Table 4.13: Summary of Cross-tabulation Results Type of Settlement and Family Discussions about Selected elements of 
Reproductive Health 

Family Discussion X2 df p* 

Maternal Health 9.354 I 0.002 
Family Pla nnin g 0.6 I 0.438 
STIs and HIV/A IDS 2.328 I 0.127 
Unsafe Abortion 0.725 I 0.395 

- -

*S ignifi cant ifp < 0.05 
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4.6.5 Binary Logistic Regression 

To further explore whether the demographic characterist ics of the respondents and family 

discussions together help pred ict reproductive health (RH) service usage, a binary logistic 

regression was performed. The logistic regression tests the predictive model and 

strengthens our confidence in identified relationships. Specifically, it was carried out to 

assess the predictive power of family/household discussion, education, and income on 

RH service usage. Unlike linear regression , where we predict an outcome or dependent 

variab le Y (measured at the interval or ratio level) using one or more predictor variab les 

(X's) also measured at the interval or ratio level , logistic regression a ll ows us to predict 

an outcome or dependent variable Y (measured as a dichotomous or categorical variable -

nominal or ordinal level) using one or more pred ictor variables that are continuous (ratio 

or interval) or categorical (ord ina l or nominal leve ls). 

In this research, the dependent or outcome variab le (reprod uctive health [RH) service 

usage) is a dichotomous variab le measured on the nominal leve l; that is, one either uses 

RH service (Yes) or does not (No). The predictor variables were measured on both 

interval level and nominal level ; family/househo ld di scuss ion, education, and income 

level were a ll measured on nominal level. 

As a result, the researcher found it appropriate to use logistic regression to model 

reproductive health services usage. The resu lts were reported in accordance with the 

recommendations of Peng, Lee, and Ingersoll (2002). Peng et a l (2002) recommend that 

the model fit indices (such as Log likelihood ratio test, Cox & Snell R Square, and 

Nagelkerke R Square), statistical tests of individual predictors and goodness-o f-fit 

statistics (such as Hosmer and Lemeshow statistic). 
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Table 4.15 presents results of the binary logistic regress ion analysis. Results showed that 

only educational leve l in the model had significant assoc iation with reproduct ive health 

usage. In particular, those with primary, technical/vocational , and secondary/SSS as their 

highest level of education were less likely to make use of reproductive health services 

compared with their counterparts hav ing university level education. 

Table 4.14: Summary of Model Parameter Estim a tes in the Binary Logistic 
Regression 

B Wa ldX2 p* Odds Ratio 

Income level 3.695 0.449 

1 < 100 0.02 0.008 0.927 1.02 
2101-300 -0.345 1.212 0.27 1 0.708 

3301-500 -1 .288 2.394 0.122 0.276 

4501 -1000 -0.017 0 0.99 1 0.984 

Education 10.362 0.169 

1 Never been to school -0. 184 0.142 0.706 1.202 
2 Primary -0.768 4.661 0.031 2. 155 

3 Middle/JSS -0.955 1.905 0. 168 2.598 

4 TechnicalNocational -1.006 7.61 6 0.006 2.734 
5 Secondary/SSS -0.997 5.8 0.016 2.71 
6 Diploma/Nursing/Teacher training 0.759 1.298 0.255 2. 137 
7 Polytechnic 0.863 2.55 0. 11 2.37 1 

Family Discuss ion (Yes) 0.389 3.703 0.054 1.476 

-2 Log likelihood 333.374 
Cox & Snell R Square 0.039 
Nagelkerke R Square 0.052 
*Si gnificant ifp < 0.05; Reference Catego ri es are as follows: 1000+ (Income), University 
(Education) and No (Fami ly Discuss ion) 

R Square, and Nagelkerke R Square are consid ered descriptive measures (Peng et a i, 

2002: 6). Accord ing to Peng et al (2002), an ins ignificant Hosmer-Lemeshow (H-L) 

stati stic suggests that the mode l fit the data well. With a s igni fi cant Hosmer-Lemeshow 

va lue [Xl (2) = 0.235, P = 0.8 89), it can be sa id that the pred icted mode l by the Logit 
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model adequate ly approx imates the data gathered. This is corroborated by the values of 

the other mode l fit indices such as those of Omnibus Test was also significant [X2 (3) = 

17.18, P = 0.00 I] , -2 Log likelihood, Cox & Sn ell R Square, and Nage lkerke R Square 

(See Table 4 .15). This suggests that the three independent variables com bined can 

improve the chances of predicting use of reproductive health serv ices. Family discuss ions 

have minor but positive predictive power on reproductive health service usage [p = 

0.054] in the model , but the mode l as a whole becomes much more predicti ve in a 

statisti ca lly s ign ificant way when demographic ind icators are added. 

4.7 Additional Findings 

4.7.1 Family Planning 

For this study, knowledge of reproducti ve health was measured aga inst the frequency of 

intra-famil y communicat ion. Questions were asked to assess peopl e's knowledge and 

utilization of reproducti ve health se rvices. The result establi shed that about 73 .7% 

representing 395 respondents have ever been pregnant whereas 26.3% representing 14 1 

respondents have not been pregnant. 

To probe furth er, those who said they had ever been pregnant were asked if they carried 

the pregnancy to term . O ut of the tota l number o f respondents 395 who had ever been 

pregnant, 87. 1 % representing 344 respondents carried the pregnancy to term, while 

11.9% representing 47 respondents stated that they did not carry the pregnancy to full 

term . Four respondents constituting I % gave no response. 
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4.7.2 Choice of Delivery Point 

Respondents were asked to state the facility where they delivered their last child . The 

results show that government hospital/clinics and private hospital/c linic were the most 

popular delivery faci lities for respondents. About 58.5% of respondents delivered their 

babies either in government hospital/clinic or private hospital/clinic. The findings 

revealed that a large number of respondents (41.5%) still delivered at home assi sted by a 

traditional birth attendant (TBAs) or on their own. 

To probe furthe r on what informed respondents on the choice of delivery facility, they 

were asked to state the reasons for the ir choice. There were vary ing reasons for choice of 

facility such as quality of service, proper attention, cost, unavailability of hospital or 

clinic nearby, habitual preference to deli ve r at home, utili zation of TBAs, or the abusive 

attitude of nurses at the hospital s/c linics. 

Since the study seeks to invest igate intra-famil y communicat ion in relation to 

reproductive health , respondents were further asked to state who took the decision on the 

choice of delivery facility. Out of the total number of respondents, 37.2% representing 

147 respondents took the deci sion themselves , 24.8% representing 98 took the deci sion 

between both husband and w ife, 14.4% allowed other family members to take the 

decision , while 0.5% and 0.8% stated that husbands and health worker/TBAs took the 

decision, respectively. This implies that some amount o f intra famil y communication 

went into the choice of delivery fac ility, a lthough women mostl y took the decision on 

delivery facility. 
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4.7.3 Decision on Antenatal Care (ANC) Attendance 

Data gathered from this study illustrated that out of a total number of 372 respondents, 

most receive ANC during pregnancy (82.3 %). Only 17.7 % of respondents did not 

receive ANC services. Respondents gave var ious reasons for decision-making to seek or 

not seek ANC services. For those who sought ANC services, they des ired to have safe 

deliveries, they feared medical complications , and they sought immediate access to 

medical attention for the baby. Those who did not receive ANC services cited a lack of 

nearby and available med ica l services, costs. and rumours of other women ' s adverse 

experiences w ith medical personnel and facilities, and a lack of knowledge of the need to 

seek ANC services while pregnant , and be lie f in trad itional medication. 

