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ABSTRACT

Background: Contraception is an effective means of reducing fertility and improving women’s

health. Family planning services became available to Ghanaians over five decades ago.  One of

the aims was to increase prevalence of modern contraceptive use to 28% by 2010 and to 50% by

2020 but the contraceptive prevalence has been low. Only 23% of Ghanaian women are using

modern methods as at 2012 while unmet need for contraception stands at 34%. 

Studies  have  been  done to  determine  the  predictors  of  modern  contraceptive  use  in  Ghana,

however  not  much has  been explored  to  determine  the changes  in  the  predictors  over  time.

Knowing the predictors of modern contraceptive use, and the changes in the predictors over time

will help  managers  of  family  planning  programmes  to  appropriately  focus  interventions  for

improved outcomes and hence increase prevalence of current use.

Objectives:  To determine the socio-demographic factors that predict modern contraceptive use

and changes in the predictors between 1998 and 2008 using  Ghana Demographic and Health

Survey data.

Methods: Secondary data from the Ghana Demographic and Health and Surveys conducted in

1998, 2003 and 2008 were analyzed. Chi square test was used to determine association between

demographic  characteristics  and  current  use  of  modern  methods,  while  logistic  regression

techniques were used to determine variables that best predict contraceptive use. 

Results:  The  results  showed  that  discussion  of  family  planning  among  partners,  husband’s

approval of family planning, formal education at secondary and higher level and parity were

significant predictors of Ghanaian women currently using modern contraceptives. In 1998 and

2003 women who discussed family planning with their partners frequently were more likely to

use contraceptives compared with  their counterparts who  had never had such discussions (OR:
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6.7  95%  CI: 4.42 -10.22) and  (OR:4.8 95% CI:3.59-6.47) respectively. Likewise,  husband’s

approval  of  family  planning  was  associated  with  contraceptive  use  in  1998  and  2003;  also

educational status increased the likelihood of contraceptive use from 2003 and 2008. Parity of

four or more children increased the likelihood of contraceptive use in all surveys.

There were changes in the predictors of modern contraception between 1998 and 2008.  Age and

fertility preference which were not predictors in 1998 and 2003 predicted modern contraceptive

use in 2008 except for age group 45-49 years. Place of residence and marital status which were

predictors in 1998 no longer predicted modern contraceptive use in 2003 and 2008. Educational

status which was not a predictor in 1998 predicted modern contraceptive use in 2003 and 2008. 

The income level of Ghanaian women did not predict modern contraceptive use except in 2008

when women in the richer quintile only were more likely to use modern methods compared to

their poorer and richer counterparts. 

Conclusion:  Discussion  of  family  planning  among  partners,  husband’s  approval  of  family

planning, formal education at secondary and higher level and parity were significant predictors

of modern contraceptive use in Ghana. There were changes in the predictors for the surveys as

well as the relative strengths of the predictors. The Strongest predictor was discussion of family

planning  among  partners  followed  by  husband’s  approval  of  family  planning,  parity  and

educational status. 

Recommendation:  Family  planning  programmes  should  include  education  on  how partners

initiate and sustain discussions about modern contraceptive use.  Female education at least up to

high school level should be given priority by the government. Family planning programmes at all

levels should involve men. 
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DEFINITION OF TERMS

Contraception:    Contraception can be defined as a process, technique, medication or device, for 
the prevention of pregnancy.

Current Use:       All women who are currently using one or more modern contraceptive method.
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CHAPTER ONE

1.0 INTRODUCTION

This chapter describes contraception, prevalence of modern contraceptive use, classification of

methods and predictors of modern contraceptive use. Reproductive health problems that occur

due to low use of modern methods have also been discussed. The research problem and the

justification of the study are also described.

1.1 Background

Contraception has been defined as a process, technique, medication or device, for the prevention

of  pregnancy  (Booth,  2008).   Contraceptives  can  be  classified  as  traditional,  folkloric  and

modern methods. Modern methods include the pill, intrauterine device,  injections, diaphragm,

male/female condom, male/female sterilization, implants, foam/jelly and lactational amenorrhea.

The traditional methods are rhythm, withdrawal and folkloric methods. The modern methods can

further be classified as either short term or long term methods (GSS et al., 2009).  The short term

methods are Male condom, Female condom, Diaphragm, Foam/jelly, Lactational Amenorrhea

(LAM), Emergency contraceptives, Pills, Injectables (monthly and three months). The long term

methods are Female sterilization, Male sterilization, Implants and vasectomy (GSS et la., 2009).

All these methods are currently available in Ghana (GHS report, 2013).
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The  type  of  contraceptive  method  that  an  individual  or  a  couple  chooses  depends  on  their

knowledge  of  the  method,  their  satisfaction  with  the  method,  availability,  side  effects,  and

experiences with the method (Magadi and Curtis,2003; Frost and Darroch  2008). 

The only modern family planning methods available for men to choose from across the globe are

vasectomy and condoms.  Vasectomy is  the least,  less than (0.05%) accepted method among

Ghanaian men (Owusu- Asubonteng et al., 2012).

According to Planned Parenthood Association, men have three more options to add to vasectomy

and condoms. These are abstinence, outer course and withdrawal.  However, these three options

are not  considered as modern contraceptives and studies have proved that they are not very

effective (Booth, 2008). Moreover some men have also complained that condom use, abstinence,

outer course and withdrawal prevent them from fully enjoying sex. When variety of methods are

made available for men to choose from;

1. They will take more active role in family planning and they will not see it as only a

woman’s business. 

2. Both men and women will take up responsibilities with regards to partners’ approval of

family planning which is usually difficult for women to convince their husbands to do

especially in Sub -Saharan-Africa and among poor and marginalized women.

3. Fear of side effects and other health concerns will be appreciated and managed by both

men and women. Management of side effects will also be a collective effort.

Technological  efforts  have  been  made  to  produce  variety  of  contraceptives  in  addition  to

vasectomy and male condoms for men. This will ensure that all the above mentioned advantages

experienced from variety of effective methods available for men to be fully realized (Watson and

15
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Conger, 2014).Technological efforts have been made to produce oral contraceptive pills for men

but these have not been successful yet. Some of the challenges have been how to come out with 

a medication that can stop about 150 million sperms all of which have the potential of fertilizing

an egg to do so.

1.2 Efforts to increase Modern Contraceptive Use

In Ghana, family planning has been in existence for over 50 years. Ghana adopted her population

policy in 1969.  The target was to increase modern contraceptive prevalence rate to 28 percent by

2010 and to 50 percent by 2020 (NPC, 1994).

The goal of Ghana’s Family Planning programme has been to assist couples and individual of all

ages to achieve their reproductive goals and improve their general reproductive health. 

Consequently,  interventions  have  been  put  in  place  to  improve  family  planning  services  to

promote  modern  contraceptive  use  (NPC, 1994 and Hong et  al.,  2005).  These  interventions

include  provision  of  infrastructure  and  essential  technologies  and  commodities  for  family

planning services, training of service providers to offer specialized services like bilateral tubal

ligation and insertion of Jadelle and Intra Uterine Device and adherence to standards in practice

(ICF Macro, 2010 and GSS et al., 2009).

Access  to  family  planning  services  to  all  communities  in  Ghana  has  been  improved  by

organizing  outreach  programmes  to hard-to-reach  communities  whiles  satellite  clinics  were

increased and home visits  were intensified  (ICF Macro,  2010 and GSS et  al.,  2009).   More

private rooms for client examinations were created in already existing health facilities. Family

planning service  providers  were trained to  offer  other  services  like  management  of  sexually

transmitted infection and education of clients on HIV/AIDS (ICF Macro, 2010 and GSS et al.,

2009). 
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Health education programmes were strengthened by using the mass media, churches, schools,

mosques  and  other  available  source  of  information  dissemination  to  provide  education  on

knowledge  and  use  of  modern  of  family  planning  methods.  Management  of  side  effects,

involvement of males and access to information on where contraceptive methods can be obtained

has been expanded (ICF Macro, 2010 and GSS et al., 2009).

Easy access  to  modern contraceptive use has  been a  challenge  partly due to  poor  road and

telecommunication network, cultural barriers, financial constraints on the part of the Government

and socio-cultural factors that impede access to key populations such as commercial sex workers,

and intravenous drug users. People living with HIV/AIDS, internally displaced persons, those 

living in urban slum, people with little or no education and some indigenous people also are

difficult to reach.

Easy access to modern contraceptives is very important for women to enjoy the benefits of child

limiting  and  spacing.  When  women in  both  rural  and  urban settings  are  offered  high  level

counseling and a wide range of family planning methods to choose from, contraceptive use can

be increased from 5% to about 45% (Elkan et al., 2008). When this increase in contraceptive

prevalence rate is realized, birth rates could drastically be reduced thereby reducing maternal and

infant deaths (Elkan et al., 2008).

Some  of  the  strategies  that  have  been  adopted  in  Pakistan  and  India  to  improve  access  to

contraceptives  are  community-based  distribution  of  contraceptives  and  home  delivery  of

contraceptives. Community-based distribution of contraceptives adopts the strategy where family

planning commodities are made available to hard-to-reach communities’ such as remote areas,

river banks, islands and those living on water. In this regard, health workers and community

volunteers are trained to supply contraceptives in these hard-to-reach areas on specific days to
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the couple or women after counseling. Sometimes, the contraceptive supply is integrated in child

welfare clinics where women who visit satellite clinics for growth monitoring of their children

are counseled and supplied with family planning methods. These strategies help to reduce the

stigma attached to family planning use in some communities and also shield these women and

some couples from public scrutiny.

Home delivery of family planning methods has been used in Pakistan and other places to ensure

that women and couples are  provided with contraceptives after counseling.  Those who need

permanent methods are referred to health facilities that provide those services. Sometimes, in 

order to ensure that the woman or  a couple who are referred are provided with the best of

service, the same nurse or trained health personnel who visited the woman or couple in their

home provides the service in the health facility. This strategy was found to contribute to about

hundred percent increases in modern contraceptive use from 1993 to 2006 (Singh and Darroch). 

This improves confidentially and encourages the client to speak freely about issues regarding

side  effects  and other  health  concerns  which  strongly discourage  women from using  family

planning methods. Studies have shown that female health workers are able to reach clients and

provide more satisfactory service. 

Mobile clinics and family planning on wheels is another plan used to reach women and couples

who  need  family  planning  services  but  cannot  easily  access  these  services.  These  mobile

clinicians move from community to community with a vehicle to reach women in the market

places; those selling in their shops and even those selling on the street. This plan was tried in

Bolivia and it yielded tremendous results (Barroso, 2010).

In-service training of  health  personnel  periodically has  also been proved to improve access.

These trainings are usually organized when new methods are made available on the market.
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Training  of  these  health  workers  to  improve  customer  care  as  well  as  specialize  skills

areimportant to improve confidentially and client satisfaction. Some of the areas where staffs

have  been trained to  provide  specialized  skills  are,  condom use,  insertion  of  jadelle,  giving

injections,  vasectomy, bilateral  tubal  ligation  and insertion  of  intra-uterine  device.  This  will

improve the availability of jadelle and injections which is highly acceptable.

Use  of  mass  media  especially  radio  to  educate  people  about  family  planning,  types  of

contraceptive methods available on the market and where to access these products also greatly

improve access. Mass media has been used to provide the public thorough education on the side

effects and other health concerns regarding contraceptive use. Research evidence shows that in

Paupa New Guinea, women took the lead in talking about sexual and reproductive health which

hitherto was a taboo. They discussed contraceptives use, the types of contraceptives available on

the market and effective management of side effects. This programme was initiated by Young

Women’s  Christian  Association.  This  yielded  tremendous  results  such  that  cultural  barriers

regarding reproductive health issues were broken. Men were calling in on behalf of their wives to

seek advice about contraceptive use.

Improving access to family planning methods for the youth has to be strategic in order to address

their special needs.  The prevalence of modern contraceptive use among the youth is usually low.

Some of  the efforts  that  have been made to  improve contraceptive use for  the youth are  to

involve  them in  planning family planning  programs  and distribution  of  contraceptives.  Peer

educators  have  also  been  used  to  educate  their  own colleagues  on  sex  education  and other

reproductive health issues.

In  Ghana,  Efforts  are  still  ongoing  to  improve  access  to  modern  family  planning  methods

especially  in  hard  to  reach  communities.  For  instance,  Health  Keepers  Network,  a  Non-
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Governmental Organization is currently working in had to reach communities to ensure that short

term family planning methods are made available to young people of reproductive age Some of

the strategies they are using are;

1. Train peers to distribute contraceptives through a financially self-sustaining programme.

2. Increase the number of young people who are using short term contraceptives like the

condoms and oral contraceptive pills.

3. Increase the number of people who will accept family planning methods.

4. Increase the number of people who will use condoms correctly and consistently.

5. Correct myths and misconceptions about side effects and other health concerns.

6. Provide information on where to find contraceptives.

All these efforts to reduce lack of access to modern contraceptive methods has become less in

Ghana, however studies  have shown that side effects is the greatest reason for non-use (Hindin

et  al.,  2014).  Additionally, report  from a  study by London School  of  Hygiene  and Tropical

Medicine in 2014, has shown that in Ghana, distrust in any family planning method as a result of

side effects and other health concern by women is now the strongest reason for non- use of

family planning methods and not access.

Research shows that in spite of all these interventions modern contraceptive use is low in Ghana

at a value of 23% (GSS et al., 2012). Globally, contraceptive prevalence rate is 61%; in the most

developed regions the prevalence is 69% whiles in the less developed regions it is estimated at

59%. Africa has the lowest rate of 27% (WHO Report,  2011). The number of all  Ghanaian

women in their reproductive age who are sexually active, who do not want to get pregnant in the 

next two or three years (spacing) or who do not want to have any more children (limiting) and

are not using any modern contraceptive method are many.  The prevalence of  unmet need for
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contraceptive use in Ghana, for the youngest women aged 15-19 years increased from 57% in

1993 to 63% in 2003. For all other age groups it was 43% in 2003 (UNFPA and MDG, 2012). 

The unmet need for contraceptive use in Ghana from 1993-2008 for all age groups reduced from

38.6% to 34 % but is 10% higher in rural areas (GSS and MI, 1999; GSS et al. 2004 and  2009).

Low prevalence of modern contraceptive use in Ghana, coupled with high levels of unmet need

has  led  to  increased  exposure  to  sexual  and  reproductive  health  risks  including  danger  of

exposure 

to  HIV and other  sexually transmitted  infections  (NACP, 2011).   Some of  these  risks  have

resulted  in  unintended  pregnancies,  unsafe  abortions,  high  maternal  mortality  and  sexually

transmitted infections including HIV/AIDS (NACP, 2011 and  Ghana Maternal Health Survey,

2009).

For instance, 37% of all pregnancies in Ghana in 2011 were unintended, while unsafe abortions

rate was about 28 per 1000 women (Ghana Maternal Health Survey, 2009 and Asamoah, 2011).

Similarly, a survey conducted in Southern Ghana reported that thirty-one percent of women who

sought health care at  the Korle-bu Teaching Hospital,  Gynecology Unit  did so with abortion

complication (Adanu et al., 2005). Maternal mortality rate in Ghana which is estimated to be 310

per 100,000 live births is unacceptably high (UNFPA, World Bank Report, 2013).

The prevalence rate of HIV/AIDS in Ghana reduced from 3.6% from 2003 to 1.9 % in 2009 but

the prevalence rate was still high (i.e. 5.8%) in places like Agormanya and Koforidua and some

parts of central region.  According to (NACP, 2011), prevalence of Syphilis is 3.7% in part of

Central Region. The prevalence rate of HIV reduced from 1.9% in 2011 to 1.3% in 2013 (NACP

Sentinel Survey Report, 2013). The Eastern Region still had the highest prevalence of 3.7 with

Agormayna still  being one of the sites that have been seeing an increase in prevalence. The
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prevalence in Agormanya is 11.6%. Though the prevalence of HIV has drastically reduced the

target  of  0% new  infections  especially  among  newly born  babies  and  adults  has  not  been

reached. This can be partly attributed to lack of behavior change and inconsistent condom use

(NACP, 2013). An increase in the prevalence of modern contraceptive use (condom use) could

avert some of these adverse consequences of unprotected sex to a large extent.

1.3 Predictors of Modern Contraceptive Use

Some factors have been identified to predict modern contraceptive use. These factors can be

categorized  as  behavior-related,  service  related,  socio-economic  and  demographic  factors

(Stephensons et al., 2007). Some of the behavior-related factors are sexual behaviors such as

number of sexual partners, frequency of sexual activities, age at first sex and planning of sexual

Intercourse (Godswill, 2012).  These factors interact collectively to determine the prevalence of

modern contraceptive use (Tawiah, 1997).

Adanu et  al.,  (2009) and Bawa et  al.,  (2002) reported that  there  was significant  association

between some socio-demographic factors and modern contraceptive use and that some of these

socio-demographic factors predicted contraceptive use in Ghana. The Ghana Maternal Health

Survey  (2009)  also  showed  that  female  education,  household  wealth,  parity  and  fertility

preferences strongly influenced use of family planning methods. This makes it necessary to study

these predictors.

These factors that predict modern contraceptive use have been grouped into three sets namely

demographic,  socio-economic and socio-cultural  factors.  The demographic factors are  age of

respondent, marital status, fertility preference and number of children ever had. The Socio-

22

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



Cultural factors are communication among partners and husband’s approval of family planning

and the socio-economic factors are educational level and wealth index. These sets of factors have

been further categorized under direct and indirect determinants of modern contraceptive use. The

demographic  factors  are  indirect  determinants of  current  contraceptive  use whiles  the  socio-

cultural  and socio-economic factors are direct determinants of current contraceptive use.  The

relationship between these sets  of independent  variables  and the dependent  variable  (current

contraceptive use) has been explained using a conceptual frame work in chapter three

1.4 Changes in Predictors Over Time

Some predictors of modern contraceptive use change over time whiles others may remain the

same depending on how contraceptive use programmes coupled with background/demographic

characteristics  has  influenced  the  strength  of  these  predictors.   In  sub-Saharan  Africa,  large

family size is usually desired by couples (Cleland et al., 2009). This preference for large family

size did not change from 1990-1996 (Bankole and Singh, 1998). Recent report from analysis of

data  from 9  countries  in  Sub-Saharan  Africa  including Ghana by Cleland and Shah,  (2014)

showed that the fertility preferences of both men and women in these countries was consistency

high.

1.5 Problem Statement.

Low prevalence of modern contraceptive use in Ghana coupled with high levels of unmet needs

has led to some sexual and reproductive health problems. Some of these sexual and reproductive

health problems reported in Ghana are; unintended pregnancies (37%), unsafe abortions (28 per

1000 women), maternal morbidity and mortality (310 maternal deaths per 100, 1000 live births)
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and  sexually transmitted  infections  including  HIV/AIDS.  Reports  by (GAC Sentinel  Survey

2013; NPC 2011and UNFPA World Bank Report, 2012) showed that prevalence of Syphilis was

3.7% and twenty six thousand (260,000) people were people living with HIV/AIDS. 

Compared to developed countries like Sweden (87%), United Kingdom (84%), America (56%)

and some African countries like Tunisia (62%) contraceptive use in Ghana is still low. Rate of

use of modern contraceptives in Ghana has been slow, increasing marginally from 13% in 1999

to 17% in 2009 (GSS et al, 1999-2009). From the results of the Multiple Indicator Cluster Survey

in  the  year  2012,  the  Ghana  Statistical  Service  reported  an  increase  (23%)  in  modern

contraceptive  use.  However  this  is  still  not  encouraging  considering  the  set  target  of  50%

prevalence by the 2020.

Some of the factors that have been found to be responsible for low contraceptive use in Ghana

are side effects of contraceptive use experienced by women and other health concerns. Other

factors are no or low level of female education, husbands’ disapproval of contraceptives use and

difficulty in accessing family planning methods (Cleland et al., 2014; Eliason et al., 2014 and

Hindin et al., 2014).

