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ABSTRACT

Access to reproductive healthcare services for women with physical disabilities remains a
significant challenge, particularly in developing countries. Despite efforts, such as policy
initiatives, awareness campaigns, and inclusive healthcare programs aimed at improving
accessibility, these women face numerous barriers, including economic, emotional, attitudinal,
institutional, and physical obstacles. While existing research has primarily focused on these
challenges, there is a limited exploration of the role of social support and resilience in enhancing
access to reproductive healthcare.

A mixed-methods design was employed, incorporating both quantitative and qualitative
approaches. Quantitative data were collected through a survey of 203 women with physical
disabilities aged 18 to 49 years from various communities, specifically Korle-Gonno, La,
Ashiaman, Korle-Bu, Chorkor and Kpone in the Greater Accra Region. Univariate analysis was
used to describe the socio-demographic characteristics of the participants. Bivariate analysis
was conducted to identify relationships between socio-demographic factors and resilience.
Regression analysis was utilized to determine the predictors of resilience and the impact of
social support. Qualitative data were gathered from twenty-two (22) of the study participants
through in-depth interviews and analyzed thematically to gain insights into the challenges and
support systems experienced by the participants, and also resilient strategies.

The quantitative study identified significant economic, emotional, attitudinal, institutional, and
physical barriers to accessing reproductive health services. Social support, primarily from
parents, plays a crucial role in overcoming these barriers. Educational attainment and stable
employment emerged as key predictors of resilience, with higher education levels and secure
jobs associated with greater resilience. Despite the positive impact of informational and

instrumental support, emotional support showed a negative impact on resilience.
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The qualitative study revealed that women with physical disabilities faced challenges of funds,
partner rejection, long waiting hours, lack of appropriate public transport, distance to a health
facility, and lack of early information and education on reproductive health services in
accessing reproductive health services. Additionally, stigma and discrimination, verbal abuse,
fragmented services and mobility challenges in accessing reproductive health services were
identified. The study identified that women with physical disabilities receive social support,
specifically instrumental, informational and emotional to overcome the challenge of access to
reproductive health services. Finally, religious practice, a sense of gratitude, problem-solving,
personal determination, a desire for motherhood and self-advocacy were identified as resilient
strategies used by women with physical disabilities.

The findings underscore the importance of enhancing educational and employment
opportunities for women with physical disabilities to build resilience. The study recommended
the need for the Disability Act to be fully operationalized by ensuring all health facilities are
mobility-friendly, inclusive, and provide non-discriminatory care to better support women with
physical disabilities in accessing reproductive healthcare services in Ghana. It is recommended
that counseling units include establishing support units in healthcare settings and strengthening
disability-sensitive care in reproductive health policies to help women with physical disabilities
overcome challenges in accessing reproductive health services. Future research should focus
on healthcare providers’ perspectives on the impact of social support on the resilience of women
with physical disabilities to the challenges in accessing reproductive health services. The impact
of religious factors on reproductive health services among women with physical disabilities can

be considered.
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CHAPTER ONE

INTRODUCTION

1.1 Background to the Study

The World Health Organization Global Report on Health Equity for Persons with Disabilities
estimated that about 1.3 billion persons have significant disability (World Health Organization,
2022). The report further indicated that 80 percent of persons with disability live in lower and
middle-income countries. According to the World Bank Statistics, women experience higher
rates of disability than men in South Saharan Africa (SSA) (World Bank, 2012).

An estimated 8 percent of Ghana’s population lives with disability (Ghana Statistical Service,
2021). The Ghana Statistical Service (GSS) report indicated that the prevalence among females
was higher than the males at 6.7 percent. Notable among the key challenges faced by women
with disability is access to and use of reproductive health services (Ghana Statistical Service,
2014).

Sexual and reproductive health rights are basic human rights enshrined in national and
international laws. For example, the International Covenant on Civil and Political Rights, the
Convention on the Elimination of All Forms of Discrimination against Women and the
Convention on the Rights of Persons with Disabilities, as well as other international and
regional instruments, prescribe principles for ensuring the sexual and reproductive health and
rights of women with disabilities. Explicitly, the United Nations Convention on the Rights of
Persons with Disabilities (UNCRPD) pledges persons with disabilities the right to access “the
same range, quality and standard of free or affordable health care and programs as provided to
other persons, including those in the area of sexual and reproductive health and population-
based public health programs” (United Nations, 2006). These conventions call for equity in the

accessibility to healthcare services without discrimination.
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In line with these principles, Ghana enacted the Persons with Disability Act (Act 715) in 2006
to address the rights and well-being of persons with disabilities within the country (ACT, 2006).
The Ghana Disability Act emphasizes the commitment to safeguarding the reproductive rights
of persons with disabilities through the elimination of discrimination, expanding accessibility,
and ensuring equal opportunities for people with disabilities. In addition, one of the
international policy frameworks that has contributed to shaping health policies and sexual and
reproductive health intervention in Ghana is the 1994 International Conference on Population
and Development (ICPD) held in Cairo, Egypt. This framework has guided the development
and formulation of health policies such as the Reproductive Health Strategic Plan (RHSP)
2007-2011, the National HIV/AIDS and STI Policy, and the Ghana Adolescent Health Service
Policy and Strategy (AHSPS) 2016-2020. Even though these policies have contributed to
addressing reproductive health issues within the general population, the needs of persons living
with disabilities have not been adequately incorporated into the policies (Mprah et al., 2014).
A wider analysis of nine African Union development policies and strategies on education,
health, employment and social protection shows a similar trend, with persons with disability
inadequately incorporated into policies (Lang et al., 2017).

Despite the existence of these conventions, instruments and policies, the reproductive health
and rights of people, especially women with disabilities, have been given less priority,
especially in Africa (Lang et al., 2017). Several studies have documented the health constraints
that are faced by women with physical challenges (Blair et al., 2022, Nguyen et al., 2019;
Barthelemy & Yves, 2013; Boezaart, 2012; Rugoho et al., 2014; van Rooy et al., 2012). These
challenges include a lack of disability-specific reproductive health information, poor healthcare
provision, physical barriers, and a lack of privacy and respect. It is also a common perception
that women with disabilities are incapable of reproduction and in some cases considered
unsuitable for sexual relationships and marital unions. For these reasons, many women with

disability are denied the right to motherhood (Chikumbu, 2014). However, some recent studies



have suggested that the motivation of women living with disabilities to have children is to gain
support and acceptance for better conditions of life in the future (Ganle et al., 2020). Having
children is also a way for the woman to be accepted in society as childlessness is regarded as a
curse in some circles (Asante-Afari etal., 2023). Despite this societal expectation, organizations
such as the Ministry of Health and health-related non-governmental organizations (NGOs) that
support reproductive health in society do not give sufficient attention to the reproductive health
needs of women living with disability.

The results of these challenges, as indicated in a study by Blair et al. (2022), place a burden on
women with disabilities, their families, and the community. Consequently, women with
physical disabilities often seek social support to overcome these challenges. Social support has
been defined as an emotional and material resource provided to an individual through
interpersonal communication (Moak & Agrawal, 2010). Alternatively, social support has been
described as an exchange of resources between at least two individuals perceived by the
provider or recipient to be intended to promote the health of the recipient (Shumaker and
Brownell 1984). Social support is noted to serve as a resource that enables resilience to both
external and internal obstacles arising from the challenging conditions faced by the recipient
(Dey & Amponsah, 2020; Mathew & Nair, 2017). Resilience is one of the key contributing
factors that affect one's quality of life. Resilience in accessing reproductive health services is
important for women with disabilities as resilience is assumed to help them to effectively cope
with challenges or adverse conditions of pregnancy and postnatal health experiences. There is
therefore an urgent need to unravel the challenges physically challenged females are faced with
and understand the key contributions social support and other factors offer to build the resilience

of these women in sexual reproductive health care in Ghana.



1.2 Statement of the Problem

Globally, it has been estimated that one out of five women lives with some form of disability
(United Nations Population Fund, 2023). Furthermore, it has been estimated that 10 percent of
the women with disability are of childbearing age (Ahumuza et al., 2014; WHO, 2011). In
Ghana, the recent Population and Housing Census estimates that 10.2 percent of women in their
reproductive age (15-49) have some form of disability (GSS, 2021). Access to healthcare,
including reproductive health services, remains a challenge, particularly for women with
disabilities, including women with physical disabilities (WHO, 2022; Ghana Statistical Service,
2014). Women with disabilities, especially those in developing countries, continue to face open
discrimination due to the perception that disability is the result of witchcraft or is punishment
for wrongdoing by families, parents, or the victims themselves (Akasreku et al., 2018;
Rohwerder, 2018). It is still common in some Ghanaian communities that children born with
disabilities are kept out of public view, denied formal education, and in some instances, killed
at birth (Hervie, 2023; Kassah, 2008). Previous studies have argued that women with physical
disabilities face social stigmatization, economic hardships, social segregation, and violence
including expulsion from the marital home (Barthélémy & Yves, 2013; Dassah et al., 2019;
Devkota et al., 2019).

In some Ghanaian societies, women with a physical disability could be subjected to physical
and emotional abuse (Kassah et al., 2014). To further explain this, studies have revealed that
most families do not consent or disassociate themselves from marriages that involve persons
with disabilities (Nyame 2013; Chanzanagh, Piri & Garjan, 2012). These practices imply that
society, in general, holds some hostility and discriminates against people living with
disabilities, especially women.

It is against this backdrop that Ghana promulgated several disability policies and laws. These
include the Persons with Disability Act (PWDA) in 2006. The Act states that, “A person shall

not discriminate against, exploit or subject a person with a disability to abusive or degrading



treatment” (ACT, 2006, p. 4). The National Council on Persons with Disability, established in
2009, came into force to strategize and implement policies affecting the lives of persons with
disabilities. Similarly, the Ghana Federation of Disability continues to advocate for the rights
of persons living with disabilities in the country. Although these bodies exist and continue to
function, people with disabilities continue to experience social injustices and disadvantages,
which include discrimination, poverty, and a lack of employment opportunities, education and
health. It is also evident in the policy documents’ mission and vision statements that priorities
have not been given to the socioeconomic and reproductive health needs of people living with
disabilities (Mprah et al., 2014).

Whereas there is data on the sexual and reproductive health of persons without disability, data
about persons with disabilities, including persons living with physical disability, are given less
attention. This is due to the data collection bodies in general, including the Ghana Demographic
and Health Survey (GDHS), Multiple Indicator Cluster Survey (MICS) and District Health
Information Management System (DHIMS) not specifying data on the reproductive health of
persons with disabilities. The Ghana Demographic and Health Survey (GDHS), National
Population Policy, Reproductive Health Service Policy and Standards, Adolescent
Reproductive Health Policy, National HIV/AIDS and STI Policy, the Criminal Code on
Abortion and a National Survey of Adolescents (NSA) indicated that negative perceptions about
disability and lack of societal understanding of the concerns of PWD explained the neglect of
PWD in sexual and reproductive health (SRH) policies in Ghana (Mprah et al., 2014).

Women with physical disabilities living in Ghana experience a double burden of living with
disability and in a disability-challenging environment and structures (Ghana Statistical Service,
2014). As aresult of their condition, they are perceived as being dependent and society judges
them as being different and gives less attention to health interventions and policies. Most
women living with disabilities who decide to have children are frowned upon by society

(Nyame, 2013). Society generally perceives that women with physical disabilities should not



have babies since they are presumed not to have the physical ability to raise them. From a
medical perspective, women with physical disabilities are faced with more pregnancy
complications. They may also have difficulties in safely operating wheelchairs, urinary tract
and bladder problems and significant shortness of breath (Gavin, Benedict & Adams, 2006).
This notwithstanding, it is established that women with physical disabilities (such as paralysis,
cerebral palsy, or multiple sclerosis) are increasingly becoming pregnant (Horner-Johnson et
al., 2016; Ganle et al., 2016; Nguyen, 2016; Dean et al., 2017; Lezzoni et al., 2013; Mavuso &
Mabharaj, 2015). However, it is suggested that these women have a greater likelihood of having
caesarean deliveries and pre-term babies (Mitra et al., 2015; Horner-Johnson, Biel, Darney, &
Caughey, 2017).

Most studies on the reproductive health of women with physical disabilities have concentrated
on Europe and North America (Amjadi et al., 2017; Mitra et al., 2012; Nosek et al., 1995;
Smeltzer, 2007; Stuntzner et al., 2020). These studies have focused mainly on challenges and
negative reproductive issues with little attention paid to ways to promote resilience.