4.7.4 Knowledge of Free Maternal Delivery Care Policy 

To assess the knowledge of respondents on fi'ee maternal de livery services, respondents 

were asked whether they are aware of the government ' s policy on free de livery . Out of 

the total number of 8 13 respondents, more than ha lf of respondents 78. 1 % positively 

confirmed knowledge of the po li cy, whereas 2 1.9 % stated they were not aware of the 

free delivery care policy for pregnant women. Thi s implies that nearly a quarter of those 

interviewed did not have knowled ge of the free matern al delivery policy and ava ilable 

services. To further reduce the maternal morta lity rate , education and sensitizat ion of this 

policy and programme should be prior iti zed at the grass-root level to enable more 

pregnant women take advantage of the policy. 
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To further explore respondent knowledge of the free maternal delivery service, 

participants stating that they knew about the policy were further probed about their 

sources of knowledge. The most popular source of knowledge of free maternal delivery 

services was the mass media. Out of the 635 respondents, 53% mentioned mass media as 

their medium of awareness. Whereas 35% of respondents stated that they heard about the 

policy from health professionals, 5.7% heard through a family member, and 3.6% and 

2.8% heard of the policy through a friend and flyer respectively, as shown on Fig. 4.1. 

Fi ure 4.1: Source of Free Maternal Delive 
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Source: Field Data, 2010 

All the respondents who stated they knew that delivery services were supposed to be free 

mentioned government hospital and clinics as the health facilities that provide this free 

delivery service. A female respondent shared the following thoughts; 

"We did not know that delivery services were supposed to be free at government 

hospitals and clinics. Our relatives went and they were asked to pay when they 

attended the government facility, so we do not have the money to pay so we 
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refused to go in order not to embarrass ourselves ." (Female, FGD, September, 

2010, Ho) 

4.7.5 Family Discussion on Maternal Health 

In terms of discussing issues concerning maternal health (safe motherhood), results from 

the study show that the number of families that engage in discussing issues concerning 

maternal health was no different from those families that do not engage in family 

discussion about maternal health issues (See Table 4.3). 

When further exploring family discussion on issues concerning safe motherhood, 

respondents who stated they engaged in fami ly discussion on safe motherhood were 

asked more details. As shown in Figure 4.2, about 39% of respondents indicated that 

discussions were held occasionally, whereas 25% mentioned that discussions were held 

when the need arose, and 19% claimed that discussions took place very often . 

• Very often 

• Occasionally 

• Monthly 

• Weekly 

• Almost every day 

• Every two weeks 

• W hen need ari ses 

Source: Field Data, 2010 
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Add it iona lly, respondents who as a fam ily do not engage in maternal hea lth discussion 

were further asked why they do not engage in such an important exercise. Out of the 334 

respondents, 25. 1 % attributed the ir fami ly' s inabi lity to have discuss ions to a lack of 

awareness on the issue, 24% said that the d iscussion or communication on the matter was 

not necessary, 17.4% stated they had already received public education on the issue, 

whi le 17.1 % were of the view that the fami ly was not mature to engage in such 

discussions. The information is presented in Table 4. 16. 

T b l 4 15 R a e : easons f N H o r ot avm g F ·1 D· a mllY ISCUSSlOns on M t a erna I H Ith ea 
REASONS FREQUENCY P ERCENTAGE 
Not necessary 80 24.0 
Taboo to ta lk about issues 84 25. 1 
on sexuality 
Had pub li c education 4 1.2 
Don ' t want to spoil my 58 17.4 
chi ldren 
Less concern for such 8 2 .4 
issues 
Fami ly immature for such 43 12 .9 
issues 
Lack knowledge on the 57 17. 1 
issue 
Total 334 100 
Source: Field Data, 20 I 0 

4.7.6 Fam ily P la nn in g Methods 

The use of contraception is a persona l cho ice fo r a woman and her partner, and fo r many, 

the array of options can be confusing. But one needs to kno w of famil y planning methods 

to enable the person choose from available methods. 
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Respondents were asked if they are aware of family planning methods. Out of the 991 

respondents that answered this question, 83.4% of respondents answered in the 

affirmative, whereas 16.6% answered in the negative as shown on Figure 4.3 . This 

implies that an overwhelming majority of respondents are at least aware of a family 

planning method 

Fi ure 4.3: Knowled e of Family Planning Method 

Source: Field Data, 2010 

4.7.7 Use of Family Planning Method 

In rmding out whether respondents are currently using any family planning method, 36% 

answered 'yes ' while 64% 'no ' . This fmding suggests that most people are 

knowledgeable about the methods but still do not use family planning methods. Cultural 

attitude and misconceptions surrounding a woman' s use of contraceptives may weigh 

heavily on the decision to use or not to use them. Thus, greater knowledge of 

contraceptive methods is not a strong indicator of its subsequent use or its effectiveness. 
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Cultural be liefs surrounding social attitudes may more heavily influence dec ision-

making. 

4.7.8 Discussion of issues concerning Family Planning as a Family 

As indicated in Table 4.3 , most families do not di scuss or communicate famil y pl anning 

issues, ca lling fo r the need for counselling to establish spousal communi cation on fam il y 

planning issues. To further explore family di scuss ion on issues concerning famil y 

planning, respondents who engaged in famil y di scuss ion on family planning were then 

asked how often the ir fam ily di scusses issues concerning family planning. 

As shown on Table 4. 17, out of 339 respondents, 36% mentioned that di scuss ions were 

hel d w hen the need arose, 28.6% menti oned that di scuss ions were held occas ionally, 

while 19.2% indicated di scuss ions were he ld monthly, and 9.1 % menti oned that 

di scuss ions were held ve ry often. 

Table 4.16: Familv Discussion of Familv Planninl! 
Discuss ion Frequency Percental?;e 
Very Often 3 1 9. 1 
Occasional I y 97 28.6 
Monthly 65 19.2 
Weekl y II 3.2 
Almost Everyday 9 2. 7 
Every two Weeks 4 1.2 
When need ari se !?2 36.0 
Total 339 100 
Source: Fie ld Data, 201 0 

Respondents who did not di scuss fam il y planning as a famil y were then asked why they 

d id not engage in such an important exercise (see Table 4 .18). O ut of the 436 

respondents, 37.2% stated family pl ann ing di scuss ions were not necessary, 30.3% 

clai med di fferences in cultural belief, 22.5% stated that they had inadequate informati on 

on famil y planning, while 6.2% were of the view that the issue was not usefi.i1 fo r the 
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family, and 3.4% and 0.5% of respondents respectively reported that the fami ly was not 

living together and assumed knowledge of famil y p lanning issues. 

Table 417 R : easons or no t D' Iscussm" F '1 P I am lly an nm" as a F '1 am lly 
Reasons Frequency Percentage 
Inadequate Information 98 2?5 
Not Necessary 162 37.2 
Family not together 15 3.4 
Beliefs and Cultural reasons 132 30.3 
Not usefu l for chi ldren 27 6.2 
Assumed knowledge 2 0.5 
Total 436 100 
Source: Field Data, 20 I 0 

When 947 respondents were asked if it was necessary to discuss family planning among 

fam ily members, major ity (70.2%) stated that it was very necessary whi le 29.8% 

answered that it was not necessary. Focus group discuss ion participants offered various 

reasons as to why it was necessary for family members to di scuss issues on family 

planning. A female discussant sa id : 

" When family planning issues are discussed, it promotes beller cohesion and 

understanding of one another which often promote good relationships. This also 

leads to prevention of unwanted pregnancies, death related /0 unwanted pregnancies. 