Studies  have  been  done  to  determine  the  socio-demographic  factors  that  predict  modern

contraceptive use in Ghana (Bawa et al., 2002 and Adanu et al., 2009). However the extent to

which these predictors change over time is not known. When family planning programmes are

implemented  without  considering  the  changes  in  predictors.  Unrecognized  changes  in  the

predictors will adversely affect intervention of family planning programmes aimed at increasing

modern contraceptive use. Efforts may be wasted to increase contraceptive use using particular

predictors which may not be strong at a particular time whiles those that are strong may be

neglected.
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1.6 Objectives of the Study

1.6.1 General Objective

To determine the socio- demographic predictors of modern contraceptive use in Ghana,from 

1998-2008.

 1.6.2 Specific Objectives

1. To determine changes in the predictors of modern contraceptive use for the period under

study.

2. To determine the relative strength of the predictors of modern contraceptive use for the

period under study.

1.7 Justification of the Study

The survey was conducted to determine predictors of modern contraceptive use in Ghana and

how these predictors have changed over time. Unrecognized changes in predictors of modern

contraceptive use adversely affects interventions aimed at increasing contraceptive use in Ghana.

Efforts made to ensure improvements in particular predictors are sometimes wasted in terms of

human and material resources when these predictors are no longer strong. Other areas that may

need more intensive inputs with regards to interventions may be neglected. 
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Knowledge gained about the changes in the predictors and their relative strengths will help in

formulating  reproductive  health  policy  planning  and  programmes.  More  effective  family

planning  programmes that are  also well focused will be designed for improved outcomes such

as; reduction in fertility levels and sexually transmitted infections including HIV/AIDS  as well

as  improvements in  maternal health.

CHAPTER TWO

2.0 LITERATURE REVIEW

This chapter discusses the factors that affect current use of modern contraceptives. These factors

have been categorized into socio-demographic, socio-economic and socio-cultural factors which

determine current contraceptive use. The demographic factors have further been classified under

indirect  determinants  of  contraceptive use  and the  socio-cultural  and socio-economic  factors

have  been  classified  under  direct  determinants.  This  is  further  explained  in  the  conceptual

framework in this chapter.

2.1 Family Planning

Family planning is a way of living that is adopted voluntarily on the basis of knowledge, attitude

and responsible  decision  making by individuals  or  couples  in  order  to  regulate  the  number,

timing and spacing of the children they want to have, so as to promote the health and welfare of

the family and contribute to the advancement of society (Delano, 1990).

There are polices on family planning concerning adults, adolescents, couples and males. Initially

in Ghana, spousal consent especially from husbands was compulsory before a woman can benefit
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from family planning services (GPC, 2013). Today women and adolescents do not need either

spousal  or  parental  consent  in  order  to  access  family  planning  services.  All  individuals,

adolescents and couples are eligible. For clients who are mentally deranged significant others

usually consent  to these services  (WHO, 2013).   Although there  are  policies  cultural  norms

sometimes make it difficult for some people to access family planning methods.

Family planning is also  a major component of Reproductive Health and cuts across all of the

following  aspects  of  reproductive  health.  Comprehensive  Abortion  Care,  Prevention  and

Management  of  Sexually  Transmitted  Infections  including  HIV/AIDS,  Prevention  and

Management  of  Infertility  and  Gender-based  Violence  (UNFPA,  2013). The  goal  of  family

planning is to assist couples and individuals of all ages to achieve their reproductive goals and

improve their general reproductive health. The specific objectives of family planning are;

a. to provide information, education and counselling to individuals and couples to enable them

decide freely and responsibly the number of children they want to have and how they intend to

space their children.

b.  to  provide  affordable  contraceptive  services  and make  available  a  full  range  of  safe  and

effective modern methods.

c. to provide information on child bearing

d. to assist couples to achieve pregnancy and have babies 

e. to prevent and manage Reproductive Tract Infections including STI/HIV/AIDS  

f. to promote Dual protection

The goal of family planning  to promote dual protection was added when it became necessary to

reposition  family  planning  by integrating  family  planning  in  other  programmes  such  as  the
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prevention of HIV and other sexually transmitted infections by the world health organization

(WHO, 2010).

These  specific  objectives  are  achieved  through  the  use  of  modern  contraceptives  and  the

treatment of involuntary infertility (WHO, 2011). Family planning services include methods and

practices  to space births,  limit  family size and prevent  unwanted pregnancies (Dalton et  al.,

2013).  Fertility regulation is a major component of safe motherhood because it reduces the risk 

of exposure to unintended pregnancies. It also includes family-planning counseling, information,

education, communication and services; education and services for prenatal care, safe delivery,

and post-natal care, especially breast-feeding, infant and women's health.  A woman’s ability to

space and limit her pregnancies has a direct impact on her health and well-being as well as on the

outcome of each pregnancy (Welaga et al, 2008; WHO 2011 and Norton, 2005).

According to the World Bank and World Health Organization, one-third of the illnesses among

women  ages  15-44  in  developing  countries  are  related  to  pregnancy,  childbirth,  abortion,

reproductive  tract  infections,  and  Human  Immunodeficiency  Virus  and  Acquired  Immune

Deficiency  Syndrome  (WHO,  2011).  An  estimated  1,600  women  die  every  day  from

complications caused by pregnancy and child birth, 99% in developing countries alone  (WHO,

2011).

Research has generally found that short inter birth intervals i.e. less than two years intervals are

associated  with  higher  rates  of  infant  and  child  mortalities,  maternal  death,  third-trimester

bleeding, premature rupture of membranes, puerperal endometritis, and anemia (Davanzo et al.,

2007). When the spacing between two children by a woman is short i.e. less than two years, the

woman does not fully recuperate from one pregnancy before supporting the next one. This can

lead  to  “maternal  depletion  syndrome”.   Maternal  depletion  syndrome is  a  condition  which
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occurs when a woman has too closely spaced children (less than two years) leading to loss of

nutrients such as folate and iron (Winkvisk et al., 1992). It can lead to complications like severe

anemia and premature rupture of membranes. Women who have more than four children (less

than two years) who are too closely spaced are also at increased risk of maternal morbidity and

mortality (WHO, 2012). In Ghana it has been established that apart from staying healthy when

women limit the number of children they have through the use of modern contraception, women

are  also  able  to  engage  in  income  generating  activities  thereby  creating  wealth  to  support

themselves and their families (Karra and Lee, 2012).

Short preceding birth intervals with high parities have been reported to have adverse effect on

infant and early childhood (Pence et al., 2007; Benefo and Pillai, 2003). The reason is that the

mother might not have fully recuperated from one pregnancy before carrying another so she may

not be strong enough to carry the pregnancy to term or may have a full term baby who is not

healthy (Dibaba, 2010). Sibling competition may also set in when these closely spaced children

compete for the attention of the mother and limited resources including nutrition and medical

care  (Davanzo  et  al.,  2007).  The  preceding  child  may  not  benefit  from adequate  nutrition

including breastfeeding, care from the mother and medical care since all attention may be given

to the newly born child. All these factors can contribute to infant and child morbidity especially

of the previous child (Welaga, 2008). 

Family planning services needed to promote the health and wellbeing of both mother and child

has  been approved in  Ghana since  six  decades  ago.  Some of  the  approved family planning

service providers available in Ghana are; The Ghana Health Service Intuitions, Private Clinics,

Quasi  Government  Hospitals  and  the  Teaching  Hospitals.  There  are  Non-  Governmental

Organizations  that  support  family planning and other  reproductive  health  services  in  Ghana.
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Some of them are Planned Parenthood Association of Ghana (PPAG), Quality Health Partners

(QHP) Engender Health (EG), Family Health International (FHI), Marie Stopes International

(MSI)  and  Community  Based  Youth  Behavioral  Change  Communication  (CEDEC).  These

Organizations Support family planning and other reproductive health services (Gyima, 2011).

Health  facilities  that  provide  family planning services  are  usually  assessed based on certain

indicators (Hess 2007). Some of these indicators are: 

1. Physical Structures (Buildings)

2. Well trained Staff (Nurses, Doctors, Midwives)

3. Equipment (spotlights, examination tables, sterile area and equipment for mini laparotomy)

for both short term and long term family planning procedures

4. A variety of modern family planning methods adequate for supply

5. Water and electricity

6. Currently upgraded protocols.

2.2 Contraception

Contraception can be defined as a process, technique, medication or device, for the prevention of

pregnancy (Booth, 2008). Contraceptive services are offered to prevent unwanted pregnancies,

delay child-bearing,  space births,  end child bearing where desirable  (i.e.  limit  births) and to

prevent reproductive tract infections including STDs and HIV/AIDS.

Contraceptives are usually classified under traditional, folkloric and modern methods. Modern

contraceptives can further be classified as Short Term, Long Term Reversible and Long Term

Irreversible (Permanent) methods. The short term methods are Condoms (male and female), Oral

Contraceptive  pills  (Combined  &  Mini-pill),  Injectables  (Monthly  and  every  3  months),
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Lactational  Amenorrhoea  Method  (LAM)  and  Emergency  Contraceptives.  The  long  term

reversible methods are Intra Uterine Device and Implants. The long term Irreversible methods

are Tubal Ligation and Vasectomy (Hather et al., 2008). 

In Ghana a study conducted in the Tamale Metropolis of the Northern Region (Kolbila, 2008 and

Imbuki  et  al.,  2010)  showed  that  choice  of  family  planning  method  depends  on  the  social

network, religion, educational background of the individual or couple perceptions about safety, 

effectiveness  and low side effects.  Studies have also shown that  the choice of  contraceptive

method also depends on the client’s general health, lifestyle and relationships, the perceived risk 

of contracting sexually transmitted infections (STI) and how important it is for the individual not

become pregnant, age and experiences with the method (Do and Kurimoto, 2012). 

The HIV status of some women dictates their choice of family planning method. Women who are

HIV positive think that re-infection is very important when considering the choice of method.

Prevention of  re-infection is  their  priority over  limiting and spacing children (Imbuki  et  al.,

2010).

Choice  of  method  is  also  strongly  influenced  by parity.  For  instance  nulliparous  unmarried

women in their reproductive age are advised against the use of permanent methods like bilateral

tubal ligation. Such women are encouraged to use effective methods like Jadelle, injections, the

pill  and  condoms  as  backups  and  also  for  the  prevention  of  sexually transmitted  infections

especially in cases where the woman or her partner has multiple sexual partners. This is because

most women in their reproductive age without children will like to have one later (Testa, 2012). 

Different methods bring different level of satisfaction to both men and women. For instance the

most  widely used method among married women in Ghana is  the injection whiles the most

widely use method among men is the condom (GSS et al., 2009). The least widely used method
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by Ghanaian men is the vasectomy with a prevalence of less than 0.05%. This is so because of

the myths and misconceptions about vasectomy (Adongo et  al.,  2014). In Nigeria,  male and

female doctors were counseled for permanent family planning methods. Whiles 84.5% of female

doctors  accepted  bilateral  tubal  ligation,  only  5.4% accepted  vasectomy.  Pregnancy  and  its

complications that  lead to maternal morbidity and mortality do not  affect  the health  of men

directly (Ebeigbe and Eigbefoh 2011).  This also could be part of the reasons why men do not

really bother opting for vasectomy. 

Certain reasons have been outlined to explain the low use of vasectomy among men in Ghana

and other  African  countries  in  general.  Owusu-  Asubonteng (et  al.,  2012) observed that  the

facilities available for vasectomy procedure to be performed are not enough in the country. More

so, the service providers i.e. urologist and obstetricians are not many especially at the district and

sub  district  level  where  their  services  are  most  needed.   This  will  hinder  more  vasectomy

procedures from being done even if  men who receive education are convinced to go for the

procedure to be done for them.  In Nigeria Ebeigbe and Eigbefoh (2011) showed that the level of

knowledge doctors had on vasectomy was very high (more than 90%). The socio-cultural factors

which were identified to be barriers to acceptance and use of vasectomy are; religious (21. %)

and perception about side effects of vasectomy is 13.1% (Adongo et al., 2014). 

Many factors have been mentioned to influence the type of family planning method an individual

chooses,  however  research  has  shown that  side  effects  greatly  influence  the  type  of  family

planning method an individual chooses Ghana (Hindin et al., 2014). Some clients experience side

effects of these methods whereas others do not (Bailey, 2014). A survey in Southern Ghana by

(Bailey, 2014) showed that women experienced different levels of side effects  with different

methods.  Women who experienced side effects with the pills were (38.8%). Those who had side
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effects using injections were (28.3%) and for diaphragm/foam/jelly a fewer percentage (7.3%)

had side effects. Women who complained that they experienced side effects after using condoms

were 10.5%l. For Intra-Uterine Device, nor plants and traditional methods the number of women

who complained about having side effects were 14.3%, 28.6% and 2.9% respectively. 

Some  of  the  side  effects  experienced  were  nausea,  vomiting,  spotting,  weight  gain,  heavy

bleeding during menstrual periods and abdominal crumps (Truss et al., 2014 and Chandra-Mouli,

et al., 2014). Although these side effects do not cause serious health problems or death it has

been observed that side effects has been one of the leading causes for low prevalence of modern

contraceptive use among Ghanaian women (Cleland et al., 2011). Recently, Hindin et al., (2014),

found that in Ghana fear of side effects of modern contraceptive methods particular irregular

menstruation was perceived by women to impair fertility. This deterred them from using modern

family planning methods. These side effects have been found to decreases with age. These side

effects have also been found to be more common with the injections compared to the Intrauterine

devices, implants and the pill (Yeboah et al., 2013).

Service providers usually counsel the user in order to ensure that he or she is  eligible for a

particular method and also to allay her anxiety about side effects (Teye, 2013). The World Health

Organization has eligibility criteria that guides service providers to ensure that side effects and

health problems associated with modern contraceptive use are very minimal (WHO, 2013). It is

advised that the user always talks to the service provider whenever she experiences 

any of these discomforts (Teye, 2013). These temporary discomforts cannot be compared to the

dangers associated with unintended pregnancies leading to unsafe abortions and its attendant

complications. 
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Conceptive use has enormous benefits.  Contraceptive use helps to reduce population.  It also

helps to improve the health of mothers and children. Additionally women who use contraceptives

to either limit or space children tend to have more control of their socio-economic situation.

2.3 Population Growth and Human development. 

Rapid population growth and its negative impact on human development became a great global

concern in the early 1960s. This led to a series of international conferences on population and

development.  One of such conferences is the 1994 International Conference on Population and

Development (ICPD) held in Cairo. This remarkable conference is sometimes referred to as the

Cairo  consensus.  At  the  conference,  world  leaders  articulated  a  bold  new  vision  about  the

relationships between population, development and individual well-being. At the ICPD, 179 

countries  adopted  a  forward-looking,  20-year  Programme  of  Action  (PoA)  that  built  on  the

success  of  the  population,  maternal  health  and family planning programmes of  the  previous

decades while addressing, with a new perspective, the need of the early years of the twenty-first

century.

The  1994  International  Conference  on  Population  and  Development (ICPD) in  Cairo  was  a

milestone in the history of population and development, as well as in the history of women's

rights. At the conference the world agreed that population is not just about counting people, but

about  making  sure  that  every  person  counts.  The  ICPD  conference  in  1994  along  with

benchmarks added at five year reviews and appraisal of implementation of the ICPD Programme

of Action, informed the eight Millennium  Development Goals derived during the Millennium

Development Summit held in 2000 at Chicago, USA. 
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Currently in Ghana the rate at which the population is growing does not match the rate at which

the economy is growing. The population is  growing faster than our economic growth (Saky,

2013). The economy of Ghana has increased marginally over the last two decades (GSS et al.,

2009).  However in this last decade, the economy has experienced inconsistencies in growth with

high inflation rates (Country Profile, 2012). The daily minimum wage is 4.48% with an average

annual increase of 30% in goods and services with much less increasing average annual salary

for workers (Kunateh, 2012).  This has led to a steady rise in the cost of living and this has

subsequently reduced standards of living (Osiakwan, 2014). 

The Agriculture sector has been the main stay of the economy. It contributes to about 30% of

growth and employs up about 50 percent of people. This is followed by, gold and timber export.

The agricultural sector has a lot of farmers using old and outmoded methods of farming which

does not yield much farm products and increased post- harvest losses (FAO, 2013). 

Recently there has been a fall in gold price leading to laying off of workers mainly bread winners

in Gold mining companies including Ghana (Acheampong, 2014). About 30% of workers in

mining  companies  have  been  laid  off  (Komneneic,  2014 and  William,  2013)  with  some

threatening to shut down completely (Asante, 2014). 

In addition to the above mentioned economic indicators, The Institute of Statistical, Social and

Economic Research (ISSER) published a report on these economic indicators; employment rate,

food price, oil price and their overall economic performance was poor in 2012-2013. The target

for the overall growth of agriculture was 5.3% but what was achieved was 1.3%. This is far

below the target needed to ensure food security in Ghana. Low production in agriculture coupled

with high prices in crude and gas led to increase in cost of food. There has been about 300%

increase in the cost of goods and services in Ghana from January 2014 till date (GLSS, 2012).
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Increase in cost of food and other services will reduce the amount of food available to individual

Ghanaian households.

Unemployment rate in Ghana for ages 15 years and above was 25% (GLSS, 2012).  For ages 15-

24 years is 16.7% as at 2012 with more females being unemployed than males (GLSS2012).

High  unemployment  rate  among  the  youth  leading  to  loss  of  income  poses  a  threat  to  the

livelihood of the youth (Akwara et al., 2013). They are unable to pay for the basic necessities of

life namely food clothing and shelter (Kirby 2011). This can force them on the streets in Ghana

where the nation has no security payments to the unemployed to keep them off the streets until

they get jobs.  These unemployed youth may be a threat  to national security since they may

indulge in social vices like stealing, armed robbery, prostitution. All of these does not augur well

for national development (Kirby, 2011 and Akwara et al., 2014).  Studies have shown that homes

with large family sizes have fewer educational opportunities which makes them more likely to

have high unemployment rates compared to homes with smaller family sizes (Anyanwu, 3013). 

This instability in the economic growth coupled with high unemployment rates, high inflation

rates, high percentage price increase does not auger well for large family sizes. 

However family sizes are still large in Ghana averaging 4.0 children per woman and even higher

in rural areas (GSS, 2011). Initiatives taken to improve standard of living, education and human

developments  in  Ghana’s  present  economic  situation  cannot  be  achieved  without  improved

contraceptive uptake.

2.4 Prevalence of Modern Contraceptive Use

Prevalence of modern contraceptive use in Ghana since the Cairo consensus increased, but later

reduced and has since been increasing slowly. The number of women using modern methods of
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Family Planning rose steadily from 6.0% in 1988 to 19% in 2003, but reduced to 17% in 2008

(GSS et al., 2009).  The Unmet need for modern contraceptive use in Ghana is still high, 35%

and 10% higher in rural areas (GSS et al., 2009).  In the year 2011 the Multiple Indicator Cluster

Survey  conducted  in  Ghana  submitted  showed  an  increase  in  the  prevalence  of  modern

contraceptives from 17% to 23% (GSS et al., 2012). The same report showed a reduction in the

level of unmet need from 35% to 26.4%. Considering the current rates, however, the targets set

in Ghana’s population policy to achieve 50% in prevalence of modern contraceptive use by the

year 2020 is not likely to be attained. 

 Unmet need for modern contraceptive use is  usually defined in two ways.  Unmet need for

modern contraceptive use in Ghana can be defined as: 

1. the number of all Ghanaian women in their  reproductive age who are sexually active,

who do not want to get pregnant in the next two or three years (spacing) or who do not

want to have any more children (limiting) and are not using any modern contraceptive

method.

2. another definition is the number of all married women in Ghana who do not want to get

pregnant in the next two or three years or who do not want to have any more children and

are  not  using  any modern  contraceptive  method.  It  is  one  of  the  indicators  used  to

monitor family planning programmes (Bradley and Casterline, 2014).

It is usually measured using household surveys. Unmet need for family planning, method mix,

contraceptive prevalence rate, sources of contraceptive supply and reasons for non-use are some

of the indicators usually used to evaluate the effectiveness of family planning programmes in

Ghana.
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It has been estimated that, unmet need for contraceptive use is 42 % among Ghanaian women

though  about  78% had access  to  family planning  services  (Machiyawa and  Cleland,  2013).