Resilience has been explained as a person’s ability of being able to adapt to adversity,
recognizing factors that influence the impact of threats to the successful functioning or
development of a person (Masten & Obradovi¢, 2006). While there are several studies in
support of resilience on disabilities caused by chronic health conditions (King et al., 2006),
intellectual disability (Scheffers et al., 2021; Tali, 2002), parents or caregivers of children with
disabilities (Heiman, 2002; Migerode et al., 2012), and coping strategies (Acheampong &
Aziato, 2018), specific resilience approaches and interventions are yet to be developed toward
the specific reproductive health concerns of women living with physical disabilities in sub-
Saharan Africa.

In Ghana, reproductive health issues of women with physical disabilities, in particular, are
rarely discussed in the public space; thereby depriving women with physical disabilities or

potential mothers of the needed knowledge on overcoming reproductive health challenges with



disability and building reproductive resilience. Generally, studies conducted on the
reproductive health of women with physical disabilities in Ghana are few and the focus is
mainly on the challenges faced by these women (Acheampong et al., 2020; Ganle et al., 2016).
For example, Ganle et al. (2016) found that women living with physical disabilities are faced
with numerous barriers, such as lack of ramps, inaccessible doors, hospital beds and toilet
facilities, communication challenges and societal prejudice in accessing and utilizing
reproductive health services and care (Ganle et al., 2016). In another study, mothers with
physical impairments were found to experience difficulty in breastfeeding due to issues relating
to interruption of sleep, dysfunctional limbs and the need for those breastfeeding to eat
nutritionally adequate foods (Acheampong et al., 2020). Therefore, women with physical
disabilities may need support due to their mobility difficulties.

Human populations, regardless of their status, seek social support to overcome challenges in an
attempt to improve their health and well-being. Women with physical disabilities are not
exempted from social support to overcome reproductive health challenges. Social support is
noted to serve as a resource to be resilient to external and internal obstacles due to the
challenging conditions of the recipient (Dey & Amponsah, 2020; Mathew & Nair, 2017).
Traditionally, the family is viewed as the primary support system for caring for persons with
disability in Ghana. However, studies have documented that processes of urbanization have
weakened the traditional role of the family and or society support system (Mba, 2010).
Although urbanization 1s assumed to help in improving structures and systems in meeting the
needs of persons with disabilities, this may not apply across sub-Saharan Africa. The United
Nations Population Division (UN DESA, 2015) underlines that despite an increase in
urbanization trends, less attention is being paid to the unique challenges faced by persons with
disabilities within the context of structural and social development in the region. This suggests
a gap in the alignment of urban development with inclusivity necessary to ensure equitable

access and participation for persons with disability. Moreover, the housing designs and service



provisions in urbanized areas of Ghana continue to be formulated without due consideration for
the challenges faced by persons living with disabilities. Kportufe (2015) draws attention to the
inadequacy of urban planning in tackling the accessibility issues confronted by persons with
disabilities.

In addition, information about how women living with physical disability identify and access
social support, which has an impact on their ability to manage these difficulties and challenges
during pregnancy and early motherhood, is inadequate (Acheampong et al., 2020).
Furthermore, the welfare system in Ghana does not provide adequate support and protection for
women with disabilities who find themselves pregnant and with children (Ganle et al., 2020;
Mfoafo-M’Carthy et al., 2020). Therefore, women with disability often experience a great deal
of difficulty without adequate social support and their ability to carry pregnancy and parenting
is considered poor, which can result in insufficient mother-to-child attachment (Acheampong
et al., 2020; Ganle et al., 2020). The deep-seated stereotypes and perceptions about disability
contribute to the lack of support for women with disabilities in their participation in
reproduction (Ganle et al., 2020). Evidence suggests that the challenges to reproductive health
of women with disabilities constitute the risk factors for poor maternal and child health
outcomes (Akasreku et al., 2018; Ganle et al., 2016). According to the WHO, addressing
inequalities that affect sexual and reproductive health and rights is essential to ensuring that all

women have access to respectful and high-quality maternity care (WHO, 2015).

On the whole, despite the growing evidence on the reproductive health of women with
disabilities globally, gaps still exist, particularly among women with physical disabilities in
Sub-Saharan Africa. Many studies concentrate on challenges over factors that contribute to their
ability to overcome them, while policies tend to be general and overlook the specific needs of
these women. In Ghana, the lack of specific information regarding women with physical
disabilities and sexual and reproductive health further complicates the issue. Therefore, it is

important for research not only to point out barriers but also to identify resilience and social
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support to enhance reproductive health outcomes for women with physical disabilities. It is
against this background that the present study seeks to explore how women with physical
disabilities overcome and adjust to challenges associated with their sexual and reproductive
needs in the Ghanaian setting. Additionally, the present study seeks to investigate the social

support and resilience of physically challenged females towards reproductive healthcare in

Ghana.

1.3 Research Questions

The following research questions guided the study.

1. What difficulties do women with physical disabilities face in accessing reproductive
health services?

ii. What are the available social support systems for women with physical disabilities to
access reproductive health services?

1il. What factors influence the resilience of women with physical disabilities regarding the
challenges they face accessing reproductive healthcare services?

1v. What is the role of social support in strengthening the resilience of women with physical

disabilities who face challenges in accessing and using reproductive health services?

1.4 Rationale for the Study

Sexual and reproductive health, human rights and sustainable development are interconnected
(Galati 2015). The Sustainable Development Goals explicitly enjoin countries to promote:
“universal access to sexual and reproductive health and reproductive rights”, and include targets
related to Goal 3, to ensure healthy lives and promote well-being for all at all ages; Goal 4, to
ensure inclusive and equitable quality education and promote lifelong learning opportunities
for all; and Goal 5, to achieve gender equality and empower all women and girls (WHO, 2017).

Further, Goal 5 postulates that all forms of discrimination and violence against girls and women



(including those with disabilities) must be eliminated. Investing in sexual and reproductive
health and rights saves lives and empowers all girls and young women, including those with
disabilities (WHO, 2023; UNFPA, 2019). Protecting and promoting their sexual and
reproductive health and rights should therefore be a top priority for countries (UNFPA, 2019).
This study, among other things, will bring to light the existing challenges, social support and
resilience factors, including contributing factors that affect the protection of women with
physical disabilities from negative reproductive health outcomes in Ghana.

Addressing challenges of reproductive health is crucial to building resilience and essential to
ensuring women with physical disabilities and their children thrive and contribute meaningfully
to society (Kalpakjian et al., 2020; Lezzoni, 2015). There is, therefore, an urgent need to unravel
the challenges physically challenged females are faced with and understand the key
contributions social support and other factors offer to build the resilience of these women in
sexual reproductive health care in Ghana.

Using the social support and resilience approach facilitates the identification of the supportive
networks of women with physical disabilities' lives that can be enhanced to overcome barriers
in accessing reproductive health services, thereby improving their reproductive health
outcomes. Moreover, the utilization of the resilience approach is crucial for providing insight
into the factors that contribute to empowering, fostering self-advocacy, and promoting a sense
of control over the reproductive health decisions of women with physical disabilities (Aguillard
et al., 2022). This would further provide policymakers including the Ministry of Health and
Ghana Health Service evidence-based information on the reproductive health resilience
situation of women with physical disabilities in urban communities in Accra, which would
support the design and implementation of reproductive health programmes and interventions
for women living with a physical disability. This can guide the development of more specific

and effective policies and interventions.
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The selection of Accra as the study area is key to contributing to knowledge on urban health.
The urban context offers a unique perspective on understanding the reproductive health and
resilience of women with physical disabilities in urban areas where modernization has
influenced the social support system. In addition, the urban context provides a better
understanding of the reproductive resilience of women with disabilities amidst the rapid growth
of the urban population in Ghana (Esantsi et al., 2015). This would help researchers to better
understand why women with physical disabilities continue to give birth or become pregnant,
although it is stressful, so that appropriate programmes and interventions can be designed to
enhance their well-being. Hence, the study will contribute to the resilience and social support
literature on persons with disabilities’ reproductive health in developing countries from the

Ghanaian perspective.

1.5 Objectives
The main aim of the study was to investigate the social support and other factors that influence

the resilience of women with physical disabilities" access to reproductive health services.

Specifically, the study seeks to:
i.  Investigate the challenges faced by women with physical disabilities in their quest to

access reproductive health services.

ii.  Examine the available social support systems for women with physical disabilities

iii.  Assess the factors that influence the resilience of women with physical disabilities
regarding the challenges they face accessing reproductive healthcare services.

iv.  Examine the role of social support in strengthening the resilience of women with
physical disabilities to the challenges in accessing and using reproductive health

services
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1.6 Organization of the Study

This study is structured into nine chapters. Chapter One discusses the background of the study,
the problem that is being addressed and the rationale for undertaking the research. The
objectives for the research are also outlined, and lastly, the research questions that guide the
achievement of the study objectives are listed. Chapter Two focuses on reviewing the literature
and the theoretical and conceptual frameworks guiding this study. The literature is reviewed in
this chapter to ascertain what physical disability is, the various types of physical disability,
policies on reproductive health and disability, and the factors that drive women with physical
disabilities to have children. The literature review further explores the challenges they
encounter during pregnancy, childbirth and motherhood, the mechanisms they adopt to help
them cope with their challenges and the available social support system. Resilience factors to
these challenges of access to reproductive healthcare services are also discussed. Chapter Three
discusses the methodology for the study. Chapter Four mainly describes and discusses the
characteristics of the respondents by using simple frequency distributions, summary tables and
charts. Chapter Five looks at the challenges women with physical disabilities encounter in
accessing to reproductive health services. Chapter Six examines the available social support
and the role of social support in strengthening the resilience of women with physical disabilities
and their challenges in accessing and using reproductive health services. Chapter Seven further
investigates factors that contribute to the resilience to challenges of access to reproductive
health among women with physical disabilities. Chapter Eight focuses on the role of social
support in strengthening the resilience of the physically challenged in accessing reproductive
health services. A summary of the findings of the research, conclusion and recommendations

are presented in Chapter Nine.
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CHAPTER TWO
LITERATURE REVIEW

2.1 Introduction

This chapter reviews relevant literature on concepts, empirical studies and theories on access to
reproductive healthcare services among women with physical disabilities. This review situates
this study within broader scholarly debates, identifies a knowledge gap, and justifies the focus
on social support and resilience in addressing access challenges. The literature reviewed for this
study is organized around the main concepts, including disability and physical disability.
Policies on reproductive healthcare and disability, challenges encountered by women with
physical disabilities in the course of their pregnancy and early motherhood, and the means
through which women cope with the challenges of access to reproductive healthcare services
are discussed. Additionally, the chapter explains the linkages between social support and
resilience. Contextual factors such as urbanization, as well as social, cultural, political,
technological, economic and environmental factors and how they influence resilience amidst
the challenges of access to reproductive health services among women with physical disabilities
are also explored.

Lastly, the chapter presents the theoretical and conceptual frameworks that guide the study,
focusing on the Social Support Theory, Resilience Theory, Health Belief Model, and the Socio-
Ecological Model. Overall, this chapter provides the foundation for addressing the study’s

objectives and informs the interpretation of the findings presented in this study.

2.2 The Concept and Definition of Physical Disability
The concept of disability has changed over time and can be studied using several definitions

and models. The disability perspective has been dominated by the medical model, which views
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disability as an impairment in an individual and sees disability as inherently undesirable and
must be treated. On the other hand, the social model of disability, which arose towards the end
of the 20th century, regards disability as being caused by social exclusion and barriers and not
by the individual’s impairment. This model holds that society is to blame for providing a
disabling environment that does not provide appropriate accommodations for different needs
(Oliver, 1990). According to the World Health Organization (WHO), disability is ‘“an
overarching term for impairments, activity limitations, and participation restrictions” (WHO
2011). WHO also underlines that it’s not solely a health problem but encompasses a wide range
of social, physical, and political realities and is often not simply reduced to a health and

functional issue for the individual.

In this broader context, the concept of physical disability specifically addresses limitations in a
person’s physical functioning and mobility. The medical perspective of physical disability
focuses on limitations due to paralysis and amputation, which is seen as an area that needs to
be addressed medically. However, the social model of disability shows that numerous
challenges encountered by persons with physical disabilities originate from environmental and
attitudinal barriers. Physical disability is a condition that substantially limits one or more basic
physical activities in life (such as walking, climbing stairs, reaching, carrying, or lifting). These
limitations hinder the person's ability to perform tasks of daily living. On the other hand,
mobility disability is a state of form that makes it difficult for a person to use his hand or foot
or is incapable of walking or lifting objects, thereby experiencing difficulty in physical
movement (Hur, Park, Kim, Storey & Kim, 2005). This person may or may not use assistive
devices such as a wheelchair, crutches, walker, to name a few. For this study, mobility

disabilities have been classified under physical disability.
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2.3 Disability Landscape and Policies on Persons Living with Disability

According to the World Health Organization, globally, it is estimated that 16 percent of the
human population constitutes persons with disability (WHO, 2023). There is a variation of this
rate in the context of the general population and specific groups. Persons with disability,
specifically women of reproductive age of 15-49 years, for example, constitute approximately
11 percent (Byrnes & Hickey, 2016).