The rate and spacing of child birth will reduce, reduce teenage pregnancy and 

maternal mortality and increase awareness of the dangers of early sex, abortion, etc. 

intra-family communication on reproductive health will also help manage fa mily 

resources and build strong fam ily ties" (Female FGD, September, 20 I 0, Krachi ). 

Other d iscussants agreed w ith the ir colleague and maintained that di scuss ion of famil y 

planning he lps in proper fami ly planning, regulates childbirth , helps to prevent teenage 
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pregnancy and unwanted pregnancy, reduces maternal mortality, educates and promotes 

issues on reproductive life (Focus Group Discussion, September, 2010, Krachi). 

4.7.8 National Policy on Family Planning 

Respondents were also asked if they are aware of any government policy on family 

planning. Of the 879 respondents, 352 (40%) of them stated that they were aware of a 

government policy on family planning, whereas 60% of respondents sa id that they were 

not aware. This means that more than half of the respondents were not aware of the 

country' s poli cy on family planning. Th is call s for intensive education on the policy 

alongs ide the need to communicate family planning methods to create the awareness of 

exi sting policies, programmes and services. 

4.7.9 Abortion 

According to data gathered from the fi eld , 377 respondents have stated that they had been 

pregnant. Out of this number, 299 respondents carri ed the pregnancy to full term. Of the 

78 that could not carry the pregnancy to full term , 66 intentionally terminated the 

pregnancy whil e 12 had miscarriages (see Fi gure 4.4). 
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Figure 4.4: Fre uency of Respondents who had Miscarriage or induced abortion 

• Abortion 

• M iscarr iage 

Source: Field Data, 2010 
Lifetime Experience of Abortion 

Understanding which individual in the family plays a more dominant role in the decision-

making process is vital when issues of health care are concerned. One way of avoiding 

unsafe abortion is through communication among the partners for a consented decision as 

to the safest place to seek abortion services. This would deter abortion seekers from 

having unsafe abortions by unqualified physicians in unhygienic environments. To this 

end, respondents who stated they had abortions were asked to state who took the decision 

for the pregnancy to be terminated. 

Table 4.19 reveals that out of 66 respondents , 30.3% indicated that the decision to 

terminate the pregnancy was taken by them, 27.3% attributed the decision to terminate to 

their partners, 24.2% reported that the decision was jointly taken, whereas 10.6% and 

7.6% of them disclosed that their family and friends took that decision for them 

respectively. 
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T b l 418 D " k' a e : eCISlOn rna In on Abortion 
Decision Frequency Percentage (% ) 
Jointly 16 24.2 
Self 20 30.3 
Partner 18 27.3 
Fami ly 7 10.6 
Friends 5 7.6 
Total 66 100 
Source: Fie ld Data, 20 I 0 

Only 24.2% of decisions on abortion were taken joint ly. A lthough thi s does not 

necessaril y imply that partners did not communicate in other cases, the data is suggesti ve. 

When considered in tandem with the find ings on fa mil y di scuss ion on family planning 

(Table 4 .3; pp. 81) showing re latively low frequency of communication, and data on the 

high inc idence of unsafe abortions, these findings he lp to high light the potential ly 

important role of intra-fami ly communicat ion and its ability to influence health care 

dec isions. 

Reasons for Abortion 

Table 4.20 illustrates respondents ' main reasons for term inating a pregnancy. 

T b l 4 19 R a e : d espon ents R easons f Ab f or or Ion 
Reasons Freq uency Percentage 
Last born too young 5 7.6 
No money 10 15 .2 
Not ready to be a mother 18 27.3 
To continue 22 33 .3 
schoo ling/apprenticeship 
Partner refuse responsibi lity 6 9.0 
To avo id shame of parents 5 7.6 
Total 66 100 
Source: Fie ld Data, 20 I O. 
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The most common reasons cited for the abort ion are to continue schooling/apprenticeship 

(33.3%), followed by lack of preparation as a mother (27.3%), financia l hardship 

(15.2%), was followed by partner refu sal of respons ibility (9.0%), and public shame 

alongs ide spacing/t iming of another child (7.6%). 

Family Discussion on Abortion 

To understand communication patterns 111 families , respondents were asked if they 

normally discuss issues concerning unsafe-abort ion as a family. As indicated in Table 4.3 

(on page 8 1), majority of the households did not di scuss issues of abo rtion. This findin g 

could reflect the treatment of reproductive hea lth issues sLich as abort ion as taboo. The 

notab le absence of these family d iscussions can help to explain the prevalence of ill egal 

and unsafe abort ions. 

Respondents who reported discussi ng abortion issues as a famil y were also asked about 

serv ice and access. Out of the 257 respondents , 168 represent ing 65% affirmed that they 

discussed where to access abort ion serv ices at the famil y level , whereas 89 respondents , 

constituting 34.6% reported that this in fo rmation had not been d iscussed among the 

family. The fact still remains that peopl e are shy to talk about issues of reproductive 

health and even those who discuss the issue, do not cover a ll the top ical issLies such as 

where a safe abort ion can be accessed. 

Asked at a Focus Group Discussion whether famili es di sc uss issues on reproductive 

health and unsafe abortions, participants were of the view that most families avo id 

discuss ion on sex ual and reproductive health issues because of the negative connotat ions 
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that people associate with people heard talking about sex. A female participant aged 24 

years sa id: 

"Family members will never engage the young ones in the family on sensitive issues 

like this even when they ask. Their reason was Ihat when lold the young ones will go 

and practise or experiment il. They consider such education as rather spoiling the 

young ones. In fact . discussions on pregnancy. sex. sexual organ among others is 

considered profane among our people here" (Fema le FGD. October, 2010, Denu). 

In probing further, respondents who reporled having di scussed abortion issues were also 

asked if they had ever utili zed the options. About 33.8% of respondents affirmed making 

use of serv ices whereas 66.2% did not make use of services. Of those who said they used 

the services, 62.3% stated that they had the ir a borti on done by a qua lified doctor at a 

hospita l/cl inic, 34.0% disc losed that they used a se lf- adm ini stered drug to induce the 

abort ion , while 3.7% reported using a concoction or traditional med ic ine to abort the 

pregnancy. Th is implies that some respondents continue to use unorthodox medi cine to 

induce abortions, causing abortion related death and damages to women leaving 

permanent damage to their womb and complications such as urogenital infections and 

infert ility. 

Key inform ant interview confirmed the above w hen a di strict director of hea lth se rvices 

in an interview sa id 

"Most families feel shy 10 discuss issues that have 10 do with reproductive health. 

This is as a result of cultural observances and belief5 and usages such as taboos and 

ethics. Mosl families fear that when such information is given to young family 
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members they may abuse themselves by indulging in deviance such as premature 

sexual activities but what they have fo rgotten is that the young people are sexually 

active and they get pregnant. they do all they can to abort it so they can continue 

their schooling. " (District Director of Health Services, KII , October 20 I 0, Jasikan) . 