Johnson et al., (2013), have shown that unmet need varies considerably in the various regions of

Ghana. It is higher in the Northern, Western, Central and Volta Regions of Ghana compared to 

the remaining regions (Machiyawa and Cleland, 2013). Unmet need for modern contraception is

usually lower among women with higher education compared to those with lower education

(Asamoah eta al., 2013).  According to the World Development Report, (2012) and Adjei et al.,

(2014), marginalized and poorest women have the greatest unmet need for family planning. This

is due to the fact that these categories of women also have reduced access to information (media

exposure, education from health service providers), financial barriers and poor service quality.

Young people also have high unmet need for contraception. This is because they have lower level

of knowledge of family planning methods, wrong perception about side effects, unfair treatment

by service providers which make them refuse to access from family planning service and reduced

autonomy (Asare, 2013).

Ethiopia for example has high unmet need and this has been attributed to; unfriendly attitude of

staff, lack of family planning methods in densely populated areas, religion, and low level of 

education among women and husband’s disapproval of family planning. Reasons for non-use of

modern contraceptives by Ghanaian women include fear of side effect, desire for more children

later, husband or responds opposition to family planning and lack of knowledge about modern

contraceptive methods (Biney, 2011). Of all these reasons, fear of side effects is very high 37%

(Hindin et al 2014).

Whenever unmet need is high, total fertility rate does not decrease. The Total fertility rate in

Ghana (TFR) reduced from 6.4 in 1988 to 4.4 in 2003. Between 2003 and 2008 it remained the
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same i.e.  4.4. From 2008 to 2013 it has reduced to 4.0. From the Ghana Demographic and health

survey, 2015 report, Total Fertility rate has increased to 4.2. 

In order for all Ghanaian women to have access to save and effective modern contraceptives,

programme managers must monitor and evaluate existing programmes to determine why women

are not using contraceptives although they do not want to get pregnant. Regulating of existing

programmes  will  also  help  to  identify gaps  in  family planning interventions  and also  avoid

duplication of efforts (FHI, 2012).  Since recent studies from London School of Hygiene and

Tropical medicine,  2014 has shown that the strongest barrier  to modern contraceptive use in

Ghana is fear of side effect development of new technology to address the health concerns of

women will also help. With the availability of broad range of methods, women can have the

option to select methods which best suits their health. 

2.5 Access to Modern Contraceptives.

Universal access to safe and effective modern contraceptive methods by women and girls has

been attempted in  Ghana through family planning programmes but  there are  still  challenges

(Hall, 2008). Access to modern contraceptive methods and other reproductive health services is

very  complex  and  multidimensional.  It  is  dependent  on  the  type  of  services  a  particular

population needs, their  geographical location and the health care delivery system (Anderson,

2006). 

Access to modern contraceptive use can be assessed in so many ways. Access can be measured

using cultural access, geographical access and financial access (Hall, 2008) and knowledge of

access  to  the  contraceptive  method  (Adjei  et  al.,  2014).  Geographical  access  to  health  care

services is usually measured in two ways. These are the availability of the health service (health
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facility) and the accessibility of the service (distance) in a particular locality (Popick, 2009). This

is usually measured using Geographic Information System (GIS) where travel time and the road

network are taken into consideration (Acher, 2014). The shorter the distance to the health facility

from the community, the easier it is for individuals and couples to have access to family planning

services they need. In communities where geographical access is difficult, outreach programmes

to these hard to reach communities by health workers is paramount. It is therefore necessary for

the Ghana Health Service to identify gaps in delivering of family planning services. . It is also

very important  that  continuous  collaboration  between the  Ghana Health  Service  and private

providers  is  ensured  so  that  availability  and  accessibility  of  family  planning  services  can

improve.  Some  clients  prefer  to  go  to  private  providers  and  others  prefer  to  go  to  Non-

Governmental Organizations where their services are subsidized (Aremu, 2013).

Studies have shown that in Nepal, family planning on wheels (mobile family planning clinics)

has improved contraceptive use including vasectomy use which is the least accepted method

(Padmadas et al., 2014). 

Availability  of  the  family planning and other  reproductive  health  services  and friendly staff

attitude also plays an important role in promoting the use of modern family planning methods

(Adebowale and Palamuleni, 2014; and Moyer et al.,  2014). Facilities that have friendly and

patient health staff who are, knowledgeable and skillful in delivering family planning services 

attract clients to  their  facilities  (Okech et  al.,  2011 and Kayongo,  2013).   Studies  have also

shown that  this  usually goes  a  long way to improve modern  contraceptive use.  Recently in

Uganda, (Kabagenyi et al., 20014),  analyzed 2011 demographic and Health Survey. The findings

showed  that  sexually  active  men  who  discussed  family  planning  with  health  staff  reported

increased use of modern contraceptive as well increased use by their partners. Cultural values
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affect the decision making process in accepting and using contraception by either couples or

individuals (Adongo et al., 1998, Adongo et al., 1997 and Adongo et al., 2014). Depending on

the geographical location of a particular population, culture can either be a barrier to use of

family methods or not. That is each community has its own socio-cultural barriers. Elfstrom and

Stephenson and  (2012) examined how community level factors influence contraceptive use in

some African countries. Secondary data from Demographic and Health Surveys in Twenty one

African countries including Ghana was analyzed. After controlling for individual and household

level factors, the findings showed that fertility norms, gender norms and inequalities, and health 

knowledge significantly influenced contraceptive use.  Some socio-cultural  barriers that have

been identified to reduce modern contraceptive use among women are early marriage, religion,

family pressure, domestic violence, lack of male involvement and decision making process being

fully controlled by men (Dater et al., 2014). In the Tamale Metropolis of the Northern Region of

Ghana  Delamater  et  al.,  (2012),  observed  that  Christian  religion  is  playing  a  key  role  in

increasing contraceptive use. Women are changing from traditional religion to Christianity and

this is increasing their acceptance and usage of family planning methods (Doctor et al., 2009).

Whiles  women  who are  Christians  are  more  likely to  use  family planning  services;  on  the

contrary, Moslem women were less likely to use family planning services in the same metropolis.

Financial  access  is  also  important  in  predicting  use  of  modern  family planning  methods.  It

involves individuals and couples paying for the service and commodities. Household income and

wealth index have been found to be significantly associated with use of modern contraception

(Mhammeh et al., 2014 and Adanu et al., 2008). Choice of Family Planning Service providers

also depends on the socio-economic status of the client. Private Clinics and hospitals owned by

individuals charge higher for services and commodities compared to public health facilities and
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the Non-Governmental Organizations (Hutchinson, 2011). The Non-Governmental Organizations

are very effective in supporting family planning programmes in Ghana because they usually

operate in the communities. They also have the resources to meet the needs of hard to reach and

underserved communities. Available evidence shows that these non-Governmental Organizations

have done well to support family planning services so much in Ghana (Gyebi, 2011). 

Clients from richest homes prefer to go to private hospitals and clinics compared to those from

the poorest homes (Aremu, 2013). Studies have shown that women who earn money (income)

are more likely to access and afford modern contraceptives compared to those who do not earn

money (Asamoah et al., 2014). 

The government of Ghana relies more on donor support to supply family planning commodities.

This donor support is dwindling. Donor support for family planning commodities is about 90%

whiles the government contributes 10% however, this has dwindled to about 60%. In order to

improve financial access to modern contraceptive use for the populace, the government of Ghana

Must collaborate well  with more Non-Governmental Organizations and other agencies to help

address effectively the financial barrier to contraception. 

In Ghana, family planning services is not covered by the National Health Insurance scheme like

the free maternal  health  service.  If  family planning services  are  integrated into the National

Health Insurance Scheme, more clients can obtain contraceptives and use. Research has shown

that  when  family  planning  services  are  integrated  into  other  services  like  HIV/AIDS

Programmes, contraceptive use increases (Angah et al., 2005 and FHI, 2006).  Research has also

shown that in Ghana women who are registered with National Health Insurance Scheme are

more likely to access family planning and other reproductive health services (Nketia-Amponsah

et al., 2012 and Ringeim, 2009). This is because women who are registered with National Health
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Insurance Scheme with functional cards can access health care at any time.  An analysis of the

Accra Women’s Health Survey wave 2 by Blanchet et al., (2012) showed that women who were

registered with National Health  more than their counterparts who were not registered. 

2.6 Current Contraceptive Use

For the purpose of this  study the indicator  that  is  being used is  Current  Contraceptive Use.

Current Contraceptive use is one of the four proximate determinants of fertility; the other three

are proportions married, induced abortion and period of lactational infecundability (Bongaarts

and  Potter,  1983).  The  contraceptive  prevalence  rate  (CPR)  or  current  contraceptive  use  is

usually  defined  as  the  percentage  of  currently married  women who are  currently using  any

modern method of contraception (GSS et al., 2009). It can also be defined as the percentage of

women married or women in sexual union aged 15 to 49 who are currently using, or whose

sexual partner is currently using, at least one modern method of contraception, regardless of the

method used (UN/MDG, 2012).

Use of contraception to delay or limit the number of children born clearly affects a society's

fertility level (Bongaarts, 2006). Contraceptive use is important due to its effect on fertility and

its  implication  on  maternal  and  child  health.  Current  contraceptive  use  is  a  very important

measure of contraception. The level of current use is the most widely used and valuable measure 

of the success of a family planning programme. Furthermore, it is used to estimate reduction in

fertility attributable to contraception (GSS et al., 2009).  

The World Health Organization uses  contraceptive prevalence rate  as an indicator  of  health,

population development and women's empowerment. It also serves as a proxy measure of access

to  reproductive  health  services  that  are  essential  for  meeting  many  of  the  Millennium

Development Goals (MDG)s,  especially the child mortality, maternal health,  HIV/AIDS, and

gender related goals (World Health Organization, 2011). A country's contraceptive prevalence
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rate is currently used as an indicator to monitor progress of Millennium Development Goal 5 of

reducing maternal mortality by three-quarters between 1990 and 2015.

Surveys have shown that current use of modern contraceptive methods is highest in developed

countries (World Bank, 2013). The lowest prevalence rate of modern methods is in sub-Saharan

Africa (WHO, 2013 and Khan et al., 2007). For contraceptive prevalence, the rates for least-

developed countries remain relatively low: 22 percent using modern methods of contraception

(WHO, 2013). These rates are far lower than in the more-developed regions, where 58 percent

use modern methods, and the less-developed countries, where 55 percent use modern methods

(UNFPA, 2011).

Use of modern contraceptive methods including sterilization has generally increased over the

past ten years in countries with strong family planning programmes. In low income countries,

progress has stalled and in Sub-Saharan Africa is still  low, less than 10% in many countries

(UNFPA,  2008).  In  Ghana,  over  the  past  ten  years,  an  increase  in  current  use  of  modern

contraceptive methods has not been consistent. The current contraceptive use initially increased

from 13  percent  among currently married women in 1998 to 19  percent  in 2003, and has

declined to 17 percent  between 2003 and 2008 (GSS et al., 2009). 

The Multiple Indicator Cluster Survey reported that current contraceptive use has increased to

23% in  2012  (GSS et  al,  2012).  The  Ghana  Demographic  and  Health  Survey 2015  report,

showed that current use  has increased to 22%.  Current use is slightly higher among women who

are  currently married  than  among all  women.  However, use  is  far  higher  among unmarried

women who are sexually active than among married women or all women (GSS et al., 2009).   In

Ghana, injectables and pills are the most widely used methods among married women in every

age group except for currently married women in their 40s who use female sterilization, this is
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followed male condoms.  Among sexually active unmarried women the male condom is the most

commonly used method followed by the pill. This group is seven times as likely to use male

condoms as compared to currently married women (GSS et al., 2009).

2.7 Predictors of Modern Contraceptive Use.

Predictors of modern contraceptive use are factors that determine use of modern family planning

methods.  These  factors  have  been found from surveys  to  include  certain  socio-demographic

factors (Tawiah,  1997). Figure 1 is  a conceptual  framework for the determinants of  modern

contraceptive  use  in  Ghana.  These  factors  have  been  sub-divided  into  three  sets  namely

demographic, socio-cultural and socio-economic factors.  Furthermore, the demographic factors

have been organized under indirect determinants of current use of modern contraception whereas

the socio-cultural and socio-economic factors have been organized under direct determinants of

modern contraceptive use (Stephenson et al., 2007).

 The  direct  determinants  directly  influence  current  contraceptive  use  whereas  the  indirect

determinates influence contraceptive use through the direct socio-cultural and socio-economic

variables (Gordon et la., 2011).  This is as shown in figure 1 below. From the framework, the

dependent variable is current contraceptive use. The independent variables are those which have

been grouped into direct and indirect determinants.

The indirect determinants namely Age, Marital Status, Fertility Preference, Number of Children

Ever had and Place of Residence operate through the direct determinants namely Communication

among Partners, Husband’s Approval of Family Planning, Educational Level and Wealth index.

The effect of the underlying factors (indirect determinants) is expected to reach the ultimate

dependent variable (current contraceptive use) through these direct determinants.
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However, there are existing relationships between some of the indirect determinants and some of

the  direct  determinants (Cleland et  al.,  2006).  From the  framework it  can  be observed that,

communication skills of women are influenced by their demographic characteristics such as age

and marital  status.   In other  words,  the age and marital  status of a  woman affects  how she

communicates with her husband/partner about contraceptives (Bawah et al., 2002; Sharan and 

Valente, 2002; Oyedirane, et al.,  2011).  Older women have improved communication skills,

social skills,  interpersonal skills,  assertiveness and better  negotiating skills compared to their

younger counterparts (Evans and Delva, 2009). When these skills are applied in discussion of

family planning with their husbands the men would be more likely to approve of family planning

(Ogunjuyigbe  et al., 2009; Pillsbury and Mayer, 2005). For both married and unmarried women,

demonstration of effective communication skills  between the couple during discussion about

contraception encourages the husband/partner to approve of family planning methods (DeRose et

al., 2004; Sharan and Valente, 2002, and Laurel, 2001). 

Similarly, the fertility preference of a woman, (i.e. whether she wants a child now, later or does

not want any more children or is undecided about having children) will all influence the number

of  children  she  has  ever  had.  This  will  in  turn  influence  her  husband’s approval  of  family

planning (Andrze, 2008). More so, the educational level of a woman will influence where she

lives and how empowered she is to take decisions about contraceptives (UNDP, 2011).

The direct determinants namely communication among partners, husband’s approval of family

planning,  educational  level  and  wealth  index  directly  influence  current  use  of  modern

contraception such that improvement in any of these variables will directly increase prevalence

of current contraceptive use   (Adanu et al 2009; Tawiah, 1997 and NRC, 1993).

46

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

http://www.ncbi.nlm.nih.gov/pubmed/?term=Ogunjuyigbe%20PO%5Bauth%5D


2.8 Figure 1: Conceptual Framework for Determinants of Modern

Contraceptive Use

                    Independent Variables

Indirect Determinants         Direct Determinants

 Demographic factors        Socio-Cultural factors

                                                                                             Dependent Variable

                                            Socio-Economic factors
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2. 9 Changes in Predictors over Time

Socio-demographic factors that predict modern contraceptive use change over time (NRC, 1993).

The  changes  in  predictors  and  their  relative  strength  could  be  attributed  to  differences  in

geographical  area,  access  to  information,  family  planning  programmes  and  family  planning

methods (Glover et al., 2003). For example, family planning programmes have been identified to

influence  reproductive  attitudes  and behavior  even  under  conditions  of  limited  development

(Benefo  and  Pillai,  2003). Changes  in  socio-cultural,  socio-economic  and  demographic

characteristics  of  women at  point  in  time or  over  a  long period  of  time can  also affect  the

strength of these variables (Stephenson et al., 2009). 

The total fertility rate in Ghana in 1998 was 4.6 children per woman with a higher rate of 5.4 in

rural areas. In 2008, the total fertility rate reduced to 4.0 but with a rate of 4.9 in rural areas (GSS

and MI, 1999; GSS et al., 2009 and ICF Macro, 2010).

In Ghana there were some changes in some of the factors that predict modern contraceptive use.

Some of these changes occurred from 1993 through 1996 to 2008; when there was an increase in

access to family planning services (Hong et al., 2005). This increase in access specifically has to

do with  availability  of  well  trained personnel,  equipment,  family planning commodities  and

programmes as well as standard treatment guidelines (Hong et al., 2005). In that same period,

prevalence of modern contraceptive use increased from 13% in 1998 to 15% in 2003 and by

2008,  the  prevalence  was  17%.  This  means  that  increase  in  availability  of  family planning

services translated into increase in the prevalence of current use of modern methods.

From 1990 to 2000 the rural population in Ghana reduced from 80.4 % to 69.6%. In 2010, it

further reduced to 49% (GSS, 2011). This can influence place of residence as a predictor of

modern contraceptive use.  In this  regard if  creation of more urban areas is  accompanied by
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transfer  of  urban  lifestyle  from  cities  to  rural  areas  which  have  been  converted  to  urban

settlements  due to  increased population size (Cleland,  2001).  From 1998 to 2003 and 2008,

knowledge about any modern methods of contraceptives for all women increased from 92.5% to

97.5% in 2003 and 97.7% in 2008 (GSS and MI, 1999; GSS et al. 2004 and 2009). This can also

affect the choice of a particular modern method. Here if knowledge is used as a predictor of

modern contraception, then women with higher knowledge about family planning methods will

have increased odds of modern contraceptive use. On the other hand, if level of knowledge about

modern contraceptive methods among women reduces, it will also reduce usage in general and

women with least knowledge will have reduction in odds of use. 

Adanu et al.,  (2009) reported that parity and marital status were not significant predictors for

ever use of modern contraceptive by women in Accra, Ghana. Meanwhile Aryeetey et al., (2010)

reported that marital status was a significant predictor forever use of modern contraceptives in

Accra, Ghana. In (I998), Tawiah reported that formal education was a significant predictor of

modern contraceptive use. Similar results were obtained by Adanu et al.,  (2009), that formal

education was the singular most important predictor of modern contraceptive use among women

in  Ghana.  These  studies  also  showed  that  there  was  an  increase  in  prevalence  of  modern

contraceptive use by women with secondary and higher education.  Women who do not have

formal education and those with primary education were 20.8% whiles those with middle and

higher education were 45.5% (Tawiah, 1998).  In (2008), Niels-Hugo also reported that female

education predicted modern contraceptive use  in Ghana.

 This means that education is being reported to consistently maintain its strength as predictor of

modern contraceptive use over a decade by different authors.  These findings suggest that the
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other predictors of modern contraception in the model might have also undergone some changes

in terms of their ability to best predict contraceptive use and their relative strengths.

2.10 Demographic Factors

Demography is the science concerned with the analysis of the size, distribution, structure and

processes of a population (Miller-Keane, 2005).  A population’s composition may be described in

terms  of  basic  demographic  features  such as  age,  sex,  family and  household  status  and  by

features  of  the  population’s  social  and  economic  context  like  ethnicity,  religion,  language,

education,  occupation,  income and wealth.  The distribution of populations can be defined at

multiple levels (local, regional, national, global) and with different types of boundaries such as

political, economic, geographic (Thompson, 2007).

 Demography is a central component of societal contexts and social change. Demographic factors

are  the  statistically  analysed  specific  characteristics  of  a  population,  such as  race,  sex,  age,

household size, marital status, population growth and density. Each indicator has an effect on

family planning (Thompson, 2007).  For example if preference for male children is higher in a

given population than for female children a couple or individuals with only females will like to

have male children which will increase the fertility preference of the family (Milazo, 2013).

Marital status also has an effect on family planning such that currently married women do not

use family planning methods as compared to young unmarried women. It also affects the type of

family planning  method a  woman  or  couple  will  use.  The demographic  characteristics  of  a

population help to determine the population, size, density and future fertility (Bongaarts, 2009).

Studies  have  shown  that  the  demographic  characteristics  of  a  population  have  effect  on

contraception (UNESCO, 2002; Adebowale and Palamuleni, 2013).
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2.10.1 Age and Contraceptive Use

The  age  of  a  person is  the  length  of  time  during  which  the  person has  lived.  It  is  usually

estimated using the last birthday. It is a very important determinant in decision making process. 