During the last decades, international organizations have initiated efforts at improving many
aspects of the lives of PWDs. The United Nations and other Civil Society Organizations have
shown growing concerns in addressing the needs and challenges of persons living with
disabilities in diverse ways. The Convention on the Rights of Persons with Disabilities, for
instance, was unanimously adopted by the UN in May 2006. The United Nations, in this
direction, emphasizes the need for governments to promote and ensure the rights of PWDs. As
a further effort, the UN Convention on the Rights of Persons with Disabilities in its general
principles and specific provisions of Article 25, “recognizes that persons with disabilities have
the right to the enjoyment of the highest attainable standard of health without discrimination
based on disability” (UNCRPD, 2006, p.18). These are an indication of great efforts and
resources dedicated to tackling problems facing persons living with disabilities with its political
dimension and attention by many governments and the international community at large. The
UNCRPDs encourage member states to give recognition of the rights of persons with
disabilities through a legal approach to tackling their problems and provisions in all aspects of
their many lives. Although challenges remain in the full implementation of the UNCRPDs
globally, there is ample evidence that the United Nations Convention on the Rights of Persons
with Disabilities (UNCRPDs) has been able to make progress in terms of access to education,
employment and healthcare of Persons Living with Disabilities (PWDs) globally (Byrnes &

Hickey, 2016).
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In Ghana, parliament ratified the Convention on the Rights of Persons with Disabilities in
March 2012. To achieve and sustain the goals of the convention various local policies were
developed. However, prior to this, the National Disability Policy (NDP) was developed in 2000.
The purpose of the policy was to enact appropriate legislation and make functional existing
ones, to promote the full integration of persons with disabilities into the national economy, and
to protect their rights as citizens of Ghana; to create an enabling environment for them to
promote their economic well-being and to enhance their capacity to perform better to improve
their socio-economic status; and to create awareness of the plight of persons with disabilities
and to whip up national support (including the use of local resources) to promote their welfare.
Moreover, there was the development of the National Strategic Plan on Disability and Disability
Action Plan, and there have been several policies to enhance the welfare of persons with
disabilities, which included child and family welfare policies and many others.

Ghana’s policy seems to be a more human-centered approach to tackling disability issues, by
laying more emphasis on social welfare issues of economic empowerment of the vulnerable
group. To deal with the promotion and protection of rights the Persons with Disability, Person
with Disability Act, 2006 (Act 715) was passed to criminalize offenses against a person living
with a disability. Moreover, Article 17 of the 1992 Constitution of Ghana states that all persons
shall be equal before the law (Clause 1), and shall not be discriminated against on the grounds
of gender, race, color, ethnicity, religion, creed, or social or economic status (Clause 2).
Likewise, Article 29 of the Constitution makes a special provision for the rights of persons with
disabilities. The article protects persons with disabilities against all exploitation, all regulations,

and all treatment of a discriminatory, abusive, or degrading nature (clause 4).

Despite progress made in policy development and framework both globally and nationally, it
has been reported that these people remain one of the most marginalized and socially excluded

groups in many developing countries, including Ghana (Hoseinpoor et al., 2013; Mitra et al.,
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2013; Ganle et al., 2016). Nonetheless, PWD continues to face challenges due to a lack of
support from institutions mandated to promote and protect their rights and welfare. Also,
barriers including inadequate resources, cultural stereotypes and lack of robust monitoring
system limit the effectiveness of these policies.

Although policies focus on economic empowerment, the critical role of social support systems
in fostering resilience and addressing the marginalization of PWDs must also be prioritized to

achieve true inclusivity and equality.

2.4 The Disability Situation in Ghana

Studies have indicated that people with disabilities in Ghana have low access to educational
and economic opportunities compared to people without disability (Asuman et. al 2021;
Cheshire Leonard 2018). This disparity is more distinct for Ghanaian women with disabilities,
in particular, who are faced with a difficult situation like their counterparts in other parts of the
world. Studies show that education levels for females with disability are lower as compared to
that of males (Naami, 2015; GSS, 2010). Likewise, it has been noted that males with disabilities
in employment are more than females with disabilities who are employed (Naami, 2015; GSS,
2010). The lack of opportunities in the employment and educational space is not the only issue
affecting women with disabilities, but social and gender-based discrimination has been noted
to be affecting women with disability. In a highly gendered society such as Ghana, for example,
women with disabilities suffer more discrimination as compared to men. This situation has been
attributed to the patriarchal culture, which creates an avenue for women with physical
disabilities to be judged harshly because of their bodies as compared to men (Ganle et al., 2016).
Similarly, it has been asserted that women with disabilities are more likely to be accused of
witchcraft and suffer gender-based violence, including sexual violence than men with

disabilities (Ganle et al., 2016).
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Regarding sexuality and reproductive health issues facing women with disabilities, studies have
suggested that it has largely been ignored (Ganle et al., 2016; Morrison et al., 2014). The reality
cited by Kallianes and Rubenfeld (2010) is that both women’s and disability rights movements
have not invested the needed attention to women with disability, in the area of sexuality, and
reproductive freedom.

Nevertheless, a review on disability in sexuality and reproductive health policies, as well as
research in Ghana showed PWDs have received little attention (Mprah et al., 2014). It must be
noted that the neglect given to the PWDs is not only limited to Ghana but also other resource-
scarce countries (Ganle et al., 2014; Ahumuza et al., 2014; Nosek et al., 1995; Trani et al., 2011;
Murthy et al., 2014; Mulumba et al., 2014; Reynolds, 2010; Devkota et al., 2019). The situation
in Ghana shows a lot of effort is needed to create an enabling and supportive environment, with

specific reference to women with physical disabilities within the reproductive age.

2.5 Barriers to Reproductive Health Access of Persons Living with Physical Disability
The United Nations Convention on the Rights of Persons Living with Disability (UNCPRD)
(UN, 2006) and other international human rights conventions has contributed to ensuring the
fundamental rights to physical, social, and psychological health. The paramount case of
reference is the UNCPRD has the right to access an equal range, quality, and standard of free,
or affordable healthcare and programs similar to other persons, including services in the area
of sexual and reproductive health and population-based public health programs (UN, 2006).
Despite the existence of these policies, available evidence shows persons living with disability
continue to face challenges in access to reproductive healthcare services. The challenges faced
by PWDs, including the physically disabled, affect their quality of health (Becker et al., 1997;
Nosek et al., 1995).

Several studies have highlighted different forms of barriers that women with disabilities face in

accessing sexual and reproductive health services (Bremer et al., 2010; Beyene et al., 2019;
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Mprah et al., 2017; Tarasoff, 2015). These include psychological, informational, physical,
attitudinal, cultural, financial, training, resource, transportation, communication, and
legal/policy barriers.

Psychological barriers affect the ability of women with disabilities to access sexual and
reproductive health services. Tarasoff (2015) highlights that women with physical disabilities
often face substantial psychological burdens during the perinatal period. These burdens
negatively affect their access to quality sexual and reproductive healthcare. In addressing this
burden, an investigation on the psychological needs of pregnant women and new mothers with
walking difficulties was conducted in Uganda by Aplot et al. (2019). The study found
psychosocial needs of women with physical disabilities throughout pregnancy, childbirth, and
the postpartum period. These included acceptance from spouses, families, communities, and
healthcare professionals.

Women with disabilities often lack adequate information relating to their sexual and
reproductive health. A study in Ghana revealed that these women lack specific or appropriate
reproductive health information, thus information given is often general and does not address
their specific needs (Ganle et al., 2016). Mprah et al. (2017) revealed a significant gap in the
understanding of pregnancy prevention methods for persons with hearing impairment. In
addition, issues with the translation of the information on reproductive health and inadequate
consultation times with health professionals worsened the informational barriers faced by these
women (Clemente et al., 2022; Peta, 2017; Tanabe et al., 2015; Mprah, 2013). Hashemi et al.
(2022) stated that informational barriers can be particularly challenging for women with
disabilities to access health services including reproductive health services.

For women with disabilities, especially those physically challenged, being unable to access
healthcare services is a major barrier. Ganle et al. (2016) stated that physical accessibility
problems are among the major barriers that limit adequate interaction between these women

and service providers thus preventing them from receiving maternal healthcare services. For
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example, studies in Cameroon and Ethiopia, found that reproductive health services including
family planning service delivery point are often inaccessible (Bremer et al., 2009; Beyene et
al., 2019). In Uganda and Zimbabwe, Ahumuza et al. (2014) and Rugoho and Maphosa (2017),
respectively, reported poor physical accessibility and disability-unfriendly infrastructure.
Additionally, other studies have revealed the need for a lack of other infrastructure required for
special service needs for women with physical disabilities, which includes lower delivery and
examination beds, chairs, ramps, and restrooms. The respondents also mentioned the need for
specialized outreach services for prenatal and postnatal care and reported long waiting times

for medical services.

Negative attitudes and discriminatory behaviours of healthcare providers towards women with
disabilities are well-documented in Ghana and other parts of the developing countries. Ganle et
al. (2016) noted insensitive and ignorant attitudes of healthcare providers towards persons with
disabilities in Ghana. It has been found that service providers frequently exhibit poor
understanding and discriminatory attitudes towards the sexual and reproductive health needs of
women with disabilities (Lee et al., 2015; Tanabe et al., 2015; Clemente et al., 2022). For
instance, studies in Kenya, Nepal, and Uganda have observed that pregnant women face
discrimination and lack of respect from health workers (Tanabe et al., 2015). Clemente et al.
(2022) identified inadequate professional training and a lack of resources as key challenges for

service providers.

The outcome of the above stems from people’s cultural values and belief systems. Mprah et al.
(2017) and Ganle et al. (2016) highlighted the impact of cultural beliefs on discrimination in
Ghana. This issue is also prevalent in other sub-Saharan African countries. In Zimbabwe, Peta
(2017) disclosed that many people with disabilities have been living in a culture filled with evil
spirits, taboos and witchcraft hence being discriminated against because of their disability.

Similarly, traditional beliefs about disability and negative attitudes towards persons with
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disabilities were reported in Zambia (Smith et al., 2004). Likewise, Albert and Hurst (2004)
noted that persons with disabilities’ inability to access healthcare services can be attributed to
a complex web of discrimination, which consists of negative social attitudes and cultural
assumptions, as well as environmental barriers including policies, laws, structure and services
that result in marginalization and social exclusion.

Attitudinal biases of health service providers and poor dissemination of information have been
identified as obstacles to access to healthcare services (Becker et al., 1997; Nosek et al., 1995).
Ganle et al. (2016) emphasized the need for better training and resources for service providers.
In addressing this challenge among health providers, studies have revealed the need for the
provision of adequate training and resources (Clemente et al., 2022; Ganle et al., 2016; Lee et
al., 2015).

Studies have also noted that women with disabilities consistently face financial obstacles,
especially in Africa. Ganle et al. (2016) identified financial issues among women with
disabilities in Ghana during the perinatal period. Bremer et al. (2009) and Tanabe et al. (2015)
also highlighted financial issues as significant barriers among persons with disabilities in
Cameroon. Transportation challenges have been cited by studies on persons with disabilities
(Clemente et al., 2022; Ganle et al., 2016; Tanabe et al., 2015). Some of the transportation-
related challenges border on issues of affordability and difficulty in locating transportation. For
instance, a study in Cameroon reported the unavailability of taxis to transport physically
disabled individuals to health facilities (Bremer et al.; 2009). In another study, the inability to
pay for the cost of travel to health facilities was noted as a major challenge for women with a
physical disability. Findings from Ganle et al. (2016) revealed that although women with
disabilities do desire institutionalized maternal healthcare, their conditions frequently make it
challenging for them to travel for expert treatment and access unfavorable physical health
infrastructure. However, access to transportation has been noted as a key need that facilitates

access to skilled delivery among women with disabilities (Ganle et al., 2016).
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2.6 Physical Disability and Social Support

There is a growing literature on women with disabilities facing numerous barriers in accessing
health services, specifically physical, informational, emotional and attitudinal obstacles.
Current research seems to give credence to the critical role played by social support in
mitigating these challenges and facilitating access to health services for women with disabilities
(Hollanda et al., 2015). The issue of whether social support aids women with disabilities in
accessing reproductive health services is clouded by the fact that the contribution of social
networks is essential, considering their vulnerable status. To portray this, the work’s Nosek et
al. (2001) reported that women with disabilities who received strong family support are likely
to access gynecological services regularly. The family members often provide essential
emotional and instrumental support, such as transportation and assistance with physical
accessibility. This support enables women with disability to attend medical appointments as
expected and receive the necessary care and treatment. Unlike Nosek et al. (2001), Ganle et al.
(2020) reported that peer support groups have a positive impact on improving the knowledge
and confidence among women with disabilities on reproductive health issues. These findings
from the study point to the fact that peer support groups provide the needed informational and
emotional support. From the study, these groups provide a platform for sharing experiences,
offering advice and disseminating information on reproductive health issues.