4.7.10 Sexually Transmitted Infections (STIs), Sexually Transmitted Diseases 
(STDs) and HIV and AIDS 

Table 4.2 (on page 80) indicated that most respondents were aware or had knowledge of 

STis and HIV and A IDS . Respondents were asked if they were aware of how ST ls and 

HIV/AIDS are transmitted. Out of 974 respo ndents, 97.6% answered in the affirm ati ve 

while onl y 2.4% stated that they do not know the mode through which the sexually 

transmitted infect ions or di seases were tran smitted. Even though an overwhelming 

maj ority are aware of how sex uall y transmitted di seases are acquired , th e knowledge of it 

a lone is insuffi cient. 

Respondents who stated that they knew how the di sease was acquired were further asked 

if they knew how to prevent acquis iti on of STls and AIDS. Out of 922 respondents, 

97.6% stated they know how to prevent sexually transmitted di seases, while 2.4% o f 

respondents did not know how to prevent it. In conclusion, most peopl e knew the 

appropriate measures to avoid acqui sition of the d iseases, and HIV and AIDS in 

particul ar. 

Family Discussion on STIs and HIV and AIDS 

For thi s stud y, respondents were asked if, as a family , they communicated amongst 

themselves on issues bordering on ST I and HIV and AIDS. Again , results in Table 4.3 (p. 
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81) indicated that the maj ority of the respondents engaged as family members to di scuss 

issues concerning STls and H IV and AIDS. 

T b l 420 F '1 D a e : am llY iscussion of Fam ily Planni ng 
Discussion Freq uency Percentage 
Very Often 65 10.4 
Occas ionall y 182 29.2 
Monthly 47 7.5 
Weekly 30 4 .8 
A lmost Everyday 123 19.7 
Every two Weeks 6 1.0 
When need ari se 171 27.4 
Total 624 100 
Source: FIeld Data , 20 I O. 

Of those respondents w ho answered yes to conducting fa mily discuss ions, they were 

asked to state how often such fa mil y discuss ions occurred. Out of 624 respondents, 

29.4% reported that such a di scuss ion occurred occas ionall y, whi le 27 .4% disclosed that 

di scuss ions arose on an as-needed bas is, whi le 19.7% stated that di scuss ions occurred 

almost every day (see Tabl e 4.2 1). 

Respondents at a focus group di sc uss ion expla ined why they did not engage in fa mil y 

discussions o n STl s and H IV and A ID S. Male di scussants mentioned : 

"Inadequate knowledge on the mailer hampers the efforts to discliss the issue, the 

topic is not pleasant / 0 discuss with adolescents and children fo r fear that they 

might practise it. In fact, I considered sexual reproductive health topics as taboo 

and culturally unacceptable to discuss such isslIes with young ones" 

(Male, FG D September, 20 I 0 Denu). 

While an overwhelming majority (90.8%) o f respondents agreed that it was necessary to 

di scuss issues concerning ST ls and HIV and A IDS, 9.2% cons idered it unnecessary. 
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They fe lt that it cha llenged cultural and social norms. Those who considered the issues 

th ro ugh discussions identified various reasons w hy ST I and HIV and AIDS issues should 

be di scussed among families. Out of the 864 respondents, 7 17 or 83% stated that famil y 

discuss ion o f such issues would create awareness of STl s and HIV/AIDS. A lso, 13.0% of 

respondents stated that di scuss ions would educate fa mil y members on the dangers of 

unhealthy and ri sky sex behaviour, while 3.4% were of the view that the di scuss ions 

would promote and lead to good hea lthy li ving. Results are presented in Tab le 4.22 . 

T bl 421 R a e : easo ns WI F T Sh Id D' Iy am lles ou ISC USS ssues on STI d HIV d AIDS a n a n 
Reasons Freq uency Percentaoe 
Create awareness of the disease 7 17 83.0 
Educate on dangers of ri sky sexual 11 2 13.0 
life 
He lp to reduce prom iscui ty 4 0.5 
Promote good healthy liv ing 29 3.4 
Prevents the spread of the disease I 0. 1 
Educate on how to seek earl y I 0. 1 
treatm ent 
Total 100 100 
Source : Fie ld Data, 20 I O. 

Factors that Informed Decisions 011 Reproductive Issues 

Respondents were asked to state the fac tors that informed their deci sion on reproducti ve 

health issues. Out of 932 respondents, 44% di sc losed that access to in fo rmation was a 

maj or fac tor affect ing dec isions. Thi s was fo ll owed by 3 1.8% who cited cost as a fac tor 

in reproducti ve health decis ion-m aking, 19.1 % identi fied reli gious/cultura l pract ices 

whereas 4% stated apathy. 

As shown on Tabl e 4 .23, the informati on indi cates that for most people to make info rmed 

choices on a parti cul ar reproducti ve hea lth issue, they need to be we ll inform ed. Even 
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though most people were aware of reproductive health, they lacked the capacity in terms 

of finances to actuali ze their knowledge through access and use of available methods 

T bl 422 F t a e : ac ors t h I f at n orme dR eproductive Hea lth Decision Making 
FactOl's Freq uency Percenta!!:e (%) 

Access to informat ion 410 44.0 
Cost 296 3 1.8 
Relia ious/Cultural beliefs 178 19. 1 
Apathy 37 4.0 
Proximi ty to hea lth faci lity 2 0.2 
Fear of parents 5 0.5 
Healthy livina 4 0.4 
Total 932 100 
Source: FJeld Data, 20 10 

Further ana lys is of the factors informing reproduct ive health decision-making by age is 

presented in Tab le 4.24. The resu lts reveal s imi lar patterns for both adu lts and you ng 

people. In particular, both adults and young people are more li kely to cite access to 

informat ion (29 1 adults, 92 young peop le) and cost (242 adu lts, 44 yo ung people) as 

maj or factors info rming reprod ucti ve hea lth dec ision-mak ing. 

Table 4,23: Factors that Informed Reproductive Health Decision Making by Age 
Distribution 
Factors Adults Young people Not Stated Total 

% °/0 0/0 

Cost 242 37. 1 44 23.4 10 45.5 296 
Access to information 291 44 .6 92 48.9 4 18 .2 387 
Re i igious/Cu ltural 102 15.7 25 13.3 7 31.8 134 
beliefs 
Apathy 9 1.4 26 13.8 I 4.5 36 
Proximity to health 2 0. 3 0 0.0 0 0.0 2 
fac ility 
Fear of parents 2 0.3 I 0.5 0 0.0 3 

Health y li vin g 4 0.6 0 0.0 0 0.0 4 
Total No 652 100 188 100 22 100 862 
Adults = 20 - 89; Young people = 10 -19 
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Many o f the fac to rs cited by respondents leadin g to sub-optimal health care , such as cost, 

are essentia ll y independe nt of intra-family communication and discuss ion. However, the 

high incidence ofrepotted difficulty access ing information does leave room for a poss ible 

causati ve ro le of household communicat ion on hea lth care dec isions. Lack of 

communication could potentiall y fac ili tate inadequate sharing and co ll aborati ve d igestion 

of information . 