Age is also an important determinant of health (Nagata, 2013).  Age has been also identified to

influence health. Children and old people are not as healthy as young ones because children and

old people have developing and deteriorating immunities respectively. On the contrary, young

people have good immunity in the absence of ill health. Older people are more prone to diseases

like hypertension, diabetes and cancers.

The age of women affect their reproductive health such that as age increases maternal health

decreases. Unmet need for contraception (limiting) have been found to be 13 times higher among

women 35 years compared to their counterparts who are ten years younger (Macquarrie, 2014).

Studies  have  shown that  age  of  women  influences  family  planning  in  terms  of  knowledge,

access, choice of method and management of side effect, decision making process, intentions to

use, payment for services and types of contraceptive methods they use. 

Studies have shown that the sources of information on contraceptives for younger women (15-19

years) are also not reliable (Boamah et al., 2014). In Ghana it has been established that their

sources of information about contraception and sexuality, is sometimes obtained from peers who

do not know much themselves (Boamah et al., 2014216 and Adibi 2011).

Side effects of contraceptives are usually overemphasized among younger women (Jones, 2011).

Sometimes they do not know where to obtain contraceptives (Kayongo, 2013). Access to health

facilities that are adolescent friendly is not very easy to come by especially in African settings

including Ghana (Abdul-Rahman et al., 2013 and Boamah, 2013). Adolescent pregnant women

are sometimes mixed with adults during antenatal and post natal clinics. This makes it difficult
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for them to openly discuss issues pertaining to sexuality and contraception with their midwives

or any other service provider (Pell et at.,2013). 

Adolescents find it difficult to walk to clinics, chemical shops and hospitals to buy condoms and

other family planning methods because the culture is such that you are judged as a bad girl or a

bad boy and stigmatized by health workers  and the community members the moment you decide

to buy contraceptives (Atuyambe, 2008 and Biddlecom, 2008). 

The World Health organization emphasizes on innovations to improve adolescent health services

(WHO, 2012). Home visit to adolescents mothers to provide education on care of the baby and

contraceptive use has been proved to be helpful (Banert, 2007). Financially they may not be in

position  to  pay  for  contraceptive  methods  and  other  reproductive  health  services  (Do  and

Kurimoto, 2012, Nketia –Amponsah, 2012). 

It has also been observed that women in the lower age bracket might have not acquired skills to

gainfully employ them. This situation has been found to be worse among adolescents from poor

homes and in rural communities (Asamaoah, 2013). This is why the World Health organization

and UNPA recommends that the prices of contraceptives and other reproductive health services

should be subsidized for adolescents (Salsa, 2013).  In many places young people who are not

married are prohibited from purchasing contraceptives (Chandra-Mouli et al., 2014). 

Contraceptive use varies with age due to different sexual and reproductive health needs among

women of different age brackets. For instance, as age increases for women in reproductive age

i.e.15-49, contraceptive use also increases (Adanu et al., 2009). Women in the lowest and highest

age brackets i.e. 15-19, and 45-49 usually have reduction in odds of use. This is because those

women aged 15-19 years might not have started having children because they may still be in
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school or learning a trade (Oeneba -Sakyi, 2002). Women aged 45-49 years might have finished

having their children or might have attained menopause (Gold et al., 2001).

Age at first marriage also affects modern contraceptive use (Hogan et al., 1999 and Gage, 1995).

Women  who  had  their  first  marriage  at  less  than  18  years  are  less  likely  to  use  modern

contraception compared to those who had their first marriage after 18years.  Women who are

married off as girls  usually come from families with lower socio-economic status (UNICEF,

2001). Women who come from families with low socio-economic status and are married off as

girls usually receive little or no sex education and education on contraceptive use from parents,

health service providers or elsewhere (Hindin and Fatuse, 2009, Abdul-Rahman et al.,  2011).

Any education they did receive  more often  than not  emphasizes  common misperceptions  of

modern contraceptives (Wiiliamson et al, 2009). Their plight is worsened because, these young

girls who  are usually  not prepared for marriage do not have enough knowledge of pregnancy

risk, prevention, and access to modern contraceptives (Adongo et al., 1997 and Bawah et al.,

1999). More so, they are sometimes manipulated, forced, threatened, and are physically abused

not to use contraception (Eaton et al., 2003 and Wiiliamson et al, 2009). 

As age increases,  contraceptive use also increases.  The peak age at  which contraceptive use

increases among Ghanaian women is 20-39 years (GSS et al., 2009 and Adanu et al.,  2009).

Studies have also shown that the type of contraceptive method women use also depends on their

age  (GSS et  al.,  2009).  Contraceptive  use  among  older  women  has  been  higher  than  their

younger counterparts. Kanyomse, (2005) in the Upper East Region of Ghana, found that women

who married at age 30 years and above were about 3 times more likely to use contraceptives

compared to those who married at 15-19 years. Similar findings by Evans and Delva (2009) in

Swaziland showed that young girls engaging in sexual relationships with men who were five or
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more years older than them stand a higher risk of contracting HIV/AIDS. This is because as age

differences increase, women find it difficult to negotiate for safe sex (condom use) with their

older partners (Karim et al., 2003; John and Severine, 2008). Half (50%) of same age couples

report consistent condom use whereas among males 8 years older than their female partners, only

25% reported consistent condom use (Evans and Delva, 2009).

2.10.2 Marital Status and Contraceptive Use

 Marriage  is  the  union  of  a  man  and  a  woman  who  makes  a  permanent  and  exclusive

commitment to each other of the type that is naturally fulfilled by bearing and rearing children

together, and renewed by acts that constitute the behavioral part of the process of reproduction

(Girgis, 2012). 

It has  been established that, marriage promote the psychological wellbeing of the couples such

that during ill health, the patient who is married is more likely to recover faster than the patient

without a husband or wife  (Musick et al., 2012). Whether the person is happily married or not, it

has been established that by all standards married couples are more likely to live nine years

longer than singles. It reduces the incidence of heart disease among couples (Reignbeing, 2013).

Couples especially men are found to have reduce prevalence of heart diseases when they are

peacefully married (Ostrow, 2014). 

Marriage has  an influence  on the use of  modern  contraceptives  among women (Cox,  2013)

because marriage affects the decision making process of a woman since majority of married

women seeks their husbands’ opinion concerning their intention to use family planning methods

(Okunafua, 2013). It has been recorded in some rural part of Ghana  that women had intentions

to use post-partum family planning with the perception that their husbands /partners will accept it
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by  (Elaison  et  al.,  2013).   These  same  authors  further  recoded  that  even  the  choice  of

contraceptive methods were influenced by their husbands. Stephenson et al., (2007) and Ko et

al.,  (2010)  also  established  evidence  from  studies  that  marriage  also  affects  the  type  of

contraceptive  method  a  woman  will  use.  This  shows  that  marriage  influences  modern

contraceptive use such that if husbands/partners are involved in counseling women, use of family

planning methods could improve. Husband’s approval will eventually determine their actual use

of modern contraceptives or not.

The Ghana Demographic and Health Survey Report (2009), showed that 35% of married women

have unmet need for contraception (GSS et al.,  2009).  Some of the factors that have led to

unmet need for contraception among married women can be attributed to culture that gives men

almost  complete  autonomy  over  their  wives  decisions  to  use  modern  contraception  (FHI,

1999).265  Married  women  have  also  been  identified  to  be  less  likely  to  use  modern

contraceptive  compared  to  their  unmarried  counterparts  (Adanu  et  al.,  2009).  This  can  be

attributed to the fact that, especially in Africa, women are expected to show that they are fertile

in marriage by getting pregnant and giving birth to live babies to confirm that (Eaton et al., 2003;

Adongo et al,  1997)  and hence they are  less likely  to use modern contraceptives. 

In Ghana, the most widely used methods among married women are the Injectables and pills

followed by male condoms and female sterilization.  The converse is  true for sexually active

unmarried women; the most commonly used method is the male condom followed by the pill

(GSS et al., 2009). One study in Ghana also found that condom use among unmarried women

was higher compared to married women (NACP, 2011). Sexually active unmarried women prefer

to use condoms most at times because they want dual protection; against unintended pregnancies

and sexually transmitted infections including HIV/AIDS. On the other hand, married women use
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contraceptives mostly to prevent unintended pregnancy (Ohene and Akoto,  2008). In  another

study in Indonesia, Rahayu et al., (2009) found that among married women, 32% currently used

injectables whiles condoms use was only 0.3%. Maharaj and Cleland, (2005) also found that

condom usage among married or co-habiting couples in rural South Africa was 8% and 11%

respectively. 

In some countries in Sub-Saharan Africa including Ghana, marriage is the source of livelihood of

some  women  (Otoo-Oryortey  and  Pobi  2003;  Nour,  2006).  The  World  Health  Organization

estimates that more than 30% of girls in developing countries including Ghana marry before 18

years of age partly due to socio-economic problems. Of this about 14% do so before the age of 

15years  (WHO and UNFPA, 2012). Recently during a parliamentary sitting in Ghana, it was

suggested that the recommended age of marriage should be raised to eighteen years old and the

age at first birth to 20 years (Kusi, 2014). This will give adolescent girls the opportunity to stay

at school for longer time and acquire more skills to enhance their employment prospects (WHO

and UNFPA, 2012).  The longer they stay in school, the higher their chances of using modern

contraceptives. In Ghana whiles the prevalence of modern contraceptive use was 17% among

currently married women of all ages, it was much less among currently married women in the

14-19 years age bracket (Awusabo-Asare et al., 2006 and Abdul Rahman, 2011).

 The  adverse  social,  health  and  economic  consequences  of  early  marriage  cannot  be  over

emphasized.  Early marriage affects  young women physically, mentally, health wise and their

pregnancy outcomes (UNICEF, 2005). Their educational ambition is terminated abruptly. They

may never get the opportunity to continue schooling no matter how brilliant they are due to many

pregnancies,  care of children, restrictions from their husbands and significant others. Women
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and young girls are sometimes forced into arranged and early marriages so that they can take

care of themselves due to abject poverty of their parents (Awusabo-Asare et al, 2004).

 In other situations, women and young girls may be forced to get married to a particular person

due to cultural reasons including atoning for sins of other family members. An example is the

Trokosi system in Ghana (Aird, 1996). If marriage becomes the source of livelihood of women,

it affects their household decision making power (Kishor and Johnson. 2004). If the decision

making power of a woman is reduced in her home it will have an effect on her health seeking

behavior including decisions on family planning (Bawa, 2002). 

Physically women who are married off as girls may not be well developed anatomically to carry

pregnancy to term. In Ghana about 25% of marriages are too early and this can lead to maternal

morbidities and mortalities (GSS et al., 2009). Psychologically these child brides may have to

contain marriage and the challenges that come with it even though they may not be well groomed

to handle such situations (WiLDAF and Greening, 2014). Sometimes they are forced or coerced

for sex by their husbands (Hagman, 2013). This suffering coupled with their loss of freedom of

growing up as any other adolescent into adulthood has long lasting effect on them and at times

they lose their joy and psychosocial wellbeing (Juma, 2011 and Machele, 2013).

Women who are married off as girls usually have poor reproductive health outcomes (Nour,

2009). It is estimated that one out of the three child brides experience maternal morbidity and

mortality (UNICEF, 2005 and Gustafson, 2011). Perinatal deaths are 50% higher among babies

born to mothers under 20 years of age than among those born to mothers aged 20 to 29. The

newborns of adolescent mothers are also more likely to have low birth weight, with the risk of

long-term effects (Raj, 2014). 
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Adolescent  mothers  usually  have  less  employment  opportunities  due  to  their  low  level  of

education,  reduced  opportunity  to  develop  skills  and  community  factors  such  as  poverty

(UNFPA,  2014). This  reduces  their  access  to  information  on  contraception,  antennal  care,

delivery and post natal care (Atuyamba, 2008 and Adjei et al., 2014). Since they are usually not

gainfully employed, they may not be financially in a position to access family planning methods

or  pay  for  antennal  care,  skilled  delivery  and  post  natal  care.  Their  inabilities  to  pay  for

contraception, in addition to their low level of knowledge and poor negotiation skills for safe sex

exposes them to unprotected sex compared to their older counterparts (Chandra-Mouli and Braet,

2014). This leads to early births with complications such as obstetric fistula, obstructed labour, 

cephalo-pelvic disproportion (Nour, 2009). 

Those who attempt to abort pregnancies in their matrimonial homes do so secretly and usually

visit unskilled attendants (Opare, 2013). Their older male partners may expose them to sexually

transmitted infections because these men who marry child brides may be polygamous or the girls

may not be able to negotiate for safe sex even if they are the only wives (Kusi, 2014). Teenage

girls who are married off have less autonomy in their marital homes. This reduces their decision

making power including health promotion decisions like contraception (Bogale 20141). 

2.10.3 Number of Children Ever Had and Contraceptive Use

The number of children a woman has and how she has spaced these children affects her health,

work and psychosocial wellbeing (UNICEF, 2001, Sakeah, 2014). Family planning influences

almost every aspect of women’s lives.  Family planning positively enhances women’s health,

carrier progression and development,  roles  in  the  family,  educational  aspirations,  income

generation and care of the children (Kisaakye, 2014). Contraceptive use enhances a woman’s
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psychosocial  status because she is not anxious of unplanned pregnancies and births (Armed,

2014).  Unplanned pregnancies and ill  spacing of children impacts negatively on the lives of

women.

Larger  family size requires more time for child  bearing and rearing in addition to  increased

household chores and taking extra jobs in order to make more money to support the children

(Canning, 2012). In Ghana, there is no child support for children so women with children under

five may spend more time caring for them than engaging in income generation. This situation is

worse for women who are impoverished (Hindebrackt, 2009). 

There is a direct correlation between family size and the socio-economic status of both mother

and  children  (Boakye,  2013).  Women  with  more  than  four  children  have  increased  risk  of

maternal morbidity and mortality (FHI, 1999). They may also have high increased risk of obesity

especially for middle aged women with its attendant health problems (Weng et al, 2004). The

number of children a woman has also affects household food security, education,  housing of

children and the quality of time spent with these children (Olalekan, 2003). It has been recorded

from a study in Ghana that  women with more children have household food insecurity and

increased inability to pay for quality education for their wards (Arthur, 2010).

Children  from homes  with  larger  family size  may also  lack  adequate  health  care  since  the

household income may not be able to cater for all  of them in terms of both preventive and

curative health care (Ajao et al., 2010 and Authur2010). Another study in Ghana by Mandela

found that street children come from homes with larger family size. Adolescents who come from

homes with unsafe and uncomfortable housing may prefer to stay with their colleagues on the

street (Mandela, 2010). 
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Women with higher births sometimes have reduced educational opportunities leading to loss of

gainful employment opportunities (Fitzgerald,  2011). This eventually affects their  self-esteem

and decision making power (Amu, 2006).  The adverse social effects of large family size when

felt by women tends to affect their contraceptive behavior (Ghana Maternal Health Survey, 2009;

Okafor and Akinwale, 2005). Korra and Macro, (2002); Cleland et al., (2006) observed that the

number of children a woman has ever had affects her reproductive health needs and hence her

attitude towards family planning. 

In Ghana, women who have more children (4 and above) and are experiencing the adverse social

consequences of large family size tend to accept counseling from service providers on family

planning and increase their contraceptive use compared to their counterparts with fewer children

(Auther,  2010).  Evidence  from two rural  states  in  Sierra  Leone (Armin,  1998)  showed that

among women aged 12-49 years with at least one child younger than 5years, about 13% were

using  a  contraceptive  method  and  about  67% wanted  more  children.  Higher  prevalence  of

contraceptive use was found among women with more living children. It is likely that women

with more children wanted no more. Women with larger number of children were more likely to

use contraceptives.  This  finding is  consistent  with one survey in  Saudi Arabia in  which the

relationship  between  parity  and  modern  contraceptive  use  was  examined.  It  was  found  that

women with seven or more children have higher prevalence of contraceptive use than those with

three or four children (Shehaa et al., 2010). In Palestine Madi, (1997) interviewed women with

three or more children attending reproductive and child health clinics. The study revealed that the

highest  prevalence  of  contraceptive  use  was  43.0% among  women  with  10  or  more  living

children, followed by women with 7-9 living children having a prevalence rate of 41.9%. The
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lowest prevalence of 25% was found among women who have 1-3 living children. According to

Bonaparte, (2009)   modern contraceptive use increases with an additional child in Indonesia.

2.10.4 Fertility Preference and Contraceptive Use

Fertility is defined as the ability of a couple to produce live offspring’s. Bongaarts and Potter,

(1983) came up with a model of the four proximate determinants of fertility; the other three are

proportions married, induced abortion and period of lactational infecundability.  It was revealed

that although fertility is a natural process is also influenced by other factors. Bongaarts et al.

(1984) enumerated nine proximate determinants of fertility. These are:

1. percentage of women in sexual union,

2. frequency of sexual intercourse,

3. postpartum abstinence,

4. lactational amenorrhea,

5. contraceptive use,

6. induced abortion,

7. spontaneous intrauterine mortality,

8. natural sterility, and

9. Pathological sterility.
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Emphasis was laid on women in sexual union and sexual activities rather than proportion of

women who were married. The Demographic and Health Surveys Programme also came out

with other determinants of fertility namely:

1. Current marital status

2. Sexual relationships of non-married women

3. Number of co-wives (women) / Number of wives (men)

4. Age at first marriage

5. Age at first sexual intercourse

6. Recent sexual activity

7. Median and mean durations for postpartum amenorrhea, abstinence and insusceptibility

8. Prevalence/incidence mean for postpartum amenorrhea, abstinence and insusceptibility

Number of sexual partners in both marital and non-marital unions, age at first sex, age at first

marriage  and  post-partum  amenorrhea,  early  marriage,  polygamy  and  low  use  of  modern

contraception strongly determine fertility. According to  Bongards  and Potter, 1983,  all  these

factors can be categorized as behavioral, biological cultural,  psychological,  economic, social,

health, and environmental factors that influence fertility directly or indirectly. Fertility is usually

measured by the Demographic and Health Survey Programme as:
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1. Age-specific and total fertility rates: 

Age-specific and cumulative fertility rates for the three years preceding the survey, by 

urban-rural residence and region.

2. General fertility rate: 

General fertility rates for three years preceding the survey by urban-rural residence and 

region.

3. Crude birth rate:

Crude birth rates for three years preceding the survey by urban-rural residence and 

region.

Fertility preference refers to the number of children a couple, a man or woman will desire based

on the existing number of children. It is measured in three ways namely:

1. Fertility preference by number of living children (women);

Percent distribution of currently married women by desire for more children, according to

number of living children.

2. Fertility preferences by age; 

Percent distribution of currently married women by desire for more children, according to

age. 

3. Fertility preference by number of living children (Men); 

Percent distribution of currently married men by desire for more children, according to 

number of living children.

Fertility preferences are important measures for forecasting fertility. Fertility preferences are also

used  to  calculate  levels  of  unwanted  or  mistimed  fertility  and  assessing  unmet  need  for

contraception. Fertility is highly valued in Sub-Saharan Africa of which Ghana is no exception. 
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Fertility preferences;  the  desire  to  have  more  children  varies  considerably in  the  regions  of

Ghana. The desire to have more children is stronger in the northern, central,  western part of

Ghana than other regions (GSS et al., 2009). Studies have shown that Ghana is a birth loving

society.  There is a cultural practice where a woman is appreciated through a ceremony when she

gives birth to the tenth child (Asante, 2006 and Yanka, 1992).

The horrible experiences of barren or childless women and couples in Ghana cannot be over

emphasized. Infertile couples are usually depressed and frustrated in their communities. In the 

Northern part of Ghana, studies by Tabong and Adongo (2013), showed that couples who were

childless were stigmatized; Women without children in their old age are branded as witches and

are not allowed to take care of other people’s children. Men who are childless are thought of as

having erectile dysfunction.  They are excluded from assuming any leadership position in their

communities.  When a Childless person in the Northern part of Ghana dies his/her name is not

mentioned  whenever  any  ritual  is  being  performed  for  ancestors.  Automatically  you  are

completely forgotten. Couples who are not blessed with children have very unhappy moments in

their married lives because in Africa marriages are contracted partly for production of children.