In contrast to other studies, Tarasoff (2017) asserted the importance of institutional support in
the creation of an inclusive healthcare environment that cares for the specific needs of women
with disabilities, including women with physical disabilities. Access to reproductive health
services for women with disabilities as cited by the study can be initiated by healthcare
institutions by enhancing the adoption of inclusive practices, policies and training healthcare
providers on disability awareness and ensuring physical accessibility. Hence, the study

concludes that institutional support and familial emotional support are key factors in enhancing
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access to and the quality of reproductive healthcare for women with physical disabilities.
Morrison et al.’s (2014) study examines the challenges faced by women with disabilities in
accessing maternal and newborn health care in rural Nepal and the impact of social support.
The study concluded that community health workers and supportive family members play a
critical role in bridging the gap in reproductive health services for disabled women in rural
areas. Likewise, Devkota et al. (2018) report that women with disabilities who received high
levels of social support had better maternal health outcomes and greater access to reproductive
health services. The study further revealed that emotional support from family and instrumental
support from community health services were particularly beneficial for the PWDs in accessing
reproductive health services.

Collectively, these forms of social support are essential for overcoming barriers and improving

reproductive health outcomes for women with disabilities.

2.7 Disabilities and Resilience Strategies to Access to Reproductive Health Services

Addressing the unique vulnerability of people with disabilities, including women with physical
disabilities is essential for promoting and fostering inclusivity and resilience in the participation
and access to reproductive health services. Achieving this goal requires developing, promoting
and implementing resilience strategies that enable persons with disabilities, including women
with physical disabilities to overcome obstacles in access to reproductive health services.
Literature review on resilience and persons with disabilities, including the women with physical
disabilities about resilience strategies employed by these segments of the population in
overcoming barriers to accessing reproductive health services. This literature review section
delved into resilience strategies among PWDs in access to reproductive health services.

In the context of women with disability, resilience can be described as the capacity to adapt,
recover, and thrive despite facing significant barriers and challenges, particularly in accessing

reproductive health services. Personal qualities, support networks and services such as internal
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drive, connectedness, dedication, healthy and helpful outlets, and evolution of thoughts and
behaviour have been identified as factors influencing resilience among women with disabilities
(Aguillard et al., 2022).

Studies indicate that spiritual beliefs and a strong sense of community support enhance
resilience. A study among women experiencing abuse reported social and spiritual support as
instrumental to individual recovery, growth and resilience (Anderson et al, 2012).
Additionally, spirituality was reported to have a positive association with satisfaction, quality
of life, mental health and resilience for individuals with diverse forms of disabilities (Jones et
al., 2016). Similarly, a study on the effects of online prayer lessons in building resilience and a
sense of personal control among persons with disabilities from Asian and African cities reported
that online prayer lesson was a source of resilience in managing their health outcomes (Pandya,
2022). The provision of these dual support systems helps mitigate the impacts of barriers and
fosters supportive environments for accessing health services (de la Fuente et al., 2021).

In other studies, self-control skills, such as planning for the future, managing emotions, and
setting goals, have been noted to be crucial in managing stress and enhancing resilience (Ronen,
2021). These skills are reported in the study that opined that individuals, including women with
physical disabilities, can maintain a sense of control over their circumstances, which is vital for
psychological health and resilience.

Positive reappraisal and tenacity, a cognitive process that enables an individual to reinterpret a
stressful situation in a more positive light, is a key resilience strategy for overcoming barriers.
The tenacity and perceived competence help women with disabilities face and overcome
barriers to accessing reproductive health services (Stewart, 2011). This study concludes that
resilience factors are strongly associated with higher engagement and lower burnout, indicating
better overall well-being.

Furthermore, studies have reported that the ability to adapt to change and maintain a sense of

control 1s another critical component of resilience. Individuals, including women with
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disabilities who perceive themselves as capable of managing their health and navigating the
healthcare system, are more likely to engage positively with services and experience lower
levels of stress and burnout (Delgado et al., 2018).

Setting specific, achievable health goals and executing them is another resilience strategy. This
might include scheduling regular health check-ups, setting reminders for medication, or
planning transportation for medical appointments. Effective planning helps manage the
logistical challenges associated with accessing healthcare services (Smeltzer, 2007).

Positive self-talk helps in dealing with or overcoming psychological stress associated with
barriers (Sheldon & Lyubomirsky, 2006; Walsh et al., 2017). Encouraging positive self-talk
helps to maintain and improve their ability to manage external challenges. Likewise, increasing
knowledge about reproductive health issues is another important strategy of resilience (Tanabe
etal., 2015). As indicated in the study, a well-informed individual can make informed decisions.
The self-education received from support groups can help women with disabilities recognize
and demand appropriate care and services, and this can enable them to overcome fear and any
forms of abuse.

McConnel et al. (2008) found that the desire to become a mother provides a sense of purpose
and motivation, encouraging women with disabilities to surmount significant challenges. This
intrinsic motivation is pivotal in enhancing resilience, as it fosters a proactive approach to
seeking necessary health and support. These findings are buttressed by Smeltzer (2007), who
reported that women with disabilities often develop a high level of resourcefulness in the pursuit
of motherhood.

The study indicated that the desire for motherhood makes women with disabilities locate
accessible healthcare providers, utilize adaptive technologies, and seek specialized services.
The PWD, including women with physical disabilities ability to adapt and find practical

situations is a key aspect of resilience.
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Similarly, Lezzoni et al. (2015) found that the desire for motherhood can necessitate frequent
intervention with healthcare systems, prompting women to adapt to complex and difficult health
systems. Likewise, the desire for motherhood has been identified from studies that make women
with disabilities challenge stereotypes and stigma surrounding disability and parenthood
(Tefera et al., 2017). These women are able to assert their rights to be mothers. These acts of
challenging and changing societal norms is considered a form of resilience strategy (Tarasoff,
2017). Schmied et al. (2012) also reported that women, including women with physical
disabilities who engage in empowerment activities such as advocacy, strengthen their resilience
and contribute to broader societal change.

To conclude this section, the literature identifies the strategies used by the PWDs, including

women with physical disabilities to overcome barriers to access to reproductive health services.

2.8 Theoretical Framework

The study is based on various theories and approaches that analyze the reproductive health
experiences of women with physical disabilities. By integrating diverse perspectives of these
theories, the research aims to investigate factors that influence access to reproductive health
services and strategies adopted by women with physical disabilities faced with diverse
reproductive health challenges. This section provides an overview of the theoretical foundations
that guide and reveal the relationship between factors influencing reproductive health
experiences and the needs of women with physical disabilities. A theory can be defined as
“systematically organized knowledge applicable to a relatively wide variety of circumstances
devised to analyze, predict or otherwise explain the nature or behaviour of a specified set of
phenomena that could be used as the basis for action” (Van Ryan & Heany, 1992). It is against
this backdrop that the study used four theories: Social Support Theory, Health Belief Model,
Resilience Theory and Socio-Ecological Model.

The Social Support Theory, Resilience Theory, and Health Belief Model were adopted because

their constructs align with the study’s objectives and were applicable to understanding social
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support and women with physical disabilities' resilience to reproductive health experiences.
The Social Ecological Model’s structure was retained, but its multiple levels of influence were
contextually modified and expanded to suit the realities of the study population, which is why

it was adapted and not simply adopted.

2.8.1 Social Support Theory

Social Support Theory was developed by Don Drennan-Gala (1995) and Francis Cullen (1994)
based on insights from several theoretical traditions. Although the emergence of the theory
focused on instrumental, informative, and emotional support as aids to reduce delinquency and
crime, it has been applied in other fields of study.

In the field of health, social support is described as functions performed for an individual by
social ties, specifically family, friends and networks at influencing health and well-being
(Chernomes, 2014; Lai, 2014). Within the context of disability study, it has been observed that
social support is an essential resource for protecting and promoting health and wellbeing
(Meadan et al., 2010). There are different kinds of social support for influencing the health and
well-being of people, including women with physical disabilities and women’s access to
reproductive health care services.

First, instrumental support is described as practical assistance with transportation, mobility aids,
or navigating healthcare systems that can empower women with physical disabilities to
overcome logistical barriers and access reproductive health services. The provision of
instrumental support has been reported to contribute to a reduction in health complications and
mortality (Schultz et al., 2022). Such evidence shows inadequate instrumental support, such as
funds to purchase essential medication, could have consequences on the health of women with
physical disabilities due to a lack of access to reproductive health care.

Second, informational support is associated with advice, guidance, or useful information that

helps individuals, including women with physical disabilities and mothers, access accurate
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information about reproductive healthcare services (Liang et al., 2014). The provision of
important or valuable information from friends, family and other social ties could offer them
the assurance and confidence to access reproductive healthcare services.

Third, emotional support is described as an individual, including the women with physical
disabilities receiving empathetic listening, reassurance, and validation of feelings from a family,
friends and social network that provides a sense of belonging and acceptance to promote and
protect health and wellbeing (Ommen et al., 2008). Emotional support creates avenues for
women with physical disabilities and women to obtain help from friends and family members.
As cited by Ommen et al. (2008), love is integral to developing a sense of trust and belonging
through emotional exchange and interactions with social ties. This situation could help them to
express challenges with family members in access to reproductive healthcare services.

Thus, in the context of the study, the social support theory focuses on the identification of
support from the family, friends and social network that enable the study population to develop

coping mechanisms and resilience to challenges of access to reproductive healthcare services.

2.8.2 Resilience Theory

The theoretical model of resilience guides this study. An integral theme underlying resilience
theory is the ability of an individual to overcome or scale over adversity, frustrations and
misfortune (Ledesma, 2014).

In this study, resilience in women with physical disabilities is associated with the ability to
overcome barriers in accessing reproductive healthcare services. The resilience of a person, as
indicated by Greene et al. (2004), showed the influence of diversity, including ethnicity, race,
gender, age, sexual orientation, economic status, religious affiliation and physical and mental
ability on resilience. For instance, a woman with physical disabilities who is aware of
challenges with mobility could use financial support available to pay for the cost of

transportation in access to reproductive healthcare services. Nonetheless, a woman with
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physical disabilities without better economic status could not be able to overcome the challenge
of mobility. This situation implies that favourable internal and external factors play a crucial
role in access to reproductive healthcare services. Some shortcomings have been identified in
this theory. For example, a shortfall that has been acknowledged in this theory is that it is
idealistic. Despite the theory's shortcomings, it is noted to be essential in helping individuals

evaluate a given situation to avoid pitfalls or problems (Wright & Masten, 2015).

2.8.3 Health Belief Model

It is one of the longest-established theoretical models designed to explain health behaviour by
understanding people’s beliefs about health. It was originally articulated to explain why
individuals participate in health screening and immunization programmes and has been
developed for application to other health behaviour. It is a health theory used to predict health
behaviour by Strecher and Rosenstock in 1997 (Becker, 1974; Nugrahani et al., 2017). The
model postulates that the likelihood of an individual taking action for a given health problem is
based on the interaction between four beliefs. The model predicts that individuals will take
action to protect or promote health on the following premise: first, whenever the individual
perceives themselves to be susceptible to a condition or problem; second, whenever the
individual believes that the problem or condition will have serious consequences; third,
whenever the individual believes a course of action is available it will reduce susceptibility, or
minimize the consequences; and fourth, whenever the individual believes that the benefits of
taking action will outweigh the costs or barriers. In the context of the study, it is used to analyse
and understand the perceived vulnerability, perceived seriousness and perceived benefits in
access to reproductive healthcare services for women with physical disabilities.

Applied to women with physical disabilities and mother's access to reproductive healthcare
services, HBM suggests that the physically challenged pregnant woman or mother who has

given birth will access reproductive healthcare services (e.g. attend pre-natal, anti-natal or post-
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natal) if they perceive themselves to be vulnerable (due to physiological condition or
pregnancy-related complication history) to severe health threat (maternal mortality or giving
birth to a disabled child), and believe the benefits associated with engaging in protective
behaviour (reducing potential of death during pregnancy) outweigh the costs (money or time
spent attending reproductive healthcare services).