How to Improve Communication 0 11 Reproductive Health issues within the Fami(y 

Communi cati on plays a vita l role in famil y dec is ion-making and the use of reproduct ive 

health services. Responde nts were asked what could be done to improve upon 

reproducti ve health communication w ithin the famil y. Of the 904 respondents, an 

overwhe lm ing maj ori ty (79.3% ) stated that there should be in tensificat ion and 

sens iti zat ion of public ed ucation on the va lu es o f communi cati on w ithin fa milies. A bout 

10. 1% of the respondents asked that parents should initiate weekl y disc ussions on 

reproductive hea lth as a matter o f urgency, 5 .2% of respondents advocated for chie fs to 

get invo lved in the awareness-creation through community durbars, while 2.8% 

suggested that parents equip themselves w ith reproductive health informati on to share 

w ith the fam ily during d iscuss ions. The information is shown on Table 4.25. 
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T a b le 4.24: H ow to Improve Reprod uc tive Hea lth C ommunication within th e 
Family 

Strate'!v FreQuencv P ercentaoe 
Intensificat ion a nd sens iti zati on of pu bli c educati on 7 17 79.3 
Paren ts sho uld equi p themselves w ith R H in form ation 26 2 .8 
Young people sho uld e ncouraged to asked questi ons o n 
RH 

10 1. 1 

Parents sho ul d initiate weekl y di scuss ions on R H w ith 91 10. 1 
fa mil y 

Li te ratu re o n R H should be t rans lated into the loca l I 0. 1 
languages 

C hiefs sho uld be invo lved in the aware ness creatio n 47 5.2 
thro uoh community durbars 

Obso lete c ultu ra l and re li g io us be liefs sho uld be a bo li shed 13 1.4 
Tota l 904 100 
Source : Fie ld Da ta 

C ha lle nges Associa ted with Family C ommun ication on Reprod uctive Health 

Out of 93 1 respondents, 252 (27 .1 %) ide nt ified ' misconcept ions or lac k of knowled ge ' as 

to p cha ll e nges assoc iated wi th fam il y co mm unicat ion . T hen, 24.2% of respondents 

admitted a d iffi c ulty to ta lk a bo ut sex d ue to re lig ious and cu ltura l be li e fs. A pprox imate ly 

14.7% of respo nde nts shared a shyness to use certa in wo rds w hen commun icati ng 

reproduct ive hea lth issues. w hi le 10.8% shared that men do not norma ll y pa l1ic ipate in 

fa mil y di scu ss io ns. T hese results are shown in Table 4 .26 . 

'1 R Table 4 .25: Cha ll en~es of Fam ily epro d uctive H 1 h C ea t ommUDlcatlOn 

Challen!!es Frequency Percenta~es 

Shyness to use certain words 13 7 14.7 
Difficulty to talk about sex due to religious and cultural 225 24.2 
beliefS" 
The men do not normally participate 101 10.8 
Lim ited time for d isc uss ion 67 7.2 

Inadeq uate informati on/knowled ge on rep roducti ve 65 7.0 

hea lth 
Fear o f eXDosin g the child ren 37 3.4 

Misconception 252 27. 1 
Some indi v idua ls do not ta ke the di scuss ion serio us 52 5.6 

T ota l 93 1 100 

Source : F ie ld data, 20 I 0 
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Further analys is based on differences in age is presented in Table 4.27 . The data suggest 

that both adu lts and children are more likel y to cite the same chall enges. For instance, 

both adults and children cited shyness, difficulty to talk about sex, and lack of male 

invo lvement as the major chall enges to family discussions on reproductive health. The 

findings he lp to reinforce the potential for effective communication to boost access and 

utilization of reproduct ive health methods and servi ces. Factors such as shyness and 

re li gious/cultural beliefs play an important ro le in inhibiting effecti ve communication and 

their relat ive ly high incidence reported by respondents highlights the latent potenti al of 

effecti ve communicat ion. 

Table 4.26 : C hallenges of Family Reproductive Health Communication by Age 
Distribution 
Challenges Adults Children Not stated Total 

% % % 
Shyness to use certain words 84 13.7 24 13.3 5 20.8 113 
Difficulty to talk about sex 161 26.3 32 17.7 5 20.8 198 
due to religious and cultural 
beliefs 
The men do not normally 67 110 13 7.2 1 4.2 81 
participate 
Limited time for discussion 48 7.8 4 2.2 I 4.2 53 
Inadequate 44 7.2 5 2.7 2 8.3 51 
information/knowledge on 
reproductive health 
Fear of eXDosin2 the children ]8 2.9 2 1.1 2 8.3 22 
No challenges 140 22.8 100 55.3 3 12. 5 243 
Misconception 6 1.0 0 00 2 8.3 8 
Some indi vidual s do not take 45 7.3 I 0.5 3 12.5 49 
the discussion serious 
Total 613 100 181 100 24 100 818 

Experiences of Reproductive Health Communication within the Fami~y 

Respondents were asked to state their experiences of intra-famil y communication. 

Out of 823 respondents, 274 (35.2%) disclosed that they have difficulty in understanding 

certain issues, 23.7% of respondents stated they had experienced increased know ledge on 
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reproductive hea lth , 14.2% reported having an improved reproductive life, and 7.8% 

complained of their inab ility to use ce rtain words during intra-family communication. 

The information is shown I n Table 4.28. 

T bl 427 E a e : xpenences of Res pondents in Intra-family Communication 
Experiences Frequency Percentage 
Increased knowledge in RH 195 23.7 
Inability to bo ldly use certain words 64 7.8 
Improved reproductive life 117 14.2 
Awareness ofSTIlH IV and AIDS and how to prevent it 46 5.6 
Increased knowledge sha ring on RH issues 28 3.4 
C hildren tend to enjoy the discuss ion 62 7.5 
Difficulty in understanding certain issues 290 35.2 
Inability to have dee pe r discuss ion due to inadequate 8 1.0 
informat io n 
A pathy by m en 13 1.6 
Total 832 100 

Table 4.29 presents furth er analys is o n respondents ' experiences with fami ly di sc uss ions 

and w ith compari sons by age. Results indicate s imilar patterns for bot h adu lts and 

children parti c ipants. Both adults and chi ldren we re more like ly to indicate that they have 

experienced enhancement in their knowledge of reproductive hea lth issues and 

expe ri enced improved reproduct ive life or health. Again , they were both like ly to indi cate 

that they have not had any experience because they did not practi se it curren tl y. 
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T a ble 4 .28 : Experiences of Res po ndents in Intra -family C om m unica tion by Age 
Distributio n 
Experiences Adults C hildren Not Stated Tota l 

% % % 
Increased knowledge in 155 25.9 25 14.4 8 40 188 
RH 
Inability to boldly use 49 8.2 9 5.2 3 15 6 1 
ceI1ain words 
Improved reproductive life 97 16. 2 18 10.3 I 5 11 6 
Awareness ofSTIIHI V 37 5.4 6 3.4 I 5 44 
AIDS and how to prevent 
it 
Increased knowledge 24 4.0 0 00 I 5 25 
sharing on RH issues 
Children tend to enj oy the 45 7.5 4 2.3 0 0 49 
d iscussion 
No experience since \-ve 162 27. 1 109 62.6 3 15 27-1 
don 't do it 
Difficu lty in 14 2. 3 I 0.6 0 0 15 
understand ing certain 
issues 
Inabi li ty to have deepe r 7 1. 2 I 0.6 0 0 8 
di scussion du e to 
inadequate informat ion 
Apathy by men 8 1.3 I 0.6 3 15 12 

T otal 598 100 174 100 20 100 792 

Source : FIeld Data, 20 I O. 