All these reasons make the desire to stop having children difficult for Ghanaians compared to

women or couples in developed countries.

Comparing developed and developing countries, there is a large difference between the fertility

preferences  of  couples,  men  and  women.  The  fertility  preference  of  women  in  developed

courtiers is far lower than that of women in developing countries (Muhozu, 2014). Studies have

shown that in Sub-Saharan Africa fertility preference and actual fertility remains high (Bankole,

2011). However fertility preferences have been found to be characteristics of individuals and
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couples  and  not  countries  (Sennot,  and  Yetman  2012).  Preferences  have  been  found  to  be

influenced by so many factors. Some of these factors are survival of children, age of mother, 

educational status of mother or couple, economic status of the family. Parental gender preference

for children also influences fertility behavior (Rai et al., 2014). Preference for the male child 

over the female child is very common in African countries. The presence of only female children

in the family increases the desire for more children (Rai et al., 2014). This attitude of preference

for the male child is not healthy for the mother and children and must be discouraged for their

health and well-being.

Bawa et al., (2002) reported that in Ghana, fertility preferences are not stable and are usually

dependent on certain factors. Some of the factors that have been identified to influence fertility

preferences of women are relationship events, economic events, health events and reproductive

events (Sennot and Yetman 2012). Although a couple’s fertility preference and their subsequent

fertility have been identified to be dependent on both of them (Bankole  1995),  nevertheless in

patriarchal  societies  like  Ghana  decision  concerning  reproductive  health  issues  especially

contraceptive use are influenced greatly by men (Do and Kurimoto, 2012;  Muenchrath, 2009).

Secondary data analysis of GDHS and focus group discussions showed that spousal influence on

contraception is almost an exclusive right exercised by men in Ghana over their wives (Feinstein

et al., (2008). In Ghana and Nigeria, it was found that men demonstrated considerable control 

over  family  size  than  their  wives  rather  than  contraception  being  the  right  of  both  couple

(Feyistan and Casterline 2000; Derose and Dodoo, 2006).

It has been reported by (Bongaarts , 2011) that in Sub-Saharan  Africa, women who do not want

any more  children  have  higher  prevalence  of  modern  contraceptives  use  thereby decreasing
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fertility rates compared  to women who are undecided or want another child later who are usually

undecided about contraceptive use. This means that the high level of unmet need can be reduced

through contraception (Westoff, 2012). Similarly, women who have also reached or exceeded

their desired number of children are more likely to use contraceptives (Kodzi et al., 2010). In

Ghana,  secondary  data  analysis  of  GDHS  showed  that  fertility  preference  influenced

contraceptive use such that couples who wanted more children used less contraception (Nketiah

–Amponsah et al., 2012).

2.10.5 Place of Residence and Contraceptive Use.

Where one lives usually has an effect on the person’s behavior, lifestyle and attitude towards

health.  Studies have shown that place of residence affects the health status of women, their ante

natal visits and pregnancy outcomes.  Place of residence also affects people’s health seeking

behavior (Russell, 2008). For example, people living in hard to reach areas may not seek curative

health services as soon as they fall sick due to the distance from their homes to the nearest health

facility (GHS, 2010). On the contrary, someone living in a place closer to a health facility may

seek treatment early because of the ease with which they are able to reach the health facility.

Sometimes people may live closer to a health facility but the influence of their culture on their

attitude towards health will prevent them from seeking care or partake in health programmes no

matter how close the health service may be (Kyei-Nimako et al., 2012).

According to John Cleland, (2006), ideas about fertility and how it is regulated can be transferred

or shared among different groups of people in different localities. In this regard women who live

in  rural  areas  can  have  positive attitude towards  family planning when they are exposed to
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information on contraceptive use through the mass media, rural family planning programmes and

increased visits by service providers.

Place of residence has been identified from studies to influence modern contraceptive use in

Ghana (Parr, 2003). In Ghana prevalence of modern contraceptive use has been found to be

higher in urban areas compared to rural settings (TAP, 2005 and Do and Kurimoto 2012). Usually,

couples living in urban areas have better access to resources such as the media and education 

which expose people to new ideas (Gebreselase,  2008). Besides,  access to information on modern

contraceptive  methods,  availability  and  ability  to  purchase  may  be  more  difficult  for  rural

women as compared to urban women. For example in typical rural communities in some parts of

Northern Ghana, birth rates are high which is partly due to reduced access to modern family

planning  methods  (Prinsloo,  2011  and  GNA,  2011). Rural  women  are  less  likely  to  have

adequate information on modern contraceptives, access to various modern methods and even the

ability to pay for these products or pay for reproductive health services provided when the need

arises (Prata, 2009).

 A survey was conducted by Uddin et al., (1985) among ever married women who are less than 50

years, to examine rural /urban differences in contraceptive use in Bangladesh. It was revealed

that the level of use of any specific contraceptive method was about 49% in urban and 34% in rural areas.

From  Zambia  Demographic  and  Health  Survey  (2007) rural  women  use  more  (50%)  of

traditional methods of contraceptives whiles modern methods account for 81% usage among

urban women. A survey by Oyediran et al., (2011) showed that, 11% of adolescent rural dwellers

in a Nigerian state used condoms at first  sexual debut whereas 30% of urban dwellers used

condoms in the same locality. This is also confirmed in study by Gakidou and Vayena (2007)

during same sexual experience.
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 2.11 Socio-cultural factors

These are forces within cultures and society that  affect  thoughts,  feelings and behaviours of

people in their environment. Culture can also be defined as the customary beliefs, social forms,

and material traits of a racial, religious, or social group (Hacker, 2011).

 

In a typical Ghanaian tradition having many children is favored (Fischer, 2002). Couples who

have many children are respected and are thought of as having old age support, labor, prestige

and marital  stability (Cadwell,  1990). It  has  negative  consequences  for  couples  not  to  have

children in the Ghanaian society (Takyi, 2001). These socio-cultural practices that are embedded

in the social system have an impact on decisions related to fertility (Adongo et al., 1998) and can

serve as a barrier to modern contraceptive use (Adongo et al., 1998).

Another cultural practice which limits contraceptive use in Ghana is that typically, women do not

make  decisions  about  contraceptives  and  family  planning  alone  (Nketiah-Amponsah  et  al.,

2012). Some make decisions concerning family planning with their partners/ husbands whiles

others do so with their husbands and significant others like parents in laws (Do and Korimoto,

2012). This is partly due to the fact that level of female education is low  (GSS et al.,  2009)

making women less autonomous in decision making and more economically dependent on their

husbands (Peters et al., 2010). Reduced autonomy and increased financial dependency on their

husbands impact negatively on their  decision  making concerning reproductive  health  (Blanc

2003; Do and Kurimoto, 2012). 

These socio-cultural practices where women who bear physical burden and pain of childbirth and

child care have little power concerning contraceptive use is a violation of human rights (UN,
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2010 and Rauhala, 2012) and are common in sub-Saharan Africa (Upadhyay and Karsek, 2011

and Makinwa-Adebusoye, 2001). This contributes to persistent high fertility rates in Sub-Saharan

Africa (Cleland et al., 2006). Joint decision making with regards to family planning is therefore

necessary  to  increase  prevalence  of  modern  contraception  since  when  decisions  are  taken

together  women  are  encourage  by  their  spouses  to  use  family  planning  methods  (Nketiah-

Amponsah et al., 2012).

 In  developed countries  like United  Kingdom and Sweden the  situation is  different  because

women’s autonomy concerning decisions on reproductive health has improved due to higher 

prevalence  of  female  education  and  increased  economic  independence  (Saalem  and  Bobak

2005). Additionally, having many children which is seen as favored in Ghana is not the norm

because women in developed countries have acquired higher education and have employment

opportunities (Hyam, 2002). Couples also do not see having many children as support in old age

because there are social support systems in place to cater for citizens in their old age  (Shetty,

2012).  These  cultural  practices  in  Ghana  where  having  many  children  is  regarded  as

advantageous have been found to influence spousal communication and husband’s approval of

family planning (Bawah et al, 1999 and Blanc, 2003).

2.11.1 Spousal/Partner Communication and Contraceptive Use

Communication skills are generally understood to be the art or technique of persuasion through

the use of oral  and written language.  Effective communication is  the creation of a common

understanding  of  ideas,  desires  and  observations  among  people.  Effective  communication

depends  on  good communication  skills  and includes  good interpersonal  skills,  etiquette  and
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decorum  (Stickly, 2006). When these good communication skills are possessed by a couple it

enhances their ability to discuss issues (Willey, 2007).

Studies have shown that effective communication skills  among married couples can improve

relationships  and  also  help  couples  to  initiate  and  sustain  discussions  about  contraceptives

(Daniel et al., 2008). Recently in Kumasi, Ghana, a study was conducted by Cox et al., (2013), to

explore  the  effect  of  constructive  communication  among married  or  cohabiting  couples  and

current  contraceptive  use.  The  results  showed  that  men  who  engaged  in  constructive

communication  with  their  partners  have  increased  chances  of  using  modern  contraceptives.

Research has also shown that couples with good communication skills on how to initiate and

sustain  discussions  about  family  planning  had  higher  prevalence  of  contraceptive  use  than

couples with ineffective communication skills (Babalola and Vondrasek, 2005). 

In  one  survey  in  Nigeria  knowledge  about  inter-spousal  communication  and  actual

communication among couples were assessed. The author found a positive association between

good communication skills among couples and contraceptive use  (Ayokunle, 2004). That is to

say  that  couples  who  were  reported  to  be  good  communicators  were  more  likely  to  use

contraception  compared  to  their  counterparts  who  were  poor  communicators.  Sexual

communication and openness in relationship among teens has also been identified to improve

condom use (Widman et al., 2006). 

 In Navrongo, Ghana (Bawah, 2002) found that husband/wife communication strongly predicted

contraception and family planning behavior. Among currently married women in Ghana, ever use

and current use of family planning methods were associated with the number of times the couple

communicated about contraception (Link, 2011). A study in Ghana involving men alone also

conducted by FHI, (2009) on the factors that influenced men’s involvement in family planning
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programmes confirmed that discussions about family planning with their spouses will eventually

improve their attitudes towards contraceptive use and subsequently their partners’ usage. 

A modified version of the 2008 GDHS questionnaire was used to interview women and men in

three sub-districts in Kumasi, Ghana on predictors of modern contraceptive use. The respondents

attested to the fact that lack of communication between them and their spouse attributed to low

prevalence of modern contraceptive use in the Barekese district (Krakowiak-Redd et al., 2011).

This  also  confirms  that  communication  among  couples  is  a  strong  predictor  of  modern

contraceptive use. Akafouah and Ssou, (2008) conducted a survey in Dunkwa-on-Offin, a district

in Ghana and reported that when spouses communicate, contraceptive use is encouraged. 

Ayokunle, (2004), observed that in Lagos State, Nigeria couples who regularly discussed family

planning issues were more likely to use contraceptives at home. Other similar findings in Nigeria

by Ankomah et al., (2011), showed that respondents who discussed family planning with their

spouses were four times more likely to use contraceptives compared to their counterparts who

did not have such discussions. 

The number of times couples communicate has also been reported to promote contraceptive use.

Acharya et al., (1996), confirmed that prevalence of modern contraceptive use was higher among

couples who communicated often. Analysis of 2008 Demographic and Health Survey using four

Sub-Sahara  African  countries  including Ghana  showed that  couples’  frequent  discussion  of

fertility preferences and family planning was positively associated with modern contraceptive

use (Salway, 1994; Do and Kurimoto, 2012).
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2.11.2 Husband’s Approval of Family Planning and Contraceptive Use 

In  Ghana,  about  78% of  males  are  households  heads  (GSS et  al.,  2009).  Some  women  in

developing  countries  including  Ghana  rely  almost  completely  on  their  husbands  to  make

decisions  concerning  their  reproductive  health  (Bogale  et  al.,  2011).  This  makes  husband’s

approval of family planning very important. Husband’s approval of family planning in Ghana

and other Sub-Saharan Africa countries has encountered some challenges due to some of these

barriers to male involvement in family planning. Some of these barriers to male involvement

are;   the  perception  that  women will  involve  in  extra  marital  affairs,  reproduction  health  is

female issue, preference for large family size, limited family planning methods available for men

to  choose  from and  fear  of  side  effects  for  family  planning  methods  especially  vasectomy

(Kabagyeni et al., 2014). 

Contraceptive methods have been designed in such a way that men have fewer modern family

planning methods available  to  choose from (Hather  et  al.,  2008,  Grillo,  2009).  Currently in

Ghana, men have to choose from only two methods i.e. either the male condom or vasectomy

(GHS, 2011) whiles women have variety of family planning methods to choose from (Hather et

al., 2008). This makes it quite difficult for men to play active role i.e. using them to enhance

contraceptive use. This situation is worsened by the fact that currently less than 0.5% of family

planning clients opt for vasectomy in Ghana (Owusu-Asubonteng et al., 2012). This means that if

women are supported by their husbands, and they receive proper counseling, with this variety of

methods available, women will be able to make informed choices. Male involvement in modern

contraceptive use programmes is therefore very necessary for Ghana to improve prevalence of

modern methods (FHI, 2009). 
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If there is an approval from the husband on modern contraceptive use their  wives will have

increased likelihood of usage. Studies in this area have shown that when one partner (especially

the male) demonstrates a positive attitude toward contraceptive use the other partner also will be

more likely to use family planning methods (Grillo, 2009). In Ghana some studies showed that

husband’s approval was an important predictor of current contraceptive use (Oheneba- Sakyi,

2002; Nketiah-Amponsah, 2012 and Bawa, 2002). In, (Akofouah  and Sossou, 2008) found that

in Accra Ghana, fewer men approve of family planning and this contributed to low usage among

women.  In  Ghana  and  other  Sub-Saharan  African  countries,  lack  of  husband’s Approval  of

family  planning  contributed  to  large  family  sizes  (Bongaarts,  2006).  In  order  to  increase

contraceptive use in the sub-region, effective family planning programmes designed purposely

for men must be considered (FHI, 2009).

In Cambodia, one study showed that women whose husbands approved of family planning were

3.4 times more likely to use modern contraceptives than those whose husbands did not portray

such behavior (Samandari et al., 2010). Similar results were reported in Ethiopia that women

who approve of  family planning and who believe  that  their  spouses  also approve of  family

planning are more likely to use contraceptives (Korrae and Macro 2002 and Eliason, 2013).  In

Sub-Saharan Africa, studies using data from DHS in 15 countries have shown that men who

approve of family planning encourage their wives to use modern contraceptives (FHI, 1998). 

Ethiopia  has  reported  similar  findings  in  two different  studies  which showed that  husband’s

favorable approval of family planning predicted modern contraceptive use (Tilahun et al., 2014

and Mohammed et al., 2014). The inference is that if Family Planning Programmes could find a

better way of including men as individuals and as partners of couples modern contraceptive use

could rise considerably.
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2.12 Socio-Economic Factors

Socio-economic status can be defined as an individual's or group's position within a hierarchical

social  structure  (Hirsch  et  al.,  2002). Socioeconomic  status  depends  on  a  combination  of

variables. It is usually measured using education, level of income, type of occupation and in

some populations’ heritage and religion. Socio-economic status is usually used as an indicator of

morbidity and mortality (WHO, 2011).

By ensuring access to contraceptives and family planning services, governments promote human

development  and  economic  growth.  Use  of  modern  contraceptives  by  couples  to  prevent

unintended pregnancies has enormous benefits for women, young girls, couples and the entire

family. These benefits usually are transformed into human developments in any country that is

able to achieve it.

Studies have also shown that access to safe, reliable, acceptable, and affordable contraceptives

has  socio-economic  benefits  (UNFPA,  2012).  However,  United  Nations  Population  Fund

(UNFPA, 2008) notes that rates of maternal morbidity and mortality are particularly high for

women who are most limited in their access to contraceptives, namely those who are young and

poor.Several authors have come out with findings to show that there is a positive association

between socio-economic status of a woman and modern contraceptive use. For this reason the

author used socio-economic status as one of the indicators to determine the predictors of modern

contraceptive use in Ghana.

 

2.12.1 Formal Education and Contraceptive Use
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Adu-Yeboah  and  ObiriYeboah  (2008),  defined  education  as  the  total  process  of

human  learning  by  which  knowledge  is  imparted,  talent  trained  and  skills

developed.  It  plays  a  critical  role  in  shaping  attitudes  and  adoption  of  healthy

behaviours.  Education  is  a  strong predictor  of  long-term health  and quality of  life.

An individual’s health  is  highly correlated  with  his  or  her  social  position.  Success

in  school  and  years  of  schooling  are  major  factors  in  determining  social  and

occupational status in adulthood (Feinstein et al., 2008). 

Education is classified in three levels in Ghana. These are formal, informal and non-

formal  education.  Formal  education  in  Ghana  is  classified  into  first,  second  and

third  cycles.  It  is  usually  supervised  by  the  state  under  the  watch  of  well-trained

educationists.  Informal  education  is  the  form  of  education  in  which  knowledge,

skills  and  attitude  are  acquired  or  built  up  from  daily  experiences  as  a  result  of

exposure  to  the  social  and  physical  environment.  Non-  formal  education  takes  the

form of  after  –school  programmes  such as  adult  and  civic  education,  and does  not

lead to certification on completion. 

This  study emphasizes  more on formal  education among females.  Formal  education

is  a  tool  of  social  transformation.  Formal  education  teaches  one to  think;  Peters  et

al.,  (2010),  leaving  one  with  cognitive  and  decision-making  abilities  that  are

responsible for improving one’s health (Lleras-Muney, 2005 and Peters et al., 2010).

This  is  why  Millennium  Development  goal  2  emphasizes  on  achieving  universal

primary education for all  girls.   Female education has been found to be a  powerful

tool  in  transforming  unhealthy  reproductive  behaviors  at  the  community  level  in

rural  Ghana  (Owusu  et  al.,  2011).  In  the  rural  community,  the  investigators  found
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that  female  education  introduces  new  reproductive  ideas  such  that  a  woman’s

interest  in  limiting  fertility  increases  as  formal  education  among  women  in  their

community also increases (Benefo et al., 2006). 

Education  can  also  have  multi-generational  effects:  Educated  women  are  more

likely  to  have  educated  children,  particularly  daughters  (Sabates  et  al.,  2011  and

UNFPA,  2011).   It  is  estimated  that  one  year  of  female  schooling  reduces  fertility

by 10% (World  Bank,  2012).  Educated  women generally want  smaller  families  and

make better use of reproductive health and family planning information and services

in  achieving their  desired  family size.  Female  education  directly  enhances  fertility

decline,  reduces  maternal  morbidity,  mortality  and  under  five  deaths  (Dake  et  al.,

2012). 

It is being advised that smarter economist should invest in the education of girls for

‘the girl’s dividend’ to  be experienced.  The “girl’s dividend” is  the direct  financial

gain  in  a  community  when  that  community  invest  in  female  education.  Recent

studies  showed  that  a  country  like  Nigeria  will  gain  US$13.9  billion  annually  if

young women were given the same employment opportunities as young men (World

Bank Report,  2012).  Additionally, studies have found that women with higher level

of education are often more active in the workforce,  have increased earning power,

thus improving their own economic security and the well-being of their families and

also  an  improvement  in  their  use  of  modern  contraceptives  (World  Bank,  2011).

When  women  have  the  opportunity  to  get  higher  level  of  education,  it  improves

their  decision  making  power,  purchasing  power  and  negotiating  for  safer  sex

(Tenkorang,  2012).  The  improvement  in  all  these  areas  of  their  lives  is  translated
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into  their  effective  participation  in  decisions  about  family  planning  (Benefo  and

Pillai  2003).  This  in  turn  will  improve  their  contraceptive  use.  Survey by Shapiro,

(2011)  showed  that  each  year  spent  in  school  by  a  woman  in  Sub-Saharan  Africa

reduces fertility. 