The health belief model is noted to be useful when applied to behaviour, particularly prevention
strategies such as screening and immunization (Nugrahani et al., 2017). The use of this theory
in the domain of the study hinges on the fact that women with physical disabilities and mothers
accessing reproductive healthcare services is an intervention to prevent reproductive health
problems. Thus, its use could enable the study to get insight into the perceived benefits and
vulnerability of women with physical disabilities access to reproductive health care services.
Perceived benefits could be defined as the women with physical disabilities and mothers’ belief
in accessing reproductive healthcare services. Perceived vulnerability is described as a woman
with physical disability beliefs about the possibility of experiencing risks or possibility of
experiencing reproductive health problems.

Figure 2.1 The Health Belief Model
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2.8.4 Socio-ecological Model (SEM)

Vulnerable groups, including women with physical disabilities or mothers across the world,
require a supportive and enabling environment to overcome challenges, and access to services
in society ( Amzel et al., 2013; Anderson et al., 2013). Studies have shown that most persons
living with disabilities are sexually active in many parts of the world. This situation implies that
access to sexual and reproductive health services is important for preventing sexual and
reproductive health problems. Despite the availability of reproductive healthcare services for
persons living with disabilities, uptake or access remains a challenge. This situation has been
traced to constraints at the individual and structural factors in society and the healthcare
ecosystem. The acknowledgment of these challenges with access to reproductive healthcare

services triggered the Rights of Persons with

Disabilities (UNCRP ut discrimination (UN,

2006).

Figure 2.2 Bronfenb
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Drawing on the above, this study adopted the Socio-ecological Model. The SEM developed by
Bronfenbrenner (1979) has been described as a person-process and context model. The model
posits that individuals are caught in a nested system where different parts play a significant role
in development. Subsequently, McLeroy et al. (1988) revised the model to develop a framework
to encourage behavioural changes related to health. The framework asserted the role of
interactions or influence between human beings and their environments. Five layers of
influence are included in the framework: (1) intrapersonal, (2) interpersonal, (3) organization
(community, healthcare facilities), (4) environmental (cultural norms, physical surroundings),
and (5) policy. The expanded revision of the SEM creates the avenue to reinforce the
interactions between the individual and environment to enhance access to reproductive
healthcare services for women with physical disabilities.

Considering the complexities and challenging issues that continue to confront persons with
disabilities the use of SEM to study access to reproductive healthcare services is suitable. The
need to consider a broader view of the situation in society cannot be ignored in the analysis. In
this study, the adapted conceptual model was used to understand and analyze the interconnected
level of influence at the individual, interpersonal, community, institutional and policy levels to
overcome the barriers to access to reproductive healthcare services for women with physical
disabilities.

The intrapersonal (individual) level acknowledges the socio-demographic factors, such as
educational level, which can hinder or facilitate access to reproductive healthcare services for
women with physical disabilities. A study reported that a person’s level of education could be
a key factor in access to healtheare services due to the person's understanding of health literacy
(Gwynn et al., 2016). It can also include attitudes, behaviour and skills influencing individual
access to reproductive health services. Next, the interpersonal level includes social support from
family and friends that could aid the women with physical disabilities or mothers in accessing

reproductive healthcare services. For instance, a supportive family could be an asset in
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overcoming transportation barriers and other logistical problems to access reproductive
healthcare services.

The institutional (organization) level of influence in the study focuses on guidelines, protocols,
and procedures that guide and shape the expectations and interactions of both health workers
and women with physical disabilities within the healthcare setting. These protocols and
guidelines are influenced by policies that are developed at a higher level (National) and
subsequently adopted by lower-level operations. It also includes the physical accessibility to
health facilities and the attitudes of the healthcare professionals towards women with physical
disabilities or mothers in access to reproductive healthcare services.

The community-level factors of influence focus on the physical environment and cultural norms
and beliefs culture of members of the community that affect women with physical disabilities
in access to reproductive healthcare services.

Finally, the policy level of influence focuses on laws and regulations within the health sector

that promote women with physical disabilities access to reproductive healthcare services.

2.9 Conceptual Framework

This study was concerned with enhancing access to reproductive healthcare services for
physically women and mothers. Therefore, this framework of the study focuses on multilevel
factors that facilitate or hinder access to reproductive healthcare services for women with
physical disabilities. The framework is informed by the Socio-Ecological Model (SEM), Social
Support Theory, Health Belief Model and Resilience Theory, which guided the identification
of the factors that facilitate or hinder women with physical disabilities’ access to reproductive
healthcare services. Using the Socio-Ecological Model, the framework examines how women
with physical disabilities build resilience to the challenges of accessing reproductive health
services from a multilevel perspective, recognizing that access to reproductive healthcare is

shaped by interacting factors at the individual, interpersonal, community, institutional and
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policy levels. Figure 2.3 illustrates these inter-linkages between social and demographic factors,
and how they can affect women with physical disabilities’ access to reproductive healthcare

services.

At the individual level, the personal factors or socio-demographic characteristics of women
with physical disabilities include age, income, place of residence, educational level, religion,
and ethnicity that could contribute to access to reproductive healthcare services. These
characteristics may directly or indirectly influence their ability to access reproductive
healthcare services The socio-demographic factors can have a direct or indirect effect on the
ability of the individual to have access to reproductive healthcare services. For instance, a
woman with physical disabilities’ current income level may influence access to reproductive
healthcare services, in terms of affordability or cost of transportation to the healthcare facility.
Even though socio-demographic factors could contribute to access to reproductive healthcare
services for women with physical disabilities, they could be limited. In other instances, women
with physical disabilities without adequate financial resources may depend on an external form

of support.

At the interpersonal level, the framework highlights the role of social support as a determinant
of access to reproductive healthcare services, which aligns with the principles of Social Support
Theory. However, the kind of social support may have differing level of impacts on the capacity
of women with physical disabilities in accessing reproductive health services. In light of this,
Figure 2.3 considers social support as a determinant factor that could influence access to
reproductive healthcare services for women with physical disabilities. The types of social
support are emotional, informational and instrumental resources provided by family, friends
and social networks, specifically faith-based organizations or community-based organizations
that enable women with physical disabilities access to reproductive healthcare services.

Emotional support refers to the love, affection, care and concerns provided by family, friends
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and other social contacts of the women with physical disabilities in access to reproductive
healthcare services. Instrumental support consists of the financial resources such as money, and
logistical support provided by the family or friends to women with physical disabilities for
transportation, purchase of medication in access to reproductive healthcare services.
Informational support is health-related information and messages provided to women with
physical disabilities that enable them to make informed decisions in accessing reproductive
healthcare services. Consistent with the Socio-ecological model, the framework recognizes the
challenges that are barriers emanating from the individual, community, institution and policy
levels that serve as a constraint for the women with physical disabilities and mothers in
accessing reproductive healthcare services. The challenges are financial (inadequate or lack of
funds); attitudinal (negative comments, behaviour from the healthcare providers, and family);
emotional or psychological (stigma, insults, abuse from social ties, society etc.); physical
(accessibility within the health facility, in terms of mobility in seeking reproductive healthcare
services).

Drawing on the resilience theory, resilience to reproductive healthcare services from the
diagram is described as the ability of women with physical disabilities and mothers to overcome
challenges and adversity at the individual, and societal level to access reproductive healthcare
services. In summary, the diagram of the conceptual framework shows that social and
ecological factors are connected and determine access to reproductive healthcare services for

women with physical disabilities.
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Fig. 2:3 Conceptual Framework Showing Personal Factors, Types of Social Support,
Challenges and Resilience to Access Reproductive Health Services
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2.10 Summary of the Chapter

Physical disabilities limit basic activities and vary widely, affecting daily tasks; globally, 15
percent of people have disabilities, and in Ghana, the prevalence is 10.6 percent. Despite
international efforts like the UNCRPWDs, disabled persons remain marginalized, especially in
developing countries, with women facing additional challenges due to societal and gender

biases. Ghana's policies, such as the Persons with Disability Act (2006), aim to protect disabled
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persons' rights, but implementation gaps persist, especially in reproductive health. Women with
disabilities face significant barriers to high-quality sexual and reproductive health services due
to various burdens, with studies highlighting poor accessibility, negative attitudes, inadequate
infrastructure, cultural stigmas, and financial constraints. Inclusive policies and training are
needed to address these disparities. The study investigates the reproductive health experiences
of women with physical disabilities using Social Support Theory, Resilience Theory, Health

Belief Model, and Socio-Ecological Model to analyze and suggest improvements.

37



CHAPTER THREE

METHODOLOGY

3.1 Introduction

Access to reproductive healthcare services among women with physical disabilities is shaped
by various factors that require a rigorous methodological approach capable of capturing both
measurable variables and lived experience. Given the nature of the research problem, the
chapter justifies the use of a mixed-method approach, which enabled the integration of
quantitative and qualitative evidence in answering the objectives of the study.

This chapter focuses on the research procedures and the methods that were used in the collection
of data and data analysis. Specifically, the chapter outlines and describes in detail the study
area, study design, target population, data and sources, sampling technique used, research

instruments, data processing and analysis, ethical issues and challenges during the fieldwork.

3.2 The Study Area

The Accra Metropolitan Area, La Dade Kotopon Municipal, Kpone Kantamanso Municipal and
Ashaiman Municipal in the Greater Accra Region (GAR) were the study areas. The Greater
Accra Region provide numerous advantages for the investigation of this study. Although the
2021 Ghana Population and Housing Census, indicated that the Greater Accra Region recorded
the lowest percentage of persons with disability among the 16 regions in Ghana, yet it has the
largest rehabilitation center for persons with disabilities, which also attracts Ghanaians from
different ethnicities across all the 16 regions of Ghana. Interestingly, the 2010 Population and
Housing Census revealed that GAR registered the highest percentage (27.5%) of the number of
persons living with disabilities in urban areas. Additionally, physical disability was found to be
the highest form of disability both in urban and rural areas.

The Greater Accra Region serves as the administrative, political, and economic capital of

Ghana. Even though the region has the smallest size of 3,245 square kilometers, representing
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1.36 percent of the total land demarcation of Ghana, it has the highest proportion of the
country’s population of 5,455,692 (GSS, 2021). The region is noted as the central point of
Ghana’s economy, which attracts many migrants including persons with disabilities. The
economic vibrancy of the region creates job opportunities that may attract persons with
disabilities seeking employment. The presence of vibrant economic activities within the capital
city attracts a high concentration of population. The cities of Accra, Tema and Ashaiman have
a heavy concentration of the population in the region and this is projected to increase in a few
years. For instance, the Greater Accra Metropolitan Area population is projected to host about
10.5 million Ghanaians by 2040 (GSS, 2024). The current heavy and projected concentration
of the population in the region, especially in the cities of Accra, Tema, and Ashaiman, has
implications for persons with disabilities in terms of increased challenges in accessing
healthcare and social services if infrastructure and policies do not keep up with the growing
population.

The combination of a high population density, economic vibrancy, and the anticipated growth
in the Greater Accra Region provides a unique background for examining the social support
networks and resilience mechanisms of women with physical disabilities in their pursuit of
reproductive health services. Examining the experiences of these women within the specified
study areas provides valuable insights into the broader issues surrounding social support and
resilience in the face of physical challenges, hence informing the development of targeted
interventions and policies aimed at improving the reproductive health outcomes of persons with

physical disability.

3.3 Study Design
The study adopted a mixed-methods design for purposes of methodological triangulation. This
involves the use of both quantitative and qualitative methods to collect and analyze data in a

single study. Creswell (2014) and Tashakkori and Teddlie (2003) support the use of a mixed
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methods design because the technique has become increasingly popular as a legitimate research
design in all disciplines including the social sciences.

According to Creswell (2014), triangulation involves ‘within method’ triangulation in which
the same method is used on different occasions and ‘between method’ triangulation where
different methods are used in the same study. Hence, both a questionnaire-based survey
(quantitative method) and in-depth interviews (qualitative method) were used to collect data
from the field. The quantitative and qualitative data were used to collect the data at the same
time, analyzed independently and combined for meaningful interpretation (Creswell & Plano
Clark, 2011). This enabled the researcher to look for mutually supported findings from both
methods. Therefore, both quantitative and qualitative elements have equal prominence in
informing the study and the results were used for interpretation (Creswell & Plano Clark, 2011;
Tashakkori & Teddlie, 1998).

Data analysis was conducted separately, and integrated at the data interpretation stage.
Interpretation typically involves discussing the extent to which the data triangulate or converge.
These designs were useful for attempting to confirm, cross-validate, and corroborate study
findings. According to Dawadi et al. (2021), the application of multiple sources of evidence in
a particular study is the best because it helps to enrich the study and also helps one to have a
better understanding of the research problem by converging numeric trends from quantitative

data and specific details from qualitative data.

3.4 Sources of Data and Study Population

Data for the study was obtained from a primary source. Primary data was collected directly
from selected respondents using a questionnaire survey and in-depth interviews. In doing so,
the inclusion and exclusion criteria were considered.