Summary o f Key F indings 

I . A s ig nificant re lat ionship was fo und between ed ucat ional leve l and intra - fam il y 

comm uni catio n, suc h th at the hi ghest leve l of educati on of a fa mi ly influe nced 

ab ili ty to communicate effecti ve ly on re prod ucti ve hea lth issues. 

2. T he re was a lso a s ignifi cant re lati o ns h ip between economic status a nd intra-

fa mil y commu nication, s uch that h igh econo m ic sta tus o f a fa mil y was associated 

w ith effe ct ive reproductive hea lth commun icati on in the famil y . 
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3. A significant relationship was found between intra-family communication and use 

of reproductive health se rvices, such that greater intra-family communication was 

assoc iated with greater use of reproductive health service. 

4. Factors cited by participants inhibiting access and usage of reproductive health 

serv ices or preventing effective intra-famil y communicat ion such as low access to 

infonnation, shyness to discuss words or topics, difficulty talking about sex issues 

because of religious/cultural reasons and non-participat ion of men in discussions 

help to highli ght the valuable role of communication. The qualitative data from 

respondents suggest some ways in which effective intra-famil y communication 

can have a causative influence on access and usage of rep roducti ve health services 

and family planninglSTI-prevention methods. 
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5.1 Introduction 

CHAPTER FIVE 

DISCUSSION 

This study sought to examine the nature of intra-famil y communication with regards to 

reproduct ive health issues . Accordingly, 1,0 II respo ndents were sampled from six 

di stri cts in the Vo lta Region through a combination of purpos ive and convenience 

sampling techniques from a household survey. Data were then subjected to cross­

tabulati on and chi-square analys is. This chapter di scusses key findin gs of the research 

and re late th em to the existing literature. It also hi ghli ghts the limitati ons of the research 

and made recommendations fo r future research in the area of reprod uctive hea lth 

serv ices. 

5.2 Discussion of Key Findings 

Thi s sect ion is di vided in to three main subsections w here each subsect ion analyzes an 

important aspect of the ma in research find ings. In particular, tli e d iscuss ion is presented 

under the fo llowing headings: education and intra- family d iscussion; economic status and 

intra- famil y di scuss ion; and intra-family communication and use of reproducti ve health 

serv ice. 

5.2.1 Intra-Family Communication and Use of Reproductive Health Se rvice 

As indi cated earli er, the principal objecti ve of thi s study was to expl ore the impact of 

intra-famil y communication. Analysis of data revea led that househo lds which ho ld fa mily 

discuss ions about materna l health are more li ke ly to make use of fa mily planning 

methods compared to households not holdi ng s uch fam il y di scuss ions. Jo in! decis ion-
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making increases the chance of making use of fa mily pl anning methods compared to 

decis ions made by an individual. This suggests that intra-fa mily communication and jo int 

dec ision-ma kin g are instrumental to making sound reproducti ve health dec isions. 

These findin gs are consistent w ith other studies. For instance, Fu ruta and Salway (2006) 

a lso reported strong correlations between a woman's di scuss ion of family planning w ith 

her husband and the li ke lihood that she would seek both antenatal care and delivery 

services. Simila rl y, communication at a ll leve ls- persona l, famil y, community, and mass 

med ia-plays a major ro le in indi vidua l dec is ion-making (Piotrow, Kincaid , Ri mon, and 

Ri nehart, 1997). A lthough not fa mil y-focused, studi es on ind iv idual exposure to mass 

media and fa mil y pl anning have fo und that ex posure to messages increases the likelihood 

of practi s ing contracept ion (e .g. , Cammack and Heaton, 200 I; Gupta et a I. , 2003 ; 

Stephenson and Tsui , 2002). 

Furuta and Sa lway (2006) are of the view that thi s positi ve assoc iati on could be expl ained 

by the fact that individuals who discuss famil y planni ng tend to be more open to modern 

ideas and , therefore, are more li ke ly to opt fo r skilled materna l hea lth care. Another 

plausible argument supported by recent qua litati ve work in Nepa l (Mull any et aI. , 2005) 

is that women who d iscuss family planning w ith the ir husband s a lso communicate more 

about other matters, re fl ecting a more open, ega litarian re lati onshi p. However, 

communication between partners about contraception may a lso require greater 

invo lvement from men because such top ics are traditi onall y identi fied as be longing to the 

"fema le" realm and, therefore, potent ia ll y sti gmati ze men (Mullay et a I. , 2005). 
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Thus, individuals who discuss family planning tend to be more open to modern ideas and 

are, therefore, more like ly to opt for sk illed maternal health care. Di scussions also tend to 

occur in a more open, egalitarian relat ionsh ip. Interestingly, 83.4% of respondents 

reported that they had knowledge abo ut fam il y planning methods. However, on ly 36 % 

indicated that they were currently using at least one fam ily planning method. Further 

ana lysi s of data from this field survey revealed that nearly half (53.2%) of a ll the 

respondents reported that they hold family di scuss ion on maternal hea lth . Of this group, 

39.2% shared that di scussions were held occasiona ll y, 25.3% mentioned that di scussions 

were held w hen the need arose, w hile 18.5% c laimed di scuss ions happened ve ry often. 

The analysis further ind icates that 25.1 % att ri buted the inab ility of fam ilies to have 

discussions on maternal hea lth to a lack of awareness on the subject, 24.0% remarked that 

the discuss ion o r com munication on the matter was not necessary, 30.3% attributed its 

inabilities to cultural beliefs, whil e 17.1 % felt that the fami ly was not mature to engage in 

di scuss ions on such issues. 

Simi larl y, 25.4% of respondents reported that issues of abort ion are often not di sc ussed 

among famil y members, whi le 74.6% stated that they never discussed issues of abort ion. 

However, on ly 32.7% of respondents decided to abort a pregnancy jo in t ly w ith hi s/her 

partner, whereas 24.5% took the dec ision by themselves, and 16.3% gave the deci sion­

mak ing authority to their partner or hea lth workers (4. 1 %) or doctors (2.0%). These 

lim'ited communication effo rts wou ld support WHO and UN ICEF estimates that the 

Ghanai an woman has a one in 35 chance of dying from a pregnancy-re lated cause during 

her lifet ime. Current hospital-based studies indicate that com plications from unsa fe 
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abortion are a factor in 22 to 30 percent of mate rnal deaths, significantly more than the 

World Health Organization's global estimate of 13 percent. 

Additionally, gender inequality in reproducti ve dec ision-making is becoming central 

issue in the social context of reproduct ive hea lth . Research shows that couples often 

disagree about desired pregnancies and the use of contraceptives (Speizer, 1999; Bankole 

and Singh, 1998; Becker, 1999). Similarly, a study by Furuta and Salway (2006) in Nepal 

found that few women reported participation in household decision-making, and even 

fewer had any control over their own ea rnings. However, more than half of these women 

reported di scuss in g fam ily planning with their hu sbands, of which there were significant 

differences among subgroups. Araoye (2006) observed that the locus of contro l for 

decision-making was commonly found with both the husband and wife, rather than on ly 

with males or fema les. Despite this , on ly 53.2% of males and 58.1% of females had 

actually discussed desired famil y size with their spouses, while even fewer; 36.6% and 

35. 1% respective ly, had di scussed famil y planning methods \vith their spouses in the 

preceding six months. 