Also,  every  level  of  education  completed  reduces  fertility  significantly.  These

results  suggest  that  female  education  is  almost  the  single  most  significant

contributing factor  to  fertility decline (Stephensons et  al.,  2007;  Adanu et  al.,  2009

and  Tawiah,  1997).  The  influence  of  education  on  contraceptive  use  has  been

studied  and  results  show  that  higher  education  is  strongly  associated  with

improvement in contraceptive uptake (Decker and Constantine, 2011).

A survey on contraceptive use by women in Accra showed that women with no formal education

had 48%  reduction in the odds of having ever used contraceptives and 66% reduction in the

odds of currently using contraceptives compared to their counterparts who had formal education

(Adanu et al., 2009). Research evidence from Ghana by Benefo, 2006 and Nketia-Amponsah,

2014), suggests that women with formal education have interest in using modern contraception

to regulate fertility. The influence of education is further demonstrated in a study by Chimbindi,

(2010), who reported that 54% of study participants with secondary education reported using

condoms while those with primary and no education had lower percentages of usage i.e. 40%

and 38% respectively.

2.12.2 Wealth Index and Contraceptive Use

Wealth can be defined as valuable possessions or money (Wiley, 2010). This can be owned by an

individual,  a  community  or  nation.  Wealth  index  is  a  composite  measure  of  a  household’s
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cumulative living standards (The DHS, 2004). The Demographic and Health Survey calculated

wealth index using a household’s ownership of certain assets. Some of these assets are television,

radio, bicycle, Type of building material and type of roofing material.  It also includes access to

potable water and sanitation facilities like toilet and methods of clearing dumping of refuse (GSS

et al., 2009).

 The  Demographic  and  Health  Survey calculates  wealth  index  by placing  households  on  a

continuous scale of relative wealth.  All interviewed households are separated into five wealth

quintiles.  This is very useful because usually reliable data on income and expenditure is difficult

to get in certain countries. This allows for researchers to compare the influence of wealth on the

health status of families. This indicator has been shown to have large influence on wellbeing of

families and populations globally (Peprah, 2012 and Kyei-Nimako, 2014). For example wealth

index has been identified to influence a family’s health seeking behavior and access to health and

other basic necessities of life such as food, shelter, water and sanitation (Adanu et al., 2008 and

Sppor, 2013).

Use of modern contraceptives by women and girls to prevent unintended pregnancies help them

to improve their decision making power thereby increasing their self-esteem and quality of life

Moreover,  family  planning  has  been  shown to  increase  women’s and girls’ self-esteem and

quality of life, access to education, and opportunities for employment and income-generation

(UNFPA, 2009). Increased income level of women or both parents help them to provide quality

care, adequate nutrition, safe and comfortable housing, and high quality education for all of their 

children, creating positive health impacts for the entire family (Bawah et al., 2002 and Smith et

al., 2001). 
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Women who have autonomy and are able to influence household decision making including

contraceptive  use  are  richer  than  their  counterparts  with  less  autonomy in  decision  making

processes (Darteh, 2014). Women who use contraceptives in Ghana are often more active in the

workforce and have increased earning power, thus improving their own economic security and

the well-being of their families (Solo et al., 2005; UNFPA, 2009; Benefoe, and Pillai 2003). The

type  of  employment  a  woman  has  and  her  income  level  has  been  proved  to  influence  her

contraceptive behavior (Adanu et al, 2009). Women with lower income may have inadequate

information regarding existing alternatives of contraceptive methods and the way these methods 

work as a result of reduced access to communication and counseling on the topic (Williamson et

al., 2009). The prevalence of contraceptive use varies directly with the level of socio-economic

status such that women who are working are more likely to use contraceptives compared to their

counterparts who are unemployed (Adebowale  and  Palamuleni, 2013). This is because women

who are working especially those who work outside home are more exposed to life outside home

and some of  the  adverse  social  consequences  of  large  family size  that  affect  working class

women.

Methods that are provided by the public sector are often not paid for by the user, so levels are

unlikely to affect their use. Methods provided by the private sector are sold, and income is more

likely to affect their use. This makes low income a constraint to modern contraceptive use among

poor women.  This is very peculiar in sub-Saharan Africa where a lot of women have low income

(Agha, 2000). Other  authors have reported that the poor have limited ability to buy modern

contraceptives. In a study using demographic and health survey from 55 developing countries

including Ghana  and other sub-Saharan Africa countries, Gakidou and Vayena (2007) reported
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that poorer women were using much less contraceptives and had limited access to reproductive

health services due to their inability to pay. 

Household income also predicted prevalence of modern contraceptive use in a survey of African

countries including Ghana by Creanga et al., (2011). Creanga et al., (2011), observed that even if

a couple has intentions to limit or space children, they were not be able to do so because they

could not afford the cost of both a commodity and other reproductive health services. Their place

of residence may be difficult to reach by family planning service providers hence their reduced

access to modern methods.

Other studies have also shown that women who are less financially dependent on their spouses

have increased likelihood of using contraceptives compared to their counterparts who are poor

(Shapiro, 2008). 

This is evidenced by many Demographic and Health Survey (DHS) studies across the developing

world. For example, in Ghana, the 2008 DHS found that prevalence of modern contraceptive use

was 12% among families in the lowest quintile compared to 21% among families in the highest

quintile (GSS et al., 2009). Similarly, using DHS data from 55 developing countries including

Ghana, Gakidou and Vayena (2007), found that modern contraceptive use increases with increase

in wealth quintiles. This suggests that the prevalence of modern contraceptive use is more likely

to be lower among households in the lowest quintile compared with household in the highest

quintile.  Findings  from analysis  of  1998,  Ghana  Demographic  and  Health  Survey  by  Parr,

(2003), 

revealed that contraceptive discontinuation rate was highest among the poor. 
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It has also been established that adolescents who live in low income countries and have parents

with lower level of income are less likely to use condoms because of difficulties with purchase

(Lazarus et al., 2009).

CHAPTER THREE

3.0 METHODOLOGY 

This  chapter  describes  the  methodology  of  the  study.  It  provides  an  overview  of  Ghana

Demographic and Health Survey (GDHS), and describes the procedure for obtaining data for the

current analyses. This chapter also details the methods of data analyses as well as the limitations

of the study.

3.1 Brief Overview of Ghana Demographic and Health Survey

Ghana Demographic and Health Survey (GDHS) is a nationally representative household survey

conducted every 5 years. The first Ghana Demographic and Health Survey was conducted in

1988. Since then, five successive rounds have been conducted with the latest in 2013. These are
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cross-sectional studies that employ two-stage cluster sampling technique to collect data from

men aged 15-59 years and women aged 15-49 years. The data cover demographic processes in

the country, including fertility levels,  marriage,  family planning behavior, domestic violence,

infant and child mortality. 

Additionally,  these  surveys  collect  information  about  the  nutritional  status  of  mothers  and

children, utilization of maternal and child health services, access to National Health Insurance

Services in Ghana, and additional data on knowledge and behavior regarding  HIV/AIDS and

STIs (GSS and MI, 1999; GSS et al. 2004, and 2009).

 Detailed description of the sample design and survey implementations have been documented in

the introduction and the appendix sections of the 1998, 2003 and 2008 report of GDHS (GSS and

MI, 1999; GSS et al. 2004, and 2009). Details of the questionnaires can also be referred to in the

women’s questionnaires of the three sets of DHS reports.

3.2 Access to Data

Data for this study was obtained from the “MEASURE DHS” website (www.measuredhs.com).

The topic to be studied was Permission to use the data was granted after a proposal on the topic

was submitted to this website.  Approval was subsequently given by Measure DHS, and the data

with recode manuals were downloaded. The recode manuals for the three different waves were

critically studied to understand the coding and variables in the data sets. New data sets were

constructed with only the variables of interest being retained.

3.3 Description of study, Study design, data sets and Sample size

This study is a secondary data analysis covering a 10-year period, 1998-2008.  These three waves

of data were used because they are the three most recent surveys done. Thus, three waves of
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GDHS data sets for 1998, 2003 and 2008 were used. For the purposes of this study, only data

relating to women aged 15-49 years were analyzed. The Individual Recode which contains data

using the female questionnaire was used for the analysis. The Individual Recode also has detailed

information  on  contraceptive  use  by women.  Data  for  1998,  2003  and  2008 survey rounds

contained  information  on  4,843,  5,691  and  4,916  women  respectively.  Thus  these  numbers

represent respective sample size for the three waves. A detailed description of the sample design

and implementation has been reported elsewhere (Ghana Statistical Service, 1999) The study

design is a cross sectional studies that employ two-stage cluster sampling technique to collect

data from men aged 15-59 years and women aged 15-49 years.  The data sets for the various

surveys have information on households, children, births, males, couples and individuals. The

individual recodes have information on women. The recode manuals for 1998, to 2008 were

studied and the coding standards in the manuals were critically studied to obtain information

about the variable codes and their description. The contraceptive table was also studied to know

which of the family planning methods was classified as traditional and modern.

The surveys of interest; 1998, 2003 and 2008 were selected. This was done by selecting the

country, type of survey, year and the characteristics contraceptive use. The questionnaire from

which the variables of interest were obtained was studied.

3.4 Study Variables

Current contraceptive use is measured in three categories by the GDHS

1.  All women who are currently using any  modern contraceptive method

2.  Currently married women who are  currently using any  modern contraceptive method
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3.  Sexually active unmarried women who are currently using any modern contraceptive

method. 

3.4.1 Study population

All women who are currently using any modern contraceptive method

3.5 Dependent variable

Current Contraceptive Use.  

The  GDHS  question  asked  was;  are  you  currently  doing  something  or  using  any  modern

contraceptive method to delay or avoid getting pregnant? The responses were grouped as: 

1.   No method 
2.   Folkloric
3.  Traditional
4.  Modern method.

No method, folkloric and traditional was  combined as current non user of modern contraceptive

which was  recoded as  current  non use = 1 (Table 1).

Modern method was recoded as current user = 2 (Table 1). 

Therefore, all women using either no method or any or all of the two, namely, folkloric and

traditional were regarded as currently not using modern method. All women using any modern

method were regarded as currently using (Table 1).

3.6 Independent variables

The independent variables which influence current contraceptive use of the study population are

subdivided into three sets  namely demographic,  socio-cultural  and socio-economic variables.

The socio-cultural  and socio-economic variables;  (Direct determinants) are the variables that
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directly  influence  current  contraceptive  use.  The  demographic  variables  influence  current

contraceptive use indirectly. These 3 sets of variables were selected because studies have shown

that they influence contraceptive use in Ghana and other parts of Sub-Saharan Africa (Tawiah,

1998, Bongaarts, 2009 and Owusu-Asubonteng, 2012). 

The table below (Table 1) has information on all the variables of interest in the study. It has four

columns. The first column has information on the variables of study. This includes the dependent

and independent variables. These variables have been further been grouped into demographic,

social-cultural, socioeconomic variables as described in the conceptual framework (figure 1). 

The following variables; Age, Place of Residence, Education and household possession (Wealth

index) were pulled- out from Section 1 (respondents’ background) of the female questionnaire.

Likewise Parity and Fertility Preference were extracted from Section 2 (reproduction) from the

questionnaire.  Current  use  of  contraceptives,  Husband’s  approval  of  Family  Planning  and

Discussion  of  Family  Planning  with  partner  was  pulled-out  form Section  3  (contraception)

portion of the questionnaire.

The third column has information on the variables as they have been coded in the data sets.

These variables were extracted from the three data sets; 1998, 2003 and 2008 using the recode

manuals and the contraceptive table. The fourth column has information on the newly generated

variables that were used for data analysis. These variables were generated, labeled and saved

next  to  where  they appear  in  the  original  data  sets  for  easy identification  and access.  Only

variables of interest were retained.  The variables were then measured as follows; 

1. Current contraceptive use  was measured  and coded as:
a. All women who are currently using any modern contraceptive method             =1
b. All women who are currently not using any modern contraceptive method      = 2

2. Age was measured in age groups  and coded as:
      a.   15-19 years    = 1
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b. 20-24 years    = 2
c. 25-29 years    = 3  
d. 30-34  years   = 4  
e. 35-39 years    = 5 
f. 40-44years     = 6

3. Marital Status was measured as Never Married, Married, Divorced, Living together, 

    Widowed, Not living together and coded 
    All respondents who were coded as :
    Never married+ Divorced+ Living together+ Widowed+ Not living together were classified as 
     a. Married               = 1
     b. Not Married        = 2  

4. Fertility Preference: This was measured as: Have Another, Undecided, No more, Sterilized,

     Declared  infecund,  never had sex 

a. Undecided   was coded as     =1
b. Undecided  was coded as      =2
c. No more      was coded as     =3

5. Parity (Number of children ever had) was measured as women with   0 to 3 children and
women with four or more children. This was coded as:
a. Women with 0- 3 children               = 1
b. women with  4 or more children     = 2

6.  Place of residence. This was measured as Rural and Urban and was coded as 
   a. Urban       = 1
   b. Rural        = 2

7.  Husband’s approval of Family Planning was measured as  Disapproves, Approves and was
coded as:
    a. Approves       = 1
    b. Disapproves  =  2

8.  Discussion of Family planning with partner was measured in terms of frequency of
discussion.

   a.   More Often            = 1 
   b.   Once Or Twice      = 2                                           
   c. .  Never Discussed   = 3 

9. Educational level was measured as primary, secondary, higher.
   a. No education   = 1
   b. Primary            = 2
   c. Secondary         = 3
   d. Higher              = 4
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10. Wealth index. This was measured how rich or poor the respondent was and coded as 
      Poorest,    = 1
      Poorer      = 2
      Middle     = 3
      Richer       =4
      Richest     = 5

TABLE 1: VARIABLES IN THE STUDY
Description of Variables
Independent Variables

DHS Questionnaire Variables and Codes In
Data Set

Newly Generated 
Variables

Demographic Factors
1.  Age  Groups: Current  age  of
respondents in 5- year groups

107: How old were you at your last 
birthday?

V013:  15-19  years,  20-
24  years,  25-29   years,
30-34 years, 35-39 years,
40-44 years, 45-49 years

15-19=1, 20-24=2
25-29 =3 30-34 =4
35-39 =5 40-44 =6
45-49 =7

2. Marital  status: Current  marital
status of the respondent.

601: Are you currently married or 
living with a man same if married?  
603: What is your marital status now: 
are you widowed, divorced, or 
separated? and
604: Is your husband/partner living 
with you now or is he staying 
elsewhere?

V601: Never Married, 
Married, Divorced, 
Living together, 
Widowed, Not living 
together

Never married+  
Divorced+ Living 
together+ Widowed+ 
Not living together = 
Not Married =1
Married   = 2  

3. Fertility Preference: Number of
children  respondent  will  want  to
have in her life time

602: Now I have some questions about 
the future (a/another) child, or would 
you prefer not to have any (more) 
children? 

V602:  Have  Another,
Undecided,  No  more,
Sterilized,  Declared  in
fecund   and  never  had
sex

Have another  =  1
Undecided      =  2
 No more         =  3

4.Parity: Total Number of children 
respondent has ever had

201: Now I would like to ask about all 
the births you have had during your life.
Have you ever given birth?

V201: 0 to 14 0-3children   = 1
4And Above = 2

5.Place of residence: Type of place
of residence where respondents was
interviewed

103: How long have you been living 
continuously in (name of current place 
of residence)?

V103:  Urban Rural, Urban = 1
Rural  = 2
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Socio-Cultural Factors
6.Husband’s approval of Family 
Planning: 
Whether respondent thinks her 
husband approves of using a 
method to avoid Pregnancy

624: Do you think that your 
husband/partner approves or 
disapproves of couples using a 
Contraceptive method to avoid 
pregnancy?

V610: Disapproves, 
Approves, Don’t Know

Approves      =   1 
Disapproves  =  2

7. Discusses Family planning with
partner: Number of times 
respondents discussed family 
planning with husband/partner

625: How often have you talked to your
husband or partner about family 
Planning in the past year?

V611: More Often,   
Once Or Twice,  Never 
Discussed, 

More Often         = 1 
Once Or Twice   = 2    
Never Discussed = 3 

Socio-economic Factors
8.EducationalLevel:Variable
Providing  level  of    educational
respondent attended 

109: What is the highest level of school 
you attended: primary, middle/JSS, 
secondary/SSS, or higher

V106: No education
Primary,  secondary,
higher

No Education  = 1 
Primary            = 2
Secondary        = 3
Higher              = 4

9.  Wealth  Index: Measures  how
wealthy respondent is

 A combination of  TV, bicycle,  type of
housing  material,  access   to  potable
water  and  sanitation

V109: Poorest, Poorer, 
Middle, Richer, Riches

Poorest =1,  Poorer  = 
2 Middle=3, Richer = 
4 , Richest  =5

Dependent variable
Current contraceptive use
Currently non use = 1
Currently Using    = 2

310: Are you currently doing something
or using any method to delay or avoid 
getting pregnant?

V312: Current 
contraceptive method. 
No method,   Folkloric,  
Traditional, Modern 
method

No method+ 
Folkloric+  Traditional
= Current non use=1 
Modern Method=  
current use       =2      

3.7 Data Analysis

For each set of data, contraceptive use was analyzed as:

1. All women currently using any modern contraceptive method. 

2. All women currently not using a modern contraceptive method.

The dependent variable is a dichotomous response variable that was assigned the value 2 if the

respondent was using any contraceptive method and 1 if not using any method (NO =1, YES =2).

Three separate analyses were performed. The first was univariate analysis. Simple frequencies of

both the dependent and independent variables were run to find out the various distributions of

these variables.  Range was used to describe data for continuous variables.

The second was bivariate analysis. A cross tabulation of each demographic, socio-economic and

socio-cultural  variable  by  contraceptive  use  was  done.  Chi-square  was  used  to  test  for

associations between each variable and current contraceptive use.  Contraceptive users and non

users were compared based on demographic factors, socio-cultural and socio-economic factors. 
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The third was multivariate analysis. Simple logistic regression analysis was first done to obtain

unadjusted odds ratios of contraceptive use for each variable. This was done by using odds ratios

and their associated 95% confidence intervals (95% CI) were used to assess the strength of these

associations. At the multivariate level,  multiple-variate logistic regression models were used to

obtain adjusted odds ratios at 95% confidence level so as to determine the variables that best

predict  use  of  contraceptives.The  significant  predictors  of  modern  contraceptive  use  were

compared across the three waves of data to establish trends.

A p-value of <0.05 was used to determine statistical significance in each of the statistical tests

performed.All analyses were done using Statistical Package for Social Scientist (SPSS) version

16.0.

Chi square test was used to determine whether there is a significant difference across the two

groups.  That  is  contraceptive  users  and  non users.   Odds  ratio  was  used  to  determine  how

exposure  by  women  to  the  various  independent  variables  affects  their  use  of  modern

contraception. Since the dependent and independent variables were categorical i.e. current use of

modern  contraceptives  versus  current  non  use  of  modern  contraceptives,  binary  logistic

regression  was  used.  Simple  regression  was  used  to obtain  unadjusted  odds  ratio  for  each

variable. This was done to ensure that there was no contribution (effect) from any other variable.

Multiple regressions were used to obtain adjusted odds ratios.

Since the variables were many, adjusted odds ratios were used to determine the variables that

best predicted contraceptive use over the years. This was done by controlling for other possible

contributions from other variables in the model. 
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3.8   Limitations of the study

Some of the variables that were compared were not in all the three sets of data. For instance,

partner communication about contraceptive use and husband’s approval of contraception were

not in the 2008 data set. Also wealth index was absent in the 1998 data set. This did not allow for

comparison of these variables for the period studied.