For this study ‘physical disability’ refers to limitations in the mobility of the body as a result of

amputations, paralysis, limping and lameness, deformity, and hunched back (Ghana Statistical
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Service 2014). All women with physical disabilities within their reproductive ages (15-49
years) and who have given birth within the last five years were included in the study.
Specifically, women residing in the Greater Accra Region. However, women with physical
disabilities who met this criterion and were not willing to be interviewed were excluded from

the study.

3.5 Ethical Considerations

Ethical clearance was obtained from the Ethics Committee for Humanities (ECH) at the
University of Ghana. The researcher observed the protocols in the agreement of the study
protocols of protecting the rights of respondents. Participants were given consent forms to sign
upon their understanding of the purpose of the study and their roles in it. In ensuring anonymity,
codes were assigned during data entry instead of names, contact numbers, and other cues that
could lead to the identification of participants.

The possible risks associated with the study, such as recounting some unpleasant past
experiences during pregnancy and delivery, were all explained to the respondents. The
researcher used her knowledge acquired in health and psychology to help respondents deal with
such situations. Participants were also made aware that no financial or material rewards were
associated with participating in the study. The researcher provided a token of airtime credit to

respondents as appreciation for their participation.

3.6 Research Instruments

In consonance with the mixed method design, questionnaires and interview guides were
developed to collect the primary data from the field. These types of instruments were chosen
because they are most appropriate to solicit the needed information. The question items of the
questionnaire and interview guide were extensively based on the review of the literature on

women with disability, social support systems and access to reproductive health services.
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The survey questionnaire consisted of four sections, which delved into the women’s socio-
demographic backgrounds, general pregnancy and postnatal-related issues, available social
support and resilience to the challenges encountered in their access to reproductive health
services. The first section focused on the socio-demographic characteristics (age, education,
religion, income, ethnicity, number of children, living arrangement, etc.). The pregnancy and
postnatal-related questions were in the second section. The third section covered social support
for access to reproductive health services. Section four included scale items that were used to
assess the resilience of women with physical disabilities to their most difficult challenges, as
indicated in that same section.

The interview guide for women with physical disabilities delved into different thematic areas,
including challenges in accessing reproductive health services, coping strategies, available
social support and factors that contribute to the resilience to challenges of access to reproductive
health services by women with physical disabilities. Interviews were conducted in English, Twi,
or Ga. In instances where the respondent could speak English, the researcher translated the

interview guide into either Twi or Ga.

3.7 Reliability and Validity

To ascertain the effectiveness of the research instruments, the questionnaire and interview guide
were pre-tested with four women with physical disabilities at Korle Gonno. The pre-testing
process was important for ensuring the reliability and validity of the data collection instruments
before the actual fieldwork process.

In this study, two field workers who had a minimum of first degrees and had experience in data
collection were trained. The training was completed within two days. On the first day, field
workers read through the questionnaires and the questions were translated in Twi and Ga. In
addition, they were trained on appropriate techniques to ask questions without leading

interviewees to a particular response, being tactful with regard to sensitive topic areas, etc. This
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was followed by a mock interview session. On the second day, field workers piloted the
questionnaire and interview guide with four women with physical disabilities in a suburb in the
Ablekuma Central Municipal of the Greater Accra Region. Based on the findings from the mock
interview, minor corrections were made to the questionnaire and interview guide regarding the
structure, wording and framing of the questions. Some questions in the interview guide were
refined to improve on probing and prompting for more insightful responses. Through all these
measures and processes, interview questions were standardized, thus questions were asked in
the same way.

In addition, since the questionnaire included a scale, an internal consistency check with the 17
items measuring resilience was carried out using the Cronbach's Alpha technique. A reliability
test was performed and the Cronbach alpha value obtained was 0.812. According to Taber

(2018), a value of 0.70 or higher is considered adequate for most research situations.

3.8 Quantitative Data Collection

The purposive sampling technique was employed to select the participants for the quantitative
study because of the particular characteristics of the population of interest for the study.
Purposive sampling allowed the researcher to select respondents who could answer the research
questions (Babbie, 2008). To enhance this technique, the Ghana Federation of Disability
Organizations and the Ghana Society of Physical Disability were consulted for a list of women
with physical disabilities. Based on this, members who met the selection criteria were selected
for the study. To determine the appropriate sample size for this quantitative component of the
study, the sample size determination formula by Fisher, Laing, Stoeckel, and Townsend (1998)
was adopted (See Appendix for formula). With the help of zonal leaders of persons living with
disability, women with physical disabilities were mobilized. Most respondents were
interviewed in their zonal meeting places in the following suburbs in Accra and Tema: Chorkor,

Korlebu, La, Kpone, Ashiaman, and Korlegonno. Where respondents were not available at the
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zonal meeting place, a follow-up call was made to schedule a meeting. Interviews with women

with physical disabilities continued until a sample size of 203 mothers was reached.

3.9 Data Collection Procedure for the Study

To recruit women with physical disabilities for the survey and in-depth interviews, a letter of
introduction from the Regional Institute of Population Studies of the University of Ghana (see
Appendix) was submitted to the Leadership of the Ghana Society of Physical Disability, which
explained the purpose of the research and obtained permission and support to have members of
the association participate in the study. Together with the help of the Ghana Society of Physical
Disability, zonal leaders in the Accra Metropolitan Area, La Dade Kotopon Municipal, Kpone
Kantamanso Municipal, and Ashaiman Municipality were contacted for the list of women with
physical disabilities (who are in their reproductive age) and had given birth within the last five
year. This process facilitated the data collection process as the women with physical disabilities
were informed about agreed forthcoming interviews during their zonal meetings through their
trusted zonal leaders. The zonal meeting places were used as the venue for the data collection.
The use of these meeting places did not introduce bias to the study but enhanced trust, as these
zonal meeting places served as neutral and familiar settings for the women with physical
disabilities. It also helped with the recruitment of the targeted population of respondents. In all
the meeting sessions with clients, the researchers administered the questionnaires and in-depth
interviews either in the English language or in the Twi or Ga languages.

Each survey interview began with a briefing session on information about the study, the use of
the data being collected, and an estimated time frame of the interview. Women with physical
disabilities were educated on the relevance of the research. Respondents were also asked to
inform and encourage their friends who are not part of the association but meet the study’s

inclusion criteria, to participate.
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Prior consent was also sought from respondents for the survey interview and audio
documentation of the in-depth interview. Upon agreement, participants and the Principal
Investigator and/or the trained assistants signed the informed consent form and a copy of the
form was given to participants to keep. In a situation where the participants were not able to
read and write, questions were explained into their local languages.

Some respondents who completed the survey were invited to participate in the in-depth
interviews based on specific criteria designed to provide more insight into answering the
objectives of the study. The selection criteria focused on the severity of mobility challenges.
Respondents who were fully dependent on wheelchairs, crutches and other mobility devices
were recruited to take part in the interview. The focus on this group of respondents is justified
by the unique and significant challenges they face in accessing reproductive healthcare services.
Where their experiences emphasize the importance of addressing the needs of this highly
vulnerable group and generating practical insights for reproductive healthcare interventions.
Interviews were also conducted in a private setting. After a successful interview, women with
physical disabilities were given a token of ten (10) cedis for airtime, as a sign of appreciation
for their time. All measures employed were to ensure that respondents participated in the study
willingly without any form of coercion. Information obtained was kept safe, and privacy was

maintained.

3.10 Description of Variables

3.10.1 Dependent Variable

The main dependent variable for this study is the resilience to the challenges of reproductive
health. The scale for measuring this was adopted and modified from the Physical Resilience
Scale (PRS), which was developed by Resnick et al. (2011). Even though the PRS has been
widely used as a measurement tool for resilience among the aged, it is applied to this study for

several reasons. First, both the aged and women with physical disabilities with difficulty in
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walking may face similar mobility challenges. By utilizing a scale designed for the aged, we

acknowledge the shared experiences related to mobility limitations. The Physical Resilience

Scale comprises a 17-item measure that focuses on various aspects of resilience associated with

recovery following an event that affected you either physically or mentally.

In this study, women with physical disabilities were asked to identify the most difficult

challenge they encountered with access to reproductive health services (for example, physical

barrier, emotional, attitudinal, economic, etc.) and based on that indicated the extent to which

they agreed with each statement outlined in the scale. Table 3.1 below contains the various 17

items.

Table 3.1: Measurement of Dependent Variable (Resilience Scale Question Items)

QUESTION ITEMS

Strongly
Agree

Agree

Neither
agree nor
disagree

Disagree

Strongly
disagree

I was determined to recover.

I adjusted to the new changes

I used humor to help me through

I believed I could recover

I focused on my remaining abilities, not on
what I couldn’t do

I accepted the new challenges

I accepted help from others

I figured out how to do my daily activities

The challenging event was so bad, I gave
up

I found it difficult to ask for help from

10 others when I needed it

11 | I found the energy to do what I had to do

12 | I saw this challenge as an opportunity

13 I was determined to regain my prior
functional ability

14 | I became a stronger person

15 | I continued to make plans for the future

16 | Ilearned from it

17 Since the challenging event, I have not

wanted to even do my usual activities
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The question item was rated on a Likert scale ranging from "Strongly Agree" to "Strongly
Disagree," on a scale ranging from 1-5. Therefore, each statement signifies a trait associated
with resilience. The scale measures an individual response to any adverse situation including
determination, adaptation, coping mechanisms, self-belief, social support utilization, goal
orientation, and personal growth. The items that measured the determination and beliefs aspect
of the women with physical disabilities towards challenges faced included: For example, “I was
determined to recover”, “I believed I could recover”, “I accepted the new challenges”, “I was
determined to regain my prior functional ability”. These questions provide insight into the
women with physical disabilities’ capacity to solve or overcome obstacles in accessing
reproductive health services.

Four question items explored the adaptability and personal growth of women with physical
disabilities to the challenges they faced in accessing reproductive health services through
acceptance and social support: adjusted to the new changes; [ accepted help from others; I saw
this challenge as an opportunity; and I became a stronger person. These question items queried
their ability to adapt to changing circumstances, accept support, and recognize challenges as
opportunities for improving themselves. In addition, the following four other items in the scale
assessed the ways women with physical disabilities coped with the challenges they encountered
in accessing reproductive health services: I used humor to help me through; I focused on my
remaining abilities, not on what I couldn’t do; I found it difficult to ask for help from others
when I needed it; and T found the energy to do what I had to do. The last three items focused on
the positive outlook of current and future orientation: I continued to make plans for the future;
I learned from it; and since the challenging event, I have not wanted to even do my usual
activities.

Three of the question items in the resilience scale were worded in the negative approach, which

required responses on a Likert scale ranging from the negative to the positive (strongly disagree
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to strongly agree) with scores from 1-5. To address that, the responses to these negatively
worded items were recoded. Scores for responses for these specific items were reversed so that
higher scores still indicated higher levels of resilience. Specifically, the responses of 1 were
converted to 5, 2 to 4, 3 remained unchanged, 4 to 2, and 5 to 1. The recoding procedure ensured
consistency across all items in the resilience scale and ensured that responses were aligned with
the resilience construct being measured.

In summary, the resilience of respondents was measured using a 17-question scale on resilience
elements on the 5-point Likert scale. An average score for each person based on their answers

to the 17 questions was computed, with scores ranging from 1 to 5.

3.10.2 Independent Variables

The independent variable for this study is social support, which ascertains the availability, types
and sources of social support for physical disabilities. Availability of social support was
assessed by requesting women with physical disabilities to indicate if they receive support in
accessing reproductive health services. If yes, they are asked to indicate the types and sources
of social support. The study measured social support in three dimensions in this study and these
are emotional, instrumental and informational support. Respondents were asked to indicate the
types of support received and the sources of each type of support indicated (e.g.,
peers/association members, husband/partner, parents/relatives, friends, health professionals,
religious leaders, or others). Each of type of social support represents the total number of
different sources from which support is received, on a scale from 0 (no support received) to 8
(support received from all listed sources). So, a participant can score a minimum of 0 and a
maximum of 8.

Sociodemographic characteristics or personal factors of respondents, which also served as

independent variables, were measured as age, highest level of education, religious affiliation,
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marital status, ethnicity, income level, occupation and place of residence. A further description

of the variables and their codes are displayed in Table 3.2.

Table 3.2: Measurement of Independent Variables

Variable Category Variable Measurement
1=20-24 2=25-29
Age 3=30-34 4=35-39
5=40-45 6=45-49

Socio Demographic
factors

Highest level of Education

1=None 2= Primary 3=JHS/M
5= Tertiary

iddle 4=Secondary

Religion

1=Christianity =~ 2= Islam

3=Traditional

Ethnicity

I=Akan 2=Ga Dangbe 3=

Ewe 4=0thers

Marital status

1=Never married 2=Divorce

3=Cohabitation 4= Married

Occupation

1=Trade/Business owners
3= Casual worker

2= Civil/Public Servant

Income Level 1=Less than 200  2=200-500 3=501-1000
v 4=Above 1000
Place of residence 1=Urban. 2=Peri urban
Social Support Do you receive any form of 1=Yes 2= No

support?