Though the findings of the study suggest that intra-famil y di scllssion on maternal hea lth 

are positively correlated with health care utili zation, the nature of intra-family disc ll ss ions 

reported seems to po int out that maternal health and related reproductive health issues 

wi ll continue to be a serious problem for the Volta Region of Ghana if reproductive 

health education is not intensified and behav ioral methods are not applied to modify 

attitudes towards intra-family discu ssion s about reproductive hea lth issues. Indeed, 

Kamal ( 1999) and Lozare (1976) have both reported that increased leve ls of 
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communicat ion between partners are positive ly associated w ith increased contraceptive 

use. 

5.2.2 Education and Intra-family Discussions 

As indicated ea rlier, the data revea ls that 83.4% of the respondents knew of at least one 

fami ly pl annin g method but only 36% indicated that they currently use at least one family 

planning method. The quest ion is: Why does thi s occur? 

In addition to exam in ing the influence o f intra-family di scuss ion , thi s study also ex plored 

the statistically pred icti ve power of ed ucation. The analys is examined the relatio nship 

between educat ion and di scuss ions about di ffe rent components of reproductive health. 

Thi s stud y fo und th at more educated respond ents were more like ly to discuss general 

issues about family plann ing and HIV and A IDS-related issues while they were less 

likely to discuss issues related to unsafe abort ion. Overall , empirica l data support the 

hypothesis that a signi fi cant re lat ionship ex is ts between educationa l level and intra­

fami ly communication such that the hi ghe r the leve l of education, the more like ly famil y 

members w ill engage in intra-famil y d iscuss ions abou t reprod ucti ve health issues. 

This findin g is cons istent w ith results of previous studies where there is a s trong 

relationship between women's educat ion and use of materna l health care serv ices (Kaz i & 

Sathar, J 996; Sathar & Kazi, J 997). Again , it has also been reported that school ing may 

also increase women 's receptivity to new hea lth-related in format ion (L indenbaum, 1990). 

A study by Maine et a I. , ( 1997) found that even when women knew abo ut the ir obstetric 

complications, many chose not to seek care because of the poor qua li ty of care they 

expected to receive. This implies that the ed ucation of the woman is a key fac to r w hen it 

comes to accessing quality reprod uctive health services. However, stigmati zation 
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associated with g iving birth out of wedlock can explain why levels of education did not 

determine w hether o r not a woman would abort a pregnancy. In other words, it is rather 

social sanctions that prevent educated women fro m seeking reproductive hea lth services. 

A number of causal links has been offered to ex plain this strong effect. For instance , 

studies conducted in South As ia have suggested that thi s association may be due a t least 

in part to a fostering of new values and attitudes that are favourable to the use of modern 

health care (Kazi & Sathar, 1996 ; Sathar & Kazi , 1997). Chanana (1996) a lso suggests 

that education may im part feelings of se lf-worth and se lf-confidence, which some have 

argued are more important in br in g in g abou t changes in hea lth-re lated behaviour than 

exposure to relevant information. Bes id es , it has a lso been reported that greater educat ion 

may red uce the power differential between providers and c lients and lower women's 

reluctance to seek care (Basu , 1996 ; Jej eebhoy, 1995; Starrs, 1998). In addition to 

increasing the li kel ihood that women will va lue and desire sk illed care, education may 

strengthen women's abi lity to act on this demand (Furuta &Sal~vay, 2006). The results of 

the study by Furuta and Sa lway (2006) suggest that the effect of ed ucation operates in 

part via increased discussion between hu sband s and wives. 

5.2.3 Economic Status and Intra-family Discussion 

In order to determine why 83.4% of respondents reported that th ey knew of at least one 

famil y planning method but onl y 36% of them indicated using at least one of the fa mily 

planning methods , furthe r analysis was carried out on possible soc io-economic 

influences. 
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The analys is revealed that there was a significant relationship between economic status 

(measured as income level) and intra-family di scussion , such that higher income was 

associated more frequent famil y discussions about general family planning, STls and 

HIV and AIDS. However, higher income was associated with fewer di scussions about 

abortion issues. To this extent, the pattern of results reported above suggests 

inconsistencies with similar studies examining the link between health and income. For 

instance, DiMatteo (2004) reported that economic factors such as income have a major 

impact on treatment adherence. health status, and access to health care. 

Another study that a lso demonstrates the link between income and access to reproductive 

health is that by Ross et a l. (1989) where a link was found between the number of modern 

methods readi ly available and contracept ive prevalence. For instance, in eight out of 36 

countries studied , fi ve to six modern methods were avai lab le, and in these countries 

modern contraceptive prevalence averaged over 60%. In fi ve countries, three to four 

modern methods were readil y avai lable, and current prevalence averaged about 40%. In 

seven countries , where onl y one to two methods were available, about 25% of couples 

used modern contraception . In 16 countri es w here no modern methods were readily 

ava ilable , less than 10% used modern contraception (Ross et a l. 1989). The link between 

access (defined in their study as ava ilability) and reproduct ive health outcomes (u se of 

contracepti ves) lies in the definiti on of availability. In the countries where modern 

methods were not ava il ab le, thi s suggests that the income levels in the country may be 

too low for peopl e to afford contraceptives. This , indeed, suggests that access to 

reproductive health se rvices is associated with income levels. 
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Despite the advent of the national po licy on free de livery services, there are some women 

who still d id not know about the services. For instance, during the focus group 

d iscuss ions, a fema le d iscussant shared the following: 

" We did not know that delivery services were supposed to be free at government 

hospitals and clinics. Our relatives went and they were asked to pay when they 

allended the government facility and we do not have the money to pay so we 

refused to go in order not to embarrass ourselves." (Mabe l, FGD Oct. 1",20 10, 

Hohoe) 

In addition to the ignorance and exp lic it demand by some nurses, some mothers may, in 

acco rdance w ith the norm of reciproc ity common ly held among Ghanaians, want to show 

appreciation by making some payment. However, as Nukunya (2003) argues, for the 

nurses w ho take such g ift s they are not acti ng out of ignorance but out of the ir own 

selfi sh interests to take advantage of some of the mothers. 

Also, the weak relationshi p between income leve l and fam il y discuss ion about abortion is 

not surpris ing. This is because Schn ittker (2004) has a lready indicated that income is 

related to ed ucational leve l. In previous di scuss ions on analys is of results from this 

study, we indi cated that the li kelihood to engage in fami ly discuss ion on abort ion was 

lower among persons wi th higher income. This findin g is pl ausible since persons w ith 

higher socio-economic level are more likely to have the means or resources to take care 

of their pregnancies and , therefore, less likely to consider abortion. As a result, 

di scuss ions about abortion may not frequentl y ari se. 
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5.3 Limitations and Direction for Future Research 

5.3.1 Limitations 

With thi s survey, there were several limitations such as the need for more fundin g and 

human resources durin g the fieldwork. This had the potential to affect the fatigue levels 

of the field staff and the hundreds of people who were interviewed . A lso, there is the ri sk 

of interview bias from focus group di scussions and key informant interviews, where the 

way we posed quest ions may have el icited erroneous responses. 

5.3.2 Direction for Future Research 

There is room fo r furthe r qualitat ive research on the role that intra-fam il y communication 

plays in hea lth care dec ision-making and access to services. Although th is stud y finds a 

s ignificant correlation between fam ily communication and improved dec ision-ma king, 

and it a lso identifies some way in which di scuss ion of reproductive hea lth issues can 

actuall y directl y in fl uence dec ision-making, further research can he lp to ex plore the 

re lat ionship and identi fy ways in which hea lthy communication can ultimately be 

promoted . 