CHAPTER FOUR

4.0  RESULTS

This chapter presents the results of the study which is organized into five sections. Sections 4.1.0

describe the background characteristics of the respondents using the three sets of data: 1998,

2003 and 2008. Section 4.2.0 describes the results for the socio-demographic and socio-cultural

characteristics by current contraceptive use. Section 4.3.0 compares crude odds ratios of the three

data sets together. Section 4.4 compares the adjusted odds ratios across the years, whiles section

4.5.0 summarizes the trends across the years.  The same variables were used to analyze the data

for each year except where a particular variable was not available in the data set.  For instance in

1998, wealth index was not analyzed because it was not available in the dataset and could not be

calculated.  Similarly, in 2008, husband’s approval of contraceptives and discussion of family
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planning among  partners  was  also  not  available  to  be  analyzed.   There  was  one  dependent

variable, current use of modern contraceptives. The independent variables which were mainly

socio-demographic  variables  are:  age,  marital  status,  place  of  residence,  fertility  preference,

parity, educational level, wealth index husband’s approval of family planning, and discussion

about family planning with partner. 

4.1.1 FINDINGS FROM 1998-2008 GDHS.

       4.1.1 Background characteristics of Respondents.

In 1998, the total number of respondents (all women) was 4843 with mean age of 29.31 years

(SD = 9.6). Their median and age range was 28 years and 15 to 49 years respectively.  For the

year 2003, the total number of women (all women) was 5,691 with mean age of 29.3 years (SD

9.6). Their  median and age range was 28 years and 15 to 49 years respectively  The total number

of all women in 2008 was 4,916 with mean age of 29 years (SD=9.6).  They ranged in age from

15-49 years with median age of 29 years.

From table 2, it can be observed that from 1998-2008, respondents who were married were more

than those who were not married. Respondents with primary and higher education were a little

less 2293(47.3%) than those with primary and no education 2551(52.7%).  On the other hand,
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those  with  secondary  and  higher  education  became  more  than  those  with  primary  and  no

education. For 1998 women with secondary and higher education were 2293(52 %.) whiles those

with primary and no education were 2551(47.3%). More than half 2978 (61.5%) of the women

were married while 1865(38.5) were not married. Likewise in 2008, women with secondary and

higher education were 2670 (54.3%) whiles those with primary and no education were 2,242

(45.6%). 

In  1998,  490(10.4%)  of  the  respondents  who  were  current  users  of  modern  contraceptive

methods and in 2003, 842(14.8%) of respondents were currently using modern contraceptives. In

2008, 633(13.5%) of respondents were current users of modern contraceptive methods.

TABLE: 2 PERCENTAGES OF ALL WOMEN CURRENTLY USING ANY  
DEMOGRAPHIC
CHARACTERISTICS 

CURRENT
USE

CURRENT
NON-USE

p
value

CURRENT
USE

CURRENT
NON-USE

p
value

CURRENT
USE

CURRENT
NON-USE

p
value

YEAR
                     1998                       2003                      2008

TOTAL NUMBER                   N= 4843                     N= 5691                     N= 4916
N (%) 490(10.4) 4353(89.6) 842(14.8) 4849(85.2) 663(13.5) 4253 (86.5)
AGE
15-19       
20-24
25-29
30-34
35-39
40-44
45-49

39(8.0)
85(17.3)
99(20.2)
81(16.5)
88(18.0)
63(12.9)
35(7.1)

850(19.5)
802(18.4)
758(17.4)
580(13.3)
539(12.4)
421(9.7)
403(9.3)

< 0.001
 72(8.6)
151(17.9)
170(20.2)
155(18.4)
137(16.3)
102(12.1)
  55(6.5)

1041(21.5)
846(17.4)
796(16.4)
663(13.7)
587(12.1)
470(9.7)
446(9.2)

< 0.001
56(8.4)
132(19.9)
124(18.7)
115(17.3)
113(17.0)
78(11.8)
45(6.8)

981(23.1)
737(17.3)
693(16.3)
521(12.3)
524(12.3)
407(9.6)
390(9.2)

< 0.001

EDUCATIONAL
LEVEL
NO EDUCATION
PRIMARY
SECONDARY
HIGHER

123(25.0)
82(16.7)
265(54.1)
  20(4.1)

1614(37.1)
731(16.8)
1923(44.2)
    85(2.0)

< 0.001

195(23.2)
173(20.5)
439(52.1)
  35(4.2)

1722(35.5)
939(19.4)
2079(42.9)
  109(2.2)

< 0.001
135(20.4)
137(20.7)
362(54.8)
   27(4.1)

1108(26.1)
862(20.3)
2127(50.0)
  154(3.6)

<0.001

MARITAL STATUS
NOT MARRIED
MARRIED

  336(11.3)
2642(88.7)

1711(91.7)
  154(8.3) < 0.001

244(29.0)
598(71.0)

1890(39.0)
2959(61.0) < 0.001

377(56.9)
286(43.1)

1984(46.6)
2269(53.4) < 0.001

PLACE  OF
RESIDENCE
URBAN
RURAL

206(42.0)
284(58.0)

1379(31.7)
2974(68.3) < 0.001

411(48.8)
431(51.2)

1963(40.5)
2886(59.5) < 0.001

301(45.5)
362(54.6)

1861(43.8)
2392(56.2) 0.428
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WEALTH INDEX (%)
POOREST
POORER
MIDDLE
RICHER
RICHEST

-------------- ------------- ---------

126(15.0)
152(18.1)
146(17.3)
175(20.8)
243(28.9)

1213(25.0)
  847(17.5)
  844(17.4)
  905(18.7)
1040(21.4)

< 0.001

112(16.9)
122(18.4)
127(19.2)
159(24.0)
143(21.6)

977(23.0)
799(18.8)
770(20.3)
865(19.8)
842(19.9)

0.006

PARITY
0-3CHILDREN
4 AND ABOVE

259(52.9)
231(47.1)

2942(67.6)
1411(32.4) < 0.001

484(57.5)
358(42.5)

3328(68.6)
1521(31.4) < 0.001

407(61.4)
256(38.6)

3051(71.7)
1202(28.3) < 0.001

HUSBAND’S
APPROVAL OF
 FAMILY PLANNING
APPROVES 
DISAPPROVES

341(93.2)
 25(6.8)

1272(70.8)
527(29.3) <0.001

592(93.7)
  40(6.3)

1741(72.0)
  677(28.0) < 0.001 ------------ ------------ ---------

DISCUSSED   FAMILY
PLANNING  WITH
PARTNER
NEVER  DISCUSSED
ONCE OR TWICE
MORE OFTEN

55(13.9)
119(30.0)
223(56.2)

513(18.1)
678(24.0)
1638(57.9)

< 0.001
  98(15.0)
270(41.3)
285(43.6)

447(14.8)
1050(34.8)
1518(50.3)

<0.001 ----------- ------------ ---------

FERTILITY
PREFERENCE
NO MORE
UNDECIDED
HAVE ANOTHER 

210(42.9)
  16 (3.3)
264(53.9)

1211(27.8)
  305(7.0)
2834(65.2)

< 0.001

323(38.4)
  24(2.9)
495(58.8)

1314(27.1)
  178(3.7)
3356(69.2)

< 0.001
248(37.5)
  18(2.7)
396(59.8)

1080(25.2)
  310(7.6)
2853(67.2)

< 0.001

CONTRACEPTIVE METHOD BY SELECTED DEMOGRAPHIC, SOCIO-CULTURAL AND 
SOCIO-ECONOMIC CHARACTERISTICS  GDHS. 1998-2008

4.2 Current Use of Modern Contraceptives, 1998-2008.

Table 2 shows the results for selected socio-demographic characteristics by current contraceptive

use.  Chi-square test, showed a positive association between all the selected socio-demographic

characteristics and current contraceptive use except place of residence. 

As women attain higher educational level, use of modern contraception increased among them.

Women  with  secondary  education  had  the  highest  prevalence  of  modern  contraceptive  use.

Similarly,  as  frequency  of  discussion  of  family  planning  among  partners  increased,  use  of

modern  contraception  increased  across  the  years;  1998-2008  (Table  2).  As  wealth  index

increased from poorest women to richest women, current contraceptive use generally increased

from  2003-2008.  However,  in  2003,  poorer  women  who  were  current  users  of  modern

contraceptives  where  a  little  more  (18.1% and  17.3%)  than  richer  women  who  were  using
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contraception. Likewise, in 2008, richer women using modern contraceptive methods were  more

than richest women (Table 2). 

The percentage of current users whose husband’s approved of family planning was more than

those whose husbands did not approve from 1998-2003.  Percentage of rural women who were

not current users was more than urban women who were not doing the same across the years.

Similarly, percentage of women with no or up to three children who were using contraception

were more than those with children four and above who current users.

DEMOGRAPHIC
CHARACTERISTICS 

CRUDE  ODDS

RATIO

 (95% CI)

P
VALUE

CRUDE   ODDS
R ATIO
(95% CI)

P
VALUE

CRUDE   ODDS
R ATIO
(95% CI)

P
VALUE

YEAR 1998        2003 2008
AGE
15-19
20-24
25-29
30-34
35-39
40-44
45-49

  1.00
*2.31(1.56-3.42)
*2.85(1.94-4.18)
*3.04(2.05-4.52)
*3.56(2.40-5.27)
*3.26(2.15-4.94)
*1.89(1.18-3.03)

<0.001
<0.001
<0.001
<0.001
<0.001
0.008

  1.00
*2.581(1.92-3.47)
*3.088(2.31-4.13)
*3.380(2.51-4.55)
*3.374(2.49-4.57)
*3.138(2.28-4.32)
*1.783(1.23-2.58)

<0.001
<0.001
<0.001
<0.001
<0.001
  0.002

  1.00
*3.14 (2.26-4.35)
*3.13(2.25-4.36)
*3.87(2.76-5.41)
*3.78(2.70-5.29)
*3.36(2.34-4.82)
*2.02(1.34-3.04)

<0.001
<0.001
<0.001
<0.001
<0.001
<0.001

EDUCATIONAL LEVEL
NO EDUCATION
PRIMARY
SECONDARY
HIGHER

  1.00
*1.50(1.098-1.973)
*1.81(1.446-2.262)
*3.09(1.835-5.196)

<0.001
<0.001
<0.001

  1.00
*1.63(1.31-2.03)
*1.91(1.56-2.23)
*2.84(1.91-4.37)

<0.001
<0.001
<0.001

  1.00
*1.30(1.01-1.68)
*1.41(1.13-
1.72)*1.44(1.16-
2.25)

0.040
0.002
0.010

MARITAL STATUS
NOT  MARRIED
MARRIED

  1.00
*1.41(1.157-1.73) <0.001

  1.00
*1.61(1.33-1.84) <0.001

  1.00
*1.51(1.31-1.81) <0.001
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PLACE  OF RESIDENCE
RURAL
URBAN

  1.00
*1.56(1.293-1.892) <0.001

  1.00
*1.402 (1.21-1.62) <0.001

  1.00
1.07 (0.91-1.42)   0.31

PARITY
0-3 CHILDREN
4 AND ABOVE

  1.00
*1.86(1.540-2.245) <0.001

  1.00
*1.62(1.39-1.88) <0.001

  1.00
*1.60 (1.35-1.89) <0.001

HUSBAND’S APPROVAL
OF FAMILY PLANNING
DISAPPROVES
APPROVES

  1.00
*5.65(3.72-8.61) <0.001

  1.00
*5.80(4.13-8.02) <0.001 --------------------- ---------

WEALTH INDEX (%)
POOREST
POORER
MIDDLE
RICHER
RICHEST

----------------- ----------

  1.00
*1.73(1.34-2.22)
*1.67(1.29-2.15)
*1.86(1.46-2.38)
*2.25(1.79-2.83)

<0.001
<0.001
<0.001
<0.001

  1.00
*1.33(1.01-1.75)
*1.44(1.10-1.89)
*1.60(1.24-2.08)
*1.48(1.14-1.93)

0.040
0.009
<0.001
0.004

DISCUSSED FAMILY 
PLANNING WITH
PARTNER
NEVER 
ONCE OR TWICE 
MORE OFTEN

 1.0
*5.20 (3.75-7.28)
*12.56 (9.48-7.67)

<0.001
<0.001

1.0
*4.20(3.30-5.36)
*9.41(7.26-12.06)

<0.001
<0.001

-------------------- ---------

FERTILITY
PREFERENCE
NO MORE
UNDECIDED
HAVE ANOTHER

 1.00
*0.33(0.19-0.56)
*0.58(0.47-0.71)

<0.001
<0.001

  1.00
*0.62(0.39-.96)
*0.67(0.57-0.80)

0.034
0.001

 1.00
*0.29(0.18-0.48)
*0.70(0.58-0.84)

<0.001
<0.001

TABLE 3: CHARACTERISTICS   RELATED TO   CURRENT   CONTRACEPTIVE  USE
AMONG ALL WOMEN, GDHS, 1998-2008

4.3 Analysis for Current Contraceptive Use 1998-2008

Table 3 has the results for the bivariate analysis for current contraceptive use among women

from 1998-2008. Simple regression for current contraceptive use showed a significant increase in

odds of use of modern contraception for all age groups compared to age group 15-19 years.

Thereafter, there was a decline in odds of use for women in the age groups 40-44years and 45-49

years. The women in age group 30-34 years had the highest odds of being currently on modern

methods. There was a significant decline in odds of use for age group 45-49 years (Table 3). 

As level  of education goes  higher  for Ghanaian women from primary through secondary to

higher education, there was consistent increase in likelihood of contraceptive use for the period

studied. This was also statistically significant from the year 1998 to 2008 (Table 3). Women who

were not married and did not want any more children were more likely to be currently on modern
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method(s) compared to unmarried women who were undecided about having a child or wanted to

have another  child.  Urban women were more  likely to  use contraception  compared to  rural

women (Table 3). Women with four or more children were more likely to use contraceptives

compared to those with no children or up to three children.

From 1998-2003, women whose husbands approved of family planning were 5.7 times and 5.8

times more likely to use contraceptives compared to their counterparts whose husbands did not

approve  of  use.  Likewise,  from 1998-2003,  as  frequency  of  discussion  of  family  planning

increased  from  once  or  twice  to  more  often,  likelihood  of  current  contraceptive  use  also

increased.   In 1998 and 2003, women who discussed family planning more often with their

partners were 12.6 times and 9.4 times more likely to use contraceptives respectively compared

to their counterparts who never had such discussions (Table 3).

Women who did not want any more children were more likely to be currently on method(s) than

women who were undecided about having a child or wanted to have another child. Also, as

wealth  index  increased  from poorer  to  richest  women,  likelihood  of  current  use  of  modern

contraceptives also increased from 2003 to 2008 compared to poorest women (table 3).
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TABLE 4:  PREDICTORS OF CURRENT USE OF ANY MODERN CONTRACEPTIVE
METHOD AMONG ALL WOMEN GDHS, 1998-2008

DEMOGRAPHIC
CHARACTERISTICS 

ADJUSTED
ODDS  RATIO
(95% CI)

P VALUE ADJUSTED
ODDS  RATIO
(95% CI)

P
VALUE

ADJUSTED
ODDSRATIO
(95% CI)

P VALUE

YEAR 1998        2003 2008

AGE
15-19
20-24
25-29
30-34
35-39
40-44
45-49

1.00
1.02(0.49-2.15)
1.06(0.53-2.25)
1.12(0.61-2.45)
1.10(0.58-2.31)
0.74(0.32-1.70)
0.44(0.18-1.10)

0.952
0.754
0.757
0.899
0.473
0.080

1.00
1.26(0.65-2.42)
1.27(0.67-2.44)
1.35(0.69-2.62)
1.22(0.61-2.43)
1.08(0.53-2.22)
0.52(0.24-1.13)

0.498
0.464
0.380
0.571
0.829
0.098

 1.00
*2.46(2.11-4.10)
*2.56(2.19-4.16)
*2.74(1.87-4.67)
*2.42(1.62-3.60)
*1.35(1.11-2.68)
  0.79(0.47-1.32)

<0.001
<0.001
<0.001
<0.001
 0.015
   0.362

EDUCATIONAL LEVEL
NO EDUCATION
PRIMARY
SECONDARY
HIGHER

1.00
1.200( 0.827- 1.742)
1.236(0 .907- 1.684)
2.067(0 .998- 4.278)

 0.338
 0.179
 0.050

1.00
*1.350(1.022-1.783)
*1.349(1.044-1.743)
*2.067(1.113-3.840)

  0.035
  0.022
  0.022

 1.00
*1.505(1.15-1.98)
*1.786(1.38-2.32)
*1.630(1.41-2.71)

  0.003
<.001
  0.036

MARITAL STATUS
NOT  MARRIED
MARRIED

1.00
*0.71 (0.52-0.98) 0.035

1.00
0.82(0.61-1.10) <0.19

1.00
0.88(0.72-1.11)   0.211
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PLACE  OF RESIDENCE
RURAL
URBAN

1.00
*1.4(1.075-1.82) 0.012

1.00
1.31(0.98-1.75) <0.065

1.00
 0.89  (0.71-1.17)   0.311

WEALTH INDEX (%)
POOREST
POORER
MIDDLE
RICHER
RICHEST

------------------- ----------

1.00
1.31(0.95-1.76)
1.12(0.80-1.57)
1.11(0.74-1.64)
1.45(0.96-2.23)

  0.101
  0.513
  0.611
  0.074

  1.00
  1.21 (0.90-1.62)
  1.36 (1.10-1.90)
*1.50 (1.07-2.11)
  1.41 (0.98-2.02)

  0.202
  0.051
  0.019
  0.064

PARITY
0-3 CHILDREN
4 AND ABOVE

 1.00
*2.241 (1.58-3.17) <0.001

  1.00
*1.67(1.28-2.20) <0.001

  1.00
*1.70(1.30-2.17) <0.001

HUSBAND’S APPROVAL 
OF FAMILY PLANNING
DISAPPROVES
APPROVES

  1.00
*2.84(1.80-4.48) <0.001

  1.00
*3.41(2.38-4.84) <0.001

---------------------- --------

DISCUSSED  FAMILY
PLANNING WITH 
PARTNER
NEVER 
ONCE OR TWICE 
MORE OFTEN

  1.00
*2.39(3.12-3.12)
*6.72(4.42 -10.22)

  0.001
<0.001

1.00
*2.45(1.8-3.26)
*4.81(3.60-6.47)

<0.001
<0.001

--------------------- --------

FERTILITY
PREFRENCE
NO MORE
UNDECIDED
HAVE ANOTHER

1.00
0.77(0.361-1.64)
1.18 (0.86-  1.62)

0.500
0.313

1.00
0.83(0.45-1.53)
0.95(0.74-1.21)

0.553
0.676

  1.00
*0.36(0.21-0.87)
*0.83(0.41-0.82)

<0.001
  0.013

* = Predictors

4.4 Multivariate Analysis for current use of modern contraception, 1998-2008

Table  4 shows the results  for  multivariate  analysis.  From 1998 to 2003,  multiple  regression

analysis  for  current  contraceptive use showed an increase in odds of current  use of modern

contraception for all age groups compared to age group 15-19 years. Conversely, age group 45-

49 years had reduction in odds of use of modern contraceptives. The women in age group 30-34

years had the highest odds of being currently on modern methods.  This was not statistically

significant across the years with the exception of the year 2008 where age group 20- 44 years

was statistically significant (Table 4). 

There was also significant difference across the groups from 1998-2008 such that women who

were currently using modern methods were better educated, lived in urban areas and had more

children than those who were not  currently using  contraceptives  (Table 4).  In  1998,  marital
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status, place of residence, parity, husband’s approval of family planning and discussion of family

planning among partners were significant predictors of modern contraceptive use. However from

2003 to 2008, marital status and place of residence, no longer significantly predicted current

contraceptive  use.  In  1998,  formal  education  was  not  a  significant  predictor  of  current

contraceptive  use  but  significantly predicted  use of  contraception  in  2003 and 2008.  Richer

women who were married and did not want any more children were more likely to be currently

using modern method(s) than poorer married women who were undecided about having children

or wanted another. 

Multivariate  analysis  also  showed  that  parity,  husband’s  approval  of  family  planning,  and

discussion of family planning among partners were significant predictors across the years when

the variables were compared. Formal education was a significant predictor from 2003 to 2008.

Age,  marital  status,  wealth  index  and  fertility  preference  were  not  significant  predictors  of

current  contraceptive  use  across  the  years.  Wealth  index  was  a  significant  predictor  of

contraception for women in the richer quintile only compared to women in the poorest quintile =

(OR=1.5; CL=1.7-2.11). Marital status and place of residence were also not significant predictors

of current contraceptive use from 2003 to 2008 (Table 4).