What types of support do Emotional Support 1=Yes 0=No

you receive?
Instrumental support 1=Yes 0=No
Informational support 1=Yes 0=No

Where do you receive the
type of support from?

Source of Support

Emotional Support

1-Yes 0-No

Friends

Husbands

Parents

Relative

Association

Health Professional

Religious Leaders

Other

Instrumental Support

1-Yes 0-No

Friends

Husbands

Parents

Relative

Association

Health Professional

Religious Leaders

Other

Informational Support

1-Yes 0-No
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Friends

Husbands

Parents

Relative

Association

Health Professional

Religious Leaders

Other

Source: Computed from field Data (2022)

3.11 Data Processing and Analysis

Data collected from the field were cross-checked and edited to ensure that responses are
accurate and that the information given is relevant. The Statistical Package for the Social
Sciences (SPSS version 20) was employed to process and analyze the data gathered from the
questionnaires.

3.11.1 Univariate Analysis

Univariate analysis was carried out to describe the socio-demographic characteristics of the
respondents. The univariate analysis allowed for making descriptive inferences about the
targeted population (Babbie, 2007). Therefore, it helped describe the various characteristics of
respondents, including the source of livelihood and income levels of the women with physical
disabilities. In addition, univariate analysis was used to identify challenges faced by women
with physical disabilities when accessing reproductive health services, the types of social
support systems available and the distribution of the mean resilience score of respondents to
challenges in accessing reproductive health services. Frequencies, percentages and means were

conducted and the analyses were displayed in tables and charts.

3.11.2 Bivariate Analysis
Bivariate analysis, consisting of one-way ANOVA with means compared, was used to assess
relationships between socio-demographic characteristics and resilience among the respondents.

This was used to assess the impact of socio-demographic characteristics on resilience.
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Correlation analysis was also performed to examine the strength and direction of the
relationships between types of social support and resilience among women with physical
disabilities, where -1 indicates a negative relationship, 1 indicates a positive relationship, and 0
indicates no relationship. The analysis focused on examining the correlations between Mean
Resilience and the three key dimensions of social support in the study: instrumental support,
informational support, and emotional support. The variables capturing Mean Resilience, the
sums of those receiving instrumental and informational support, and a measure of emotional
support were included in the structured dataset. The significance of doing bivariate analysis is

to aid in the exploration of the relationships between two variables at a time (Babbie, 2007).

3.11.3 Regression Analysis

Linear regression was adopted to explore the factors influencing resilience among women with
physical disabilities in accessing reproductive health services, with a specific focus on the role
of social support. Linear regression was performed to examine the influence of independent
variables, such as social support and socio-demographic characteristics, on the dependent
variable, resilience. The dependent variable, resilience to reproductive health, represents the
concept that captures the ability of women with physical disabilities to overcome barriers and
utilize reproductive health services. The independent variables in this study include age,
education, marital status, number of children, ethnicity, religion, occupation, level of income,
and support instrumental, informational, and emotional). The regression model incorporated all
independent variables concurrently, allowing a comprehensive evaluation of their collective
impact on resilience among women with physical disabilities accessing reproductive health
services and identifying the most salient factors contributing to resilience among women with

physical disabilities.

51



3.12 Qualitative Study

3.12.1 Qualitative design and Data Collection

The qualitative study employed a phenomenological design to understand the lived experiences
of women with physical disabilities in accessing reproductive health services (Creswell 2014).
The semi-structured interview guide was developed to guide the in-depth interviews. Twenty-
two mothers were purposively selected for qualitative interviews after the survey. Specifically,
criterion purposive sampling was employed to select respondents with more severe mobility
challenges and demonstrated rich insights relevant in answering the study objectives (Edmonds
& Kennedy, 2017). The process allowed further questions to be asked to provide details about
the findings from the quantitative data. The total number of respondents was informed by the
principle of data saturation, where additional interviews produced no new insight or theme

(Creswell 2014).

All interviews were translated and transcribed verbatim from the local languages into English.
The purpose of the qualitative method provided respondents to elaborate on the issues and
further provided insight into their challenges, social support networks and strategies of
resilience to the challenges encountered while accessing reproductive health services. It further
reflects the complex issues encountered by the population of study, thereby giving insight into
how contextual factors such as cultural and social barriers may influence quantitative results on

social support and resilience.

3.12.2 Qualitative Analysis

Recorded in-depth Interviews were transcribed verbatim and audio-taped in-depth interviews
were translated and transcribed verbatim in English to enable the information to be analyzed.
The thematic analysis method was used to analyze the data. This is a process of identifying,
examining and recording patterns or themes in the data. The initial stage of the qualitative

analysis involved a thorough reading of all the transcripts to identify initial ideas and generate

52



codes from participants’ interviews on their experiences with challenges, social support and
resilience to the challenges in accessing reproductive health services. A combination of
deductive and inductive coding was employed during analysis, where the deductive codes were
derived from previous studies reviewed (Ronen, 2021; McConnell et al., 2008) and the

inductive codes came from the recurring themes in the data.

These themes are important and interesting issues that helped address the research questions.
Processing the data into themes helps the researcher to move beyond merely describing issues,
but rather helps to do a thorough and rigorous analysis of the issues presented in the data

(Maguire & Delahunt, 2017).

3.13 Limitations of the Study

Largely, with support from the leadership of the Physically Disabled Society, targeted
participants agreed to be part of the research. However, some challenges and opportunities were
experienced. Firstly, some of the participants, especially those whom the researcher went to
their homes, were uncomfortable and doubtful about the purpose of the study. These women
felt that researchers always take their information without any good outcome for them.
However, the presence of their Zonal leaders and the researchers’ explanation of the relevance
of the research helped in addressing this challenge to an extent.

Another issue that emerged was the postponements and cancellations of interview
appointments. There was an instance where some respondents who were booked for interviews
were postponed because their babies had to be taken to the hospital. Appointments had to be
rescheduled with other women with physical disabilities on different dates. Finally, the

interview was conducted but it affected the planned activities for the study.
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3.14 Summary of the Chapter

This chapter provided a comprehensive insight into the research process that was adopted in
the study. It extended to the details of the study design as well as the particular techniques of
data collection including the justification for the choice of study areas. The chapter describes
and presents the sampling procedures for the qualitative, quantitative and mixed research
methods and ends with a description of data analysis relevant to the research questions and

objectives.

INTEGRI PROCEDAMUS
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CHAPTER FOUR

BACKGROUND CHARACTERISTICS OF RESPONDENTS

4.1 Introduction

Understanding the background characteristics of women with physical disabilities is key to
contextualizing their experiences of accessing reproductive healthcare services and to analyzing
and interpreting the findings of the study. This chapter, therefore, presents the background
characteristics of respondents who participated in the study. The findings discussed in this
chapter are derived from the quantitative data and cover the respondents’ socio-demographic
and socio-economic characteristics. These background characteristics provide an important
foundation for understanding the respondents' access to social support and their resilience in
accessing reproductive health services, topics which will be explored in subsequent chapters.
4.2 Characteristics of Women with Physical Disabilities

A total of 203 participants participated in the quantitative study. The tables below show the
percentage distributions of women with physical disabilities by their socio-demographic
characteristics. This section presents the age, educational status, marital status, religion,
ethnicity, number of children ever born, and place of residence characteristics of the

respondents.

4.2.1 Age of Respondents

The results show that 50.2 percent of respondents fall within the 2635 age bracket, with only
2.5 percent belonging to the 18-25 age group. This distribution suggests that the study
population was predominantly composed of women in their prime reproductive years.
The low representation of younger women with physical disabilities may indicate persistent
barriers such as stigma, economic constraints, and reduced involvement in the reproductive

decision-making process
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Table 4.1: Age Distribution of Respondents

Age Category Frequency Percentage (%)
18-25 5 2.5
26-35 102 50.2
36-45 65 32.0
46+ 31 15.3
Total 203 100

Source: Fieldwork, 2022

4.2.2 Educational Status

A significant number of the study participants (73.3%) had access to formal education.
However, to unpack the issues on education, the study further probed the level of education
attained by the study participants (see Table 4.2). The results indicate that 26.2 percent of the
study participants had completed JHS/Middle school. This percentage is lower than the data
from the 2017/18 Ghana Multiple Indicator Cluster Survey, which recorded 38 percent of
women with disabilities had completed junior secondary school compared to 57 percent of
women without disabilities. Although formal education was appreciable, a notable proportion
of 26.6 percent of respondents reported having no formal education while less than one in ten
(7.8%) of the study participants have attained tertiary education, which shows the challenges
faced by women with physical disabilities in accessing educational opportunities. Possible
reasons for the income level of the family may serve as an obstacle for respondents to the
attainment of a tertiary level of education, where expenses are typically higher.

These findings reflect inequalities in Ghana's inclusive education system, where persons with
disabilities continue to face financial, infrastructural, and attitudinal barriers (GSS, 2021). This
disparity may limit socioeconomic opportunities and access to reliable reproductive health

information. The creation of an enabling and supportive environment for the vulnerable group
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to access the highest level of education is crucial to providing social and economic
empowerment.

Table 4.2: Educational Background of Respondents

Educational Level Frequency Percentage (%)
No formal education 54 26.6
Primary 42 20.7
JHS/Middle School 53 26.2
SHS/Vocational/Technical 38 18.7
Tertiary 16 7.8
Total 203 100

Source: Fieldwork, 2022

4.2.3 Marital Status

The results indicate that 72.4 percent of the women were single, while only 5.4 percent were
married. Smaller proportions were divorced (14.8%) or cohabiting (7.4%). Several studies
reveal that women with disabilities face stigma, discriminatory cultural beliefs, and
misconceptions in relation to their ability to marry or sustain intimate relationships (Akasreku
et al., 2018; Rohwerder, 2018 Peta, 2017). The high percentage of single women in this study

therefore, reflects broader social exclusion for women with physical disabilities.

Table 4.3: Marital Status of Respondents

Marital Status Frequency Percentage (%)
Single 147 72.4
Married 11 5.4
Divorced 30 14.8
Cohabiting 15 7.4
Total 203 100

Source: Fieldwork, 2022

57



4.2.4 Religious Affiliation

The majority of respondents were Christians (73.4%), followed by Muslims (15.8%) and those
practicing Traditional religion (10.8%). This religious distribution mirrors national patterns
(GSS, 2021). Religion plays an important role in shaping reproductive decision-making,

attitudes toward disability, and the sources of social support available to women.

Table 4.4: Religious Affiliation of Respondents

Religion Frequency Percentage (%)
Christian 149 73.4
Islam 32 15.8
Traditional 22 10.8
Total 203 100

Source: Fieldwork, 2022

4.2.5 Ethnicity

The majority of respondents were Ga-Dangbe (43.3%), followed by Akan (28.1%) and Ewe
(21.2%), with smaller proportions from northern ethnic groups. The predominance of the Ga-
Dangbe maybe as a result of the geographical context of the study area. Ethnicity plays a key

role in shaping cultural attitudes and values toward disability and community support.

Table 4.5: Ethnicity of Respondents

Ethnic Group Frequency Percentage (%)
Ga-Dangbe 88 433
Akan 57 28.1
Ewe 43 21.2
Northern Ethnicities 15 7.4
Total 203 100

Source: Fieldwork, 2022

58



4.2.6 Children Ever Born

The findings indicate that 43.8 percent of the women had at least two children, while 27.1
percent had one child and 25.1 percent had three children. These results demonstrate that
women with physical disabilities often desire and achieve motherhood, aligning with existing
studies showing that their aspirations to becoming mothers are similar to those of women
without disabilities (Ganle et al., 2020; Prilleltensky, 2003). This emphasizes on the importance
of improving on accessible reproductive healthcare services that meets their maternal health

needs.