Addit ional ly, futu re research is needed to assess whether comprehens ive sexua l and 

reproducti ve health communication w ithin families not on ly increases utili zat ion of 

services but results in better hea lth outcomes. Al so, abortion-related research has been 

relat ivel y neglected in g lobal sex ual and reproductive hea lth research but it accounts for a 

s ignificant number of deaths. Research plays an essentia l rol e in paving the way for more 

informed dialogue on the nature o f unsafe a bortion and in fac ili tating changes in 

programmes and polici es. The Ghana Health Service and a ll organi zations with a 
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comprehensive miss ion and interest to reduce the number of maternal deaths from unsafe 

ab0l1ion and advance women's reproductive rights must invest in research into 

communication on unsafe abortion w ithin families in Ghana. 
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6.1 Introduction 

CHAPTER SIX 

CONCLUSIONS AND RECOMMENDATIONS 

This chapter draws conclusions based upon the results presented w ithin this study. 

Overall , this research sought to examine the nature of intra-family communications and 

its impact on reproductive hea lth decision-making and subsequent usage of reproductive 

healt h services. The recommendations are based upon the conclusions. 

6.2 Conclusions 

Reproductive and sexual health is fundamental to individuals, couples, fami li es and 

soc ia l we lfare . A lthough there have been some progress, particularl y w ith information 

dissemination on reproductive heal th issues in the mass media, very little has occurred at 

the leve l of the fami ly as a unit. 

Commun ication , altho ugh essentia l, is not a lways effect ive, frequent , or in vo lvi ng the 

right famil y members. When families discuss reproductive health issues, it holds the 

potential to influence decision with regards to reproductive hea lth serv ice usage. Thi s 

research proved that intra-family discussions had an influence on the use of reproductive 

health services, wh ile econom ic status and level of education were important predictors 

of intra- fam il y d iscuss ions abou t reproductive health serv ices. However, it was a lso 

found that hi gher econom ic status and higher ed ucat ional leve ls were associated with 

fewer di scussions about unsafe abortions w ithin the fam ily. Conclus ions drawn from the 

analys is of the results of the study suggest that intra-famil y communication, irrespective 

of age, is important to ensuring that appropriate reproductive hea lth deci s ions are made. 
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An important conc lusion drawn here, however, is that further research is needed to 

identi fy other corre lati ons between posi tive reproductive hea lth outcomes and 

communica tion. 

While exp loring sexual and reproductive hea lth knowl edge among family members in 

G hana , the stud y revealed that there is a s igni ficant relationship between educat ion and 

intra-family communication on reproductive health issues. It is, therefore, imperative that 

both formal and informal educati onal systems are strengthened as they have implications 

for fami ly members in decis ion-making on c riti ca l hea lth issues. 

Also, in the quest to find out the sources of information where househo ld mem bers 

normall y learn ed about sexual and reproductive hea lth , the study revealed that the 

majo rity of the respondents obta ined the ir informat ion from the c lin ic and the mass 

media. Other sources included family planning info rmat ion from c lini cs and the 

pharmacy/drug sto res. STls and HIY and A ID S information a lso came from the mass 

media and hea lth workers. Abort ion info rm ation , howeve r, came from health workers, 

friends, and school s in that order. This then means that informati on on abo rtion­

part icul arly on unsafe abort ion - is not often made available through health centres and 

the mass media. 

In additi on , the stud y revea led that a majority o f the respond ents fe lt that access to 

info rmation was the major dete rminant in thei r deci s ion-maki ng process. T hi s was 

fol lowed by cost and rel ig ious and cu ltural practices. Age and sex did not affect o r a lte r 

these majo r determinants. 
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Finally, more than two thirds (79.3%) of the respondents stated that there should be an 

intens ification of awareness of hea lth issues within families. Respondents identified 

misconceptions as a pr imary challenge within fam ily di scuss ions, while others had 

difficulty ta lking about sex due to re ligious and cultural be liefs. Also, some faced 

problems w ith shyness when using certa in words in famil y discuss ions. There is the need 

to equip fami lies and households w ith communicat ion skill s to enable them to unde rtake 

such an important task of discussing reproduct ive health top ics effectively. 

6.3 Recommendations 

According to Thames and Thomason (1998), fam ily communication is much more than 

just the exchange of words between fa mil y members. It is what we say. how we say it, 

why we say it, when we say it, and what we neg lect to say. It is, therefore, important that 

in dea ling w ith communication with in the family on reproductive health issues, these 

factors are all taken into consideration. The findin gs of the research showed that 

commun ication on reproductive health issues in the fam il y has been found to be 

empowering, such that individuals exposed to the issues took dec isions to use 

reproducti ve health serv ices for improved life. The pre lim inary question we were 

requ ired to ask ou rse lves was: 

"Js reproductive health injormalion given and rece ived from hea/lh workers and 

mass media enough 10 influence individuals 10 use health services?" 

In fact, health workers and mass media are only part of an essent ial package for improved 

reproductive health. Po licy makers and implementing agenc ies must think "outs id e the 

box"---outside the clin ic wa lls-and diversify interventions which shou ld inc lude and 

132 



specifica ll y target households to increase communication for improved decision-m aking 

particula rl y at the family level. 

Exposure is very critica l to acquiring knowledge on reproducti ve hea lth issues . The 

information gathered from this research indicates that when people are knowled geable, 

they become empowered such that they take the appropriate decision of seeking service 

from the appropriate service provider. It is, therefore, proper to address reproductive 

health education comprehensivel y to ensure th at the contents in school programmes and 

community intervention programmes have conv inc ing and effecti ve messages. It is a lso 

recommended that the Ghana Health Service should deve lop a strategy and a uni fied 

approach of communi cating reproductive health issues w ithin famili es. schools, mass 

media, re lig ious inst itutions and other community intervention programs. Another 

recommendati on is for parents to be g iven empowering sk ill s through li te racy classes that 

w ill enable them to di scuss reproductive hea lth matters with the famil y w ithout fee ling 

shy to mention the so-ca lled taboo words. 

Regarding so urces of information on reproducti ve health issues, the study revea led that 

the famil y is the least mentioned source of information on reproducti ve health. It is 

recommended that the Ghana Health Service, in collaborati on w ith the M ini stry o f 

Employment and Social Welfare, should devel op curricul a and informati onal material s 

translated into different local languages on reproducti ve hea lth topics fo r use by fam ilies 

and household members. This informational educational too l w ill boost the confi dence of 

both adults and young people to free ly and effecti ve ly communicate on these issues. 
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Furthermore, it is recommended that families be provided w ith access to information 

through a ll household members s ince the family is the start ing point for indiv idual life 

skill s acquisiti on. It is al so recommended reproductive health professionals to des ign 

programmes that demystify reproductive health matters for the benefit of cultural and 

religious leaders . 

Finally, to address some of the challenges raised in the paper, it is recommended that 

o rgan isat ions target fam ilies and develop engaging activities at the family leve l when 

dealing w ith reproductive health programme interven tions as opposed to the indi v idual 

level. Another recommendation is to encourage and promote greater in vo lvement of men 

in reproductive health commun icat ion and at the fa mily leve l. Fina ll y, ev idence-based 

information should be prio riti sed and updated across reproductive health programmes to 

reflect the latest information shared wi th its target audiences. 
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