4.4.1 Trends and Relative Strength of Predictors (Current Contraceptive Use),
1998-2008.

For the period studied, women in the oldest age group, 40 -49 years were consistently less likely

to be currently using modern contraceptives (table 4). The results showed that, from 1998 -2008,

contraceptive prevalence was high among women between the ages of 20-39 years compared to

age group 15-19 years. Women in age group 30-34 years had the highest likelihood of currently
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using modern contraceptives (Table 4).  In 2008, age group 20-39 years significantly predicted

current use of modern methods among Ghanaian women compared to age group 15-19 years

apart from age group 40-49 years (table 4).

Compared to women with no formal education, formally educated women had increase in odds

of  currently using  modern  contraceptive  methods  from primary level  to  tertiary  level.   For

women who have attained tertiary level of education, their odds decreased from 2003-2008 ;

{ 2.067(CI= 0 .998- 4.278)} to {1.630(CI 0.97-2.71)} respectively.  For women with secondary

level of education there was increase in odds of current use of modern contraception and this was

consistent from 2003 to 2008  ;1.349( CI=  1.044-1.743) to  1.786(CI= 1.38-2.32) respectively.

This was also consistently becoming more significant (Table 4).

 Similarly, the odds of current use by women whose husbands approved of family planning

increased from 2.84 (CI= 1.80-4.48) in 1998 to 3.38 (CI= 2.37-4.82) in 2003 (table 4).  In 1998,

women who discussed family planning with partners were 6.72 (CI= 4.42 -10.22) more likely to 

be using modern contraceptives compared to those who had no discussions with their partners.

However, their  odds  ratio  reduced  to  4.82(CI= 3.59-6.47) in  2003 but  was  still  statistically

significant (table 4).

From table 4, the study showed that place of residence was a significant predictor of current

contraceptive  use  only  in  1998  for  women  who  dwell  in  urban  areas  compared  to  their

counterparts in rural areas (OR= 1.41; CI=0.075-1.82). Wealth index was a significant predictor

in 2008 for women in the richer quintile only.

Though parity was a significant predictor of current contraceptive use by Ghanaian women with

children four and above compared to women with none or up to three children, the odds ratio
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reduced from  2.241 ( CI= 1.58-3.17)  in 1998 to 1.66 (CI= 1.27-2.16)  in 2003 with slight

increase 1.70 (CI= 1.30-2.17) in  2008. This was still highly significant (Table 4).

Likewise, husband’s approval of family planning was associated with contraception in 1998 and

2003;  also educational  status  increased  the  likelihood of  contraceptive  use  among Ghanaian

women  from  2003  and  2008.  Parity  of  four  or  more  children  increased  the  likelihood  of

contraceptive use in all surveys.

There were changes in the predictors of modern contraception between 1998 and 2008.  Age and

fertility preference which were not predictors in 1998 and 2003 predicted modern contraception

in 2008 except for age group 45-49 years. Place of residence and marital statuses which were

predictors in 1998 no longer predicted modern contraceptive use in 2003 and 2008. Educational

status  which was not a predictor  in 1998 predicted modern contraception in 2003 and 2008

(Table 4). 

Parity, husband’s approval of family planning and discussion of family planning among partners

predicted modern contraception in all the surveys. Wealth index did not predict contraception

except women in richer quintile in 2008 only. The strongest predictor was discussion of family 

planning  among  partners  followed  by  husband’s  approval  of  family  planning,  parity  and

educational status (Table 4). 
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CHAPTER FIVE

5.0 DISCUSSION

This  chapter  is  devoted to  discussions,  conclusion and recommendations  made based on the

findings of the study. It discusses and relates the findings of this study to results obtained from

other  authors.  The  results  from  multiple  regression  analysis  of  selected  socio-demographic

characteristics of data from Ghana Demographic and Health Survey, 1998 -  2008 have been

discussed under the following headings; current contraceptive use, discussion of family planning
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among partners, husband’s approval of family planning, level of education, number of children

ever had as well as trends and relative strength of predictors.

5.1 Current Contraceptive Use

 In  1998,  490(10.4%)  of  the  respondents  who  were  current  users  of  modern  contraceptive

methods and in 2003, 842(14.8%) of respondents were currently using modern contraceptives.

In  2008,  633(13.5%)  of  respondents  were  current  users  of  modern  contraceptive  methods.

Compared  to  currently  married  women  the  prevalence  of  current  use  across  the  years  was

slightly lower; 13.3%, 18.7% and 16.7% respectively. Likewise, compared to sexually active

unmarried  women  the  prevalence  for  2003  and  2008  is  much  lower;  31.3%  and  33.88%

respectively. This is because the denominators for each survey for this study were all women

which are higher than that for currently married women and much higher than that of sexually

active unmarried women across the years.

5.2 Communication among couples (Discussion about Family Planning)

The present study found that discussion of family planning among partners was a significant

predictor of modern contraceptive use in Ghana. For instance, compared with couples who had

never discussed family planning, those who discussed often were almost seven times (1998) and

five times (2003) more likely to be current users of contraception (Tables 4). This finding is

consistent with a previous study in Northern Ghana and Tanzania which revealed that husband-

wife communication about family planning strongly predicted modern contraceptive use (Bawa,
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2002  and  Mosha  et  al.,  2014).  The  author  in  Ghana  found  that  the  prevalence  of  modern

contraceptive use was 16.4% among couples who discussed family planning whiles those who

did not discuss had a prevalence of 7.8% whiles the author in Tanzana observed that discussion

among partners always improved family planning use. Similarly, Cox et al., (2013) studied the

effect of quality of relationship and constructive communication on contraceptive use in Kumasi,

Ghana. 

 Data from the 2010 Family Health and Wealth Survey was used for the analysis and the results

showed that  couples  who experienced good quality relationship and engaged in constructive

communication reported higher prevalence of contraceptive use compared to their counterparts

whose communication was not effective.  Ogunjuyigbe et al. (2009)  in Nigeria also reported that

couples who took joint decisions concerning child bearing were more likely to use contraceptives

than  those  who  took  individual  decisions.  Among  adolescents  in  Kintampo,  Ghana

communication was found to be significantly associated with contraceptive use. Also adolescents

who discussed contraceptive use prior to their first sexual experience were likely to use family

planning methods compared to those who did not discuss (Boamah et al., 2014). Among high

school students in Tanzania and south Africa, similar results was obtained in a study by  Namisi

et al., (2013) who analyzed the effect of high school students  who communicated with adults

about sexuality and condom use. Those who communicated well consistently used condoms.

When partners communicate,  they are able to arrive at  a decision concerning the number of

children they want to have. Before discussion, fertility preference may be high but knowledge

and attitude concerning universal desire for small family size will be transferred after discussion.

They will  also  be  able  to  seek  assistance  together  from a  service  provider  or  access  more

information on modern methods and arrive at  a  decision concerning their  preferred method.
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Women will also find it easier to seek approval from their husbands after discussion (Link et al.,

2009). Partners who have discussion about family planning are also more likely to talk about

risky sexual behaviours and negotiate for safe sex (FHI, 1996 and Adu –Mireku,  2003). These

strong positive effects of partner communication can increase the couple’s likelihood of using

modern contraceptives more than those who do not discuss.

5.3 Husband’s Approval and Contraceptive Use

In  many  African  countries  including  Ghana,  men  wield  considerable  power  and  influence,

particularly in household decision-making  (Schuler et al., 2011). Thus in marital affairs, men

exercise their dominance and critical decisions emanate from or need their approval, including

decision  on family planning.  Though men involvement  in  family planning programmes  is  a

challenge; not as significant as female involvement Adelakan et  al.,  (2014), decision making

concerning  number  of  children  a  couple  will  have,  spacing,  contraception  and  payment  of

reproductive health services is highly dependent on men among couples in Ghana and other parts

of Sub-Saharan Africa (Mosha et al., 2013 and Derose et al., 2004). This has been confirmed in

this study.  Husband’s approval of family planning significantly predicted current use of modern

contraceptives  such that  women whose husbands approved of  family planning were about  3

times more likely to be current users of contraception  in 1998; AOR = 2.8, 95% CI = 1.80-4.48

and 2003; AOR = 3.4, 95% CI = 2.37-4.82 (Tables 4 ). This shows that husbands’ approval of

modern contraceptive use is very crucial for the success of family planning interventions. This

finding is similar to results obtained from a study in the northern part of Volta region, Ghana.

This  was a  case control  study on determinants  of  contraceptive use in the Nkwanta District
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which showed that; women whose husbands approve of family planning were almost five times

more likely to use modern contraceptives compared to their counterparts whose husband’s did

not  approve  (Eliason  et  al.,  2014).  This  finding  is  also  consistent  with  other  studies  by

(Kulczycki,  2008) who  reported  husbands’  approval  was  a  strong  predictor  of  modern

contraceptive use. This suggest that women whose husbands are in agreement with their wives

usage of modern contraceptives  are  likely to use than their counter parts whose husbands do not

approve contraceptive use. The intention of pregnant women to use postpartum family planning

was studied  in  a  rural  district  in  Ghana.  More than 80% found postpartum family planning

acceptable; however their intention to adopt postpartum family planning was highly dependent

on their husband’s acceptance (Eliason et al., 2013).

In another  study, Stephenson et  al.,  (2007) assessed  the  role  of  community level  factors  on

modern  contraceptive  use  in  six  African  countries  including  Ghana,  and  reported  that

respondents whose husbands approved of contraceptive use were about 4 times more likely to

use contraception compared those whose husbands did not allow them. In the Northern region of

Ghana, Adongo et al., (2014) also observed that Community-Based Health Planning and Services

(CHPS)  that involved men in family planning programmes had improvement in contraceptive

use  and fertility  decline.  Similar  studies  in  other  African  country  like  Kenya  conducted  by

Asharaf et al., 1997 and Ankoma et al., 2014), found  that a wife’s perception of 

her husband’s approval of family planning increases her chances of using contraception (odds

ratio of 4.2) compared to those whose husband’s disapproved or respondents who perceived that

their spouse will disapprove of their usage. The possible underlying reason for this finding is that

men are usually the heads of families and studies have shown that men want more children than

females and they take the final decision concerning the number of children the couple must have
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(GSS et al., 2009). When husbands approve of family planning, their wives would be encouraged

to visit family planning clinics. Clandestine usages by women which arise when their husbands

do not approve of contraception will also reduce. It is also possible that when husbands approve

of contraceptive use, women who are not in the position to purchase a commodity can easily get

financial assistance from their husbands to buy a product. Husbands will also support their wives

when they experience side effects and even help them to adhere to regimen  (FHI, 2009).The

above mentioned ways through which women can be assisted to practice contraception by their

husbands contribute to making husbands approval a very strong predictor.

5.4 Formal Education and Contraceptive Use

 In this study, female education was found to significantly promote modern contraceptive use

from 2003 to 2008. This was confirmed in the Accra Women’s Health Survey conducted in 2003.

This survey looked at the predictors of modern contraceptive use in Accra, Ghana. The result

showed that respondents with no formal education had 66% reduction in the odds currently using

contraception and 48% reduction in the odds of ever using modern contraception compared with

their counterparts with formal education (Adanu et al., 2009). 

In Nigeria,  a survey by  Okezie et  al.,  (2010) conducted to  find the determinants of modern

contraceptive use also showed that women with formal education were 3.2 times more likely to

use contraception than those with no education. Women with higher education appreciate more

the advantages of having fewer and well educated children than those without education. They

will also want to spend quality time with their children.

Educated women also have carrier opportunities which they will want to seize and develop to the

highest level. Moreover, they are more likely to be formally employed and hence have maternity
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leave  restrictions  and  will  therefore  want  to  use  modern  contraceptives  to  space  and  limit

children. Improved socio-economic status of women due to formal education makes them want

to spend quality time on social events and leisure which large family size will not permit them to

do (Ayoub, 2004 and Gordon, 2011). Their social and economic empowerment will make them

less dependent on their husband concerning making healthy decisions about fertility preferences.

Additionally, educated women have increased access to information on modern methods as well

as increased geographical and financial access to family planning services (Kamla-Raj, 2010; Ali

et al., 2004; and Khan, 1997).

Furthermore, educated women are also able to pick methods with fewer side effects because they

have higher knowledge about the methods and are in a better position to manage side effects

when they are on a method  (Gordon et al., 2011). Women with no formal education may not

appreciate  the  opportunity cost  of  large  family size over  carrier  progression,  the benefits  of

quality child rearing and improved social life and hence will not be bothered about using modern

methods to both limit and space children. These are some of the reasons why educated women

have increased odds of modern contraceptive use compared to those with no formal education.

5.5 Number of Children Ever Had and Contraceptive Use

The present  study revealed that  women with four or more children were more likely to use

contraceptives  than  those  with  fewer  children  (up  to  a  maximum of  three).  This  finding  is

consistent  with a  survey by  Shehaa et  al.,  (2010)  in  Saudi  Arabia in  which the relationship

between parity and modern contraceptive use was examined. It  was found that women with

seven or more children use more contraceptives than those with three or four children. Similarly, 

in Palestine  Madi et al., (1997) reported that the higher the number of children, the higher the

prevalence of contraceptive use.  
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Taking into consideration the total fertility rate of 4.0, women with four or more children might

have reached their ideal family size and will want to limit children (GSS et al., 2004 and 2009).

They may also have had complications related to pregnancies and deliveries which will make

them visit  reproductive and child health facilities during pregnancy, delivery and postpartum

(Hogue et  al.,  2008). This will  give them the opportunity of being educated on the dangers

associated  with  unregulated childbearing,  the  advantages  of  family  planning,  and  exclusive

breast feeding (lactational amenorrhea) which also has another benefit as a modern method of

contraception (Agho et al., 2011). Additionally some women may also be introduced to other

modern family planning methods and those who have complications during delivery may even

be provided with long term methods like bilateral tubal ligation, intrauterine device, implants etc

before  leaving the  health  facility after  delivery. This  may in part  explain why higher  parity

women are more likely to use contraceptives. Moreover, women who already have large family

sizes and who are bearing the brunt of the social consequences of unregulated childbearing are

more  likely  to  accept  family  planning  as  a  remedy  to  their  predicament.   By  comparing

themselves to women with small family sizes who are better able to care for and educate their

children, such women will easily appreciate the benefits of family planning and might want to

have no more children.  All  these are factors contributing to  higher contraceptive use among

women with more children (Okafor and Akinwale, 2005).

5.6 Trends and Relative Strength of the Predictors, 1998- 2008

Parity  was  consistently  a  significant  predictor  of  current  contraceptive  use  for  women  with

children four and above from 1998-2008. This finding is also confirmed in a study by (Okafor
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and Akinwale,  2005) in Nigeria and the Ghana Maternal Health Survey 2009.   This may be

because these when women attain the normative family size of four they tend to  stop child

bearing because they believe that the number of children they have were necessary to ensure

continuation  of  the  lineage  (Cadwell,  1999).  Some  also  think  that  they  have  had  as  many

children as they believed they could provide for adequately as well as health reasons and partner

interactions with fertility preferences ( Kodzi and Johnson,2009; Parr, 2003).  Similarly when

they are confident about the survival chances of their children (Cleland, 2001 and Bass, 2012) it

motivates them to stop having children. 

An interesting finding was that place of residence significantly predicted contraceptive use in

1998 only.  On the contrary, the same variable was not significant between 2003 and 2008. This

may be due to the fact that health education programmes might have reached rural communities.

This is an indication that Ghana has progressed very well in reducing rural–urban inequalities in

modern contraceptive use to almost zero (Asamoah, 2013). Also increased urbanism could have

improved access  to  family planning messages  through mass  media  may have  contributed  to

bridging the gap between rural and urban dwellers (GSS, et al., 2004 and 2009). Family planning

centers might also have increased in rural communities to reduce difficulty in access (Hong et al.,

2005 and ICF Macro, 2010). Another similar finding was that from 2003 to 2008, marital status

was no longer a significant predictor but was a significant predictor in 1998. However, from

1998 to 2008, married women consistently had reduction in odds of use of modern contraception.

This is consistent with the findings of the Ghana Demographic and Health Survey 1998 to 2008

where current contraceptive use among unmarried women was higher than married 

women. The reason may be that married women may have to discontinue use in order to have

children or their husbands may influence them (Do and Kurimoto, 2012).
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Formal education was also not  a  predictor  in  1998 but  consistently remained a  predictor  of

current use of modern contraceptives from 2003 to 2008.  The strength of the predictor increased

for women with secondary education from 2003 to 2008 (table 4).  This could be attributed to the

fact  that  from 1998 to  2008,  the  percentage  of  women  who received  formal  education  had

increased from 2003 to 2008. This was also true for the number of women with secondary and

higher  education  (GSS,  et  al.,  2004  and  2009). This  finding  is  consistent  with  the  Ghana

Maternal Health Survey (2009), which showed that current use of a modern method rises from

10 percent among women with no education to 17 percent among those with at least secondary

education.

The likelihood of a woman currently using contraceptives was also significant for women who

discussed family planning with their partners and whose husbands approved of contraceptive

use. This was also consistent from 1998 to 2003 (Table 4). Since there is a strong association

between formal education of men and attitude towards family planning,  (Isiugo-Abanih., 1994;

Adewuyi and Ogunjuyigbe, 2003). Men’s knowledge about modern family planning methods,

family  planning  communication  and  advantages  of  having  smaller  family  size  which  had

increased through male centered family planning programmes (GSS and MI, 1999; GSS et al.,

2004 and2009) might have contributed to this. 

Furthermore, wealth index was not a predictor for all the quintiles except in 2008 when women

in the richer quintile had significant increase on odds of current contraceptive use. Women in the

richer quintile had higher education compared to the poorer women (GSS et al., 2004 and 2009).

The effect of female education on contraception might have contributed to their increased odds.

Also richer women have more power in household decision making and can also afford the cost

of contraceptives and other reproductive health services (Do and Kurimoto, 2012).
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CHAPTER SIX

6.0 CONCLUSION AND RECOMMENDATIONS

6.1 Conclusion

The objective of the study was to determine the predictors of modern contraceptive use in Ghana

from 1998-2008 among women aged 15-49 years, the changes in the predictors over time and the

relative strength of the predictors. 

The results showed that, the predictors of modern contraceptive use for the period studied were

discussion of family planning among partners, husband’s approval of family planning, formal

education and parity. The significant predictors of contraceptive use changed with time such that

place  of  residence  and  marital  statuses  which  were  predictors  in  1998  did  not  predict

contraceptive use in 2003 and 2008. Similarly, formal education which was not a predictor in
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1998  predicted  modern  contraceptive  use  in  2003  and  2008.  Husband’s approval  of  family

planning, communication among couples and parity consistently remained predictors in 1998,

2003  and  2008  respectively.  The  strongest  predictor  was  communication  among  partners

followed by husband’s approval of contraceptives, parity and formal education.

Compared to age group 15-19 years women in older age groups were more likely to use modern

methods except from age group 40-45 years where there was a decline in use. A rise in level of

education of women increased their likelihood of modern contraceptive use. Richer women who

lived in  urban areas with children four and above were more likely to  use modern methods

compared to poorer women  living in rural areas with no or up to three children. Women who

communicated with their husbands often about family planning and received approval to use

modern methods were more likely to use compared to their counterparts who neither had such

discussions nor received approval.

Prevalence  of  modern  contraceptive  use  is  low.  With  increased  knowledge  of  predictors

emanating from this study, the following recommendations are being suggested:

6.2 Recommendations

1. Communication  skills  on  how  partners  initiate  and  sustain  discussions  about  modern

contraceptive use should be included in family planning education programmes. 

2. Family  planning  service  providers  should  address the  challenges  involved  in  increasing

husband’s approval by involving men and adolescents males and females at  all  levels of

family planning programmes such that the culture of men encouraging females to use modern

contraceptives is developed from the onset.
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3. Family planning service providers should collaborate with Government to integrate in school

curricula education on the benefits of family planning.

4. Female  education  at  least  up  to  high  school  level  should  be  given  priority  by  the

Government.
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