Table 4.6: Number of Children Ever Born

Number of Children Frequency Percentage (%)
One 55 27.1
Two &9 43.8
Three 51 25.1
Four or more 8 3.9
Total 203 100

Source: Fieldwork, 2022

4.2.7 Place of Residence

A little above half of the respondents (54%) lived in peri-urban areas, while 46 percent resided
in urban areas. Women with disabilities living across different settings often face challenges
related to transportation, availability of specialized health services, and access to disability-
friendly reproductive healthcare facilities (Kportufe 2015; Mitraet al., 2013; Ganle et al., 2016).
These structural factors may influence the frequency of their utilization of reproductive health

services.
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Table 4.7: Residential Location of Respondents

Place of Residence Frequency
Urban 93
Peri-urban 110
Total 203

Percentage (%)

46.0
54.0
100

Source: Fieldwork, 2022

4.3 Economic Status

The results from Table 4.2 below show that most respondents (77.8%) were engaged in trading

or business. It is important to note that the physical or social barriers did not prevent them from

engaging in livelihood activities. Besides, a little more than one in ten (11.8%) of the study

participants were civil and public servants. With less than 10 percent of respondents having

attained tertiary education and 23.2 percent completing secondary school, it is unsurprising that

a substantial portion of this population may lack the educational qualifications typically

required for civil or public service roles. Other factors, including discriminatory employment

practices and stigmatization, may deter women with physical disabilities from seeking

employment or getting employed in both the public and private sectors.
ploy g g employ p p

From Table 4.8 the study revealed that the majority of the women with physical disabilities and

are mothers are paid 200-500 Ghana cedi, representing 39.9 percent.

Table 4.8: Economic Status of Respondent

Variable Frequency
Occupation
Trade/Business 158
Civil/Public Servant 24
Casual worker 21
Total 203
Income (Earnings per month)
Less than 200 cedis 72

Percentage

77.8
11.8
10.3

100.0

355
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200-500 cedis 81 39.9

501-1000 cedis 32 15.8
Above 10000 cedis 18 8.9
Total 203 100.0

Source: Fieldwork, 2022

4.4 Summary of the Chapter

The study involved 203 women with physical disabilities. Key findings are that over 50 percent
were aged 26-35, with 2.5 percent aged 18-25; 73.4 percent were Christians and 15.8 percent
were Muslims; 73.3 percent had formal education; 26.2 percent completed JHS/Middle school,
26.6 percent had no formal education, and 7.8 percent attained tertiary education. Moreover,
72.4 percent were single, 15 percent divorced, and 5.4 percent were married. Additionally, 43.8
percent had at least two children; 43 percent were Ga-Dangbe, 28 percent Akan, 21 percent
Ewe, and less than 15 percent were from the northern sector. Furthermore, 54 percent of the
respondents lived in peri-urban areas and 77.8 percent engaged in trading/business, and 11.8
percent were civil/public servants. Barriers to higher education and employment were

identified, including financial constraints, discriminatory practices, and stigmatization.
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CHAPTER FIVE

CHALLENGES FACED BY WOMEN WITH PHYSICAL DISABILITIES

IN ACCESSING REPRODUCTIVE HEALTH SERVICES

5.1 Introduction

Despite the availability of reproductive health services in Ghana, women with physical
disabilities still encounter many barriers that impede their access and use of the services. The
challenges primarily come from structural, economic, social, institutional and attitudinal
factors. Identification of these barriers is vital to revealing gaps and develop targeted
interventions in creating inclusive pathways to reproductive health care services.

This chapter covers the challenges faced by women with physical disabilities while accessing
reproductive health services. It presents the findings and discussion of the findings after an
analysis of both the quantitative and qualitative data collected through the survey and in-depth
interviews with women with physical disabilities, respectively.

5.2 Main Challenges in Accessing Reproductive Health Services

In the survey, respondents were asked to identify their most difficult challenge in accessing
reproductive health services. The survey results, as shown in Figure 5.1, indicate that
respondents reported varying forms of barriers to accessing reproductive health services.
Economic barriers (32%), physical barriers (28%), attitudinal barriers (21.6%), emotional
barriers (14.7%) and informational barriers (3.4%) were noted as challenges in accessing

reproductive health services among the respondents.
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Figure 5.1: Percentage Distribution of Challenges in Accessing Reproductive Health
Services
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During the in-depth interview, women with physical disabilities further expanded on a range of
challenges they encounter in their quest to access reproductive health services. The challenges
identified by these mothers were analyzed and grouped under six main themes: physical
accessibility, economic, institutional, attitudinal barriers, emotional barriers, and informational
barriers. Figure 5.2 provides an overview of the different themes and sub-themes related to
these challenges. The following sections provide a more in-depth understanding of the barriers
mentioned by women during the survey, through a qualitative assessment of the challenges

encountered by women with physical disabilities in accessing reproductive health services.
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Figure 5.2: Challenges in Access to Reproductive Health from Interviews
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5.2.1 Economic Barrier

The economic barrier was a notable challenge for the respondents in accessing reproductive
health services. About 32 percent of the women mentioned this barrier. Invariably, findings
from the interviews with the respondents on economic-related barriers pointed to the inability
of physically challenged pregnant women to afford health care and lack of financial support.
They explained how financial constraints prevent them from attending prenatal appointments,
obtaining necessary scans, and following recommended healthcare schedules.
Respondents who complained of having financial challenges had this to say:

Because I was not working when I got pregnant it was difficult getting money to visit the

hospital for my normal check-up (C8; 34 year old mother; La)
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1 didn’t have enough money to attend the maternity clinic. So I could not always go on the date
that I was expected to come. (C16; 35 year old mother, Ashiaman)

Another mother from Korle Gonno confirmed that:

Things became tougher for me because I didn’t have enough money to take care of myself and
the baby in my womb. I could not go to the hospital on all the dates I was asked to come. [ was
only going on days that I had money, (C19; 29-year-old mother; Korle Gonno).

The respondent's narrative shows that access to reproductive healthcare services influenced by
finance might serve as a disincentive to the attendance of prenatal, antenatal and post-natal
services. These findings may not be glossed over because persons with disabilities seem to have
limited economic opportunities due to a complex web of discrimination (Albert & Hurst, 2004).
Previous research supports this finding that identified financial challenges as a barrier to the
low use of sexual and reproductive health services among persons with disabilities (Burke et
al., 2017).

In other instances, women with physical disabilities were faced with an unexpected hospital

expense coupled with high transport fares had this to say:

At times, you will go for antenatal and you'll not know that you’ll be asked to take a scan, which
you may not have enough money to pay for and transport to go home too. Because of my

condition, I mostly pick a taxi, which is high [in cost]’. (C18; 42 year old mother Ashiaman)

So sometimes when I think of how much I will pay for taxi fare and what I will spend at the

hospital, I don’’t feel like going at all (CY; 40-year-old mother; La)

Some of the women with physical disabilities were less mobile due to the high cost of
transportation, which served as a barrier to access to reproductive health services (Bremer et

al., 2009; Smith et al., 2004). As noted from the socio-demographic data, many of the
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respondents belong to the low and middle-income group. It may be logical to state that
considering their low socioeconomic status, hiring taxis or the purchase of vehicles is beyond
them. The alternative option for them may be to use public transport, which is not disability
friendly to use in accessing reproductive health services. This finding is similar to a study in
India among persons with disabilities that identified boarding public transport as a challenge
due to the unfriendly disability nature (Singh et al., 2013). Hence, the cost of treatment, as well
as the cost of transportation affects women with physical disabilities desiring to access
reproductive health services. The findings of this study emphasize the need for interventions to
address financial barriers to reduce the adverse effects of economic constraints on maternal and
child health outcomes.

5.2.2 Physical Barriers

Physical barriers in this study refer to issues related to disability-friendly infrastructure, distance
to health facilities, and transportation that impact women with physical disabilities’ ability to
seek to access necessary reproductive health care. The survey results in Figure 5.1 show that
physical barriers (28%) were the second challenge in accessing reproductive health services for
the respondents.

In the interview, respondents explained how specific physical barriers hinder their access to
reproductive health services.

5.2.2.1 Disability-friendly physical infrastructure

Some of the women with physical disabilities narrated the ordeal of crawling upstairs for a lab
test, slipping on slippery tiles when accessing washrooms and struggling to find a seating place
with crutches. These challenges reveal the need for improved physical infrastructure.

I crawled to climb the stairs to go for a lab test. I saw people staring at me while others tried
to help me climb. I became emotional and before I could realize it, tears were just flowing (C2;

36-year-old mother; La)
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After I delivered at the hospital, we were not allowed to use the washroom in the maternity
ward because it had a problem. It was difficult walking down the stairs to go and pour out urine
and climb back. The tiles were very slippery so I had to beg someone to help me dispose of the
urine. 1 felt very uncomfortable calling someone to help dispose of that waste because it is a
taboo in culture for someone to come into contact with human waste especially if you are an
adult (C11; 40-year-old mother,; Ashiaman)

On a day that I don’t get to the clinic before 7 am, there will be a lot of pregnant women waiting
and I might not find a chair to sit on so i will be standing with crutches until someone gives
her chair to me (C7; 32 year old mother; La)

Addressing this challenge, other studies have emphasized having accessible buildings with
ramps, elevators, and toilets for persons with disabilities to ensure that there is non-

discriminatory provision of medical care services (Ganle et al., 2016).

5.2.2.2 Distance to health facilities and Lack of appropriate transportation

Some women with physical disabilities reported difficulty in getting to the healthcare facility
due to the distance and lack of accessible transportation. One of the mothers described her
journey to the hospital for antenatal services.

I will walk for almost 30 minutes before getting to the main road to pick up a car to go to the
hospital. I had to sit and rest more than twice before I got to the roadside. This was really
difficult for me but that is the only way I can get to the health facility. I felt it would have been
much easier for me if I was living closer to the hospital (C15; 33-year-old mother; Ashiaman)
Another mother also expressed concern that:

The distance from my house to the clinic was not close. [ always felt this heaviness in my leg.
My little boy had to push me in the wheel chair to the roadside to pick a car before he goes to

school anytime I have to go to the hospital... (C20; 30-year-old mother; Kpone)
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The long distance to health facilities may mean that some women might be discouraged from
honouring their next appointment antenatal visits or arrive late for appointments. The lack of
accessible transportation options has been found to contribute to limiting their access to
antenatal health care services. Other respondents expressed difficulties in using commercial
minibus vehicles (trotro) due to the design of the door and seats arrangement, which are not
friendly for their physical condition. They also mentioned that trotro drivers were often
unhelpful given that they will have to waste time helping them board the vehicle. As a result,
they often resort to taking taxis, which are more disability friendly but expensive. Respondents
had the following to say:
It was difficult picking a trotro because of the high step and small car door I have to pass to
get in and out of the car. Ididn’t feel okay whenever [ want to take a trotro because I know if
I am not careful I can fall down. So I was mostly going to the hospital by taxi, which was also
expensive but I need to protect myself and my baby. (C9; 40-year-old mother; La)
At times when I don’t also have enough money to pick a taxi to the hospital I wish to go and
pick trotro. But the trotro mates and drivers don 't like to pick me because [ am holding crutches.

I know they think you will waste their time so they will not stop at all even when you stop them.

(C21; 35 year old mother; La)

5.3 Discussion on Physical Barriers

Physical barriers such as disability-friendly infrastructure, distance to health facilities, and lack
of appropriate transportation were identified in this study. The finding resonates with a study
in Ghana, which reported that women with disabilities’ desire to access sexual and reproductive
health services is hampered by unfavorable physical health infrastructure (Ganle et al., 2017).
Similarly, a study in Zimbabwe and Uganda identified the disability-unfriendly infrastructure
at the health facilities to discourage persons with disabilities from accessing reproductive

healthcare services (Rughono & Maphosa, 2017; Ahumuza et al., 2014; Bremer et al., 2009).
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Other studies have also emphasized having accessible buildings with ramps, elevators, and
toilets for persons with disabilities to ensure that there is non-discriminatory provision of
medical care services (Ganle et al., 2016). For example, respondents’ experiences of feeling
undermined and humiliated while requesting assistance, even during basic activities like using
a toilet facility indicated how central it was to consider the societal norms and attitudes towards
the design of infrastructure and the environment.

5.4 Attitudinal and Emotional Barriers

Attitudinal barriers include stigma and discrimination, both within the societal context and
healthcare settings, and negative attitudes of healthcare providers, which can lead to
misconceptions and neglect. The understanding of these barriers is important for formulating
strategies that promote inclusivity of reproductive healthcare for persons living with
disabilities. The findings from the survey showed that the third highest proportion of women
with physical disabilities faced attitudinal barriers (21.6%) in accessing reproductive health
services. Findings from the imterview suggest that these attitudinal barriers were noted to persist
predominantly in their interactions with healthcare providers. Mothers with physical disabilities
highlighted instances of wverbal abuse, physical abuse, neglect, stigmatization and
discrimination within healthcare facilities. In addition, the findings indicate that the
psychological trauma experienced by mothers with physical disabilities in accessing healthcare

services predominantly emanates from health workers' attitudes.

During the survey, 14.7% of mothers with physical disabilities indicated emotional barriers to
accessing reproductive healthcare services. These findings were evidence from the interview
session with the respondents. The results below expound on respondents’ experiences of abuse,
neglect, and unfavorable attitudes of health workers and how these affected the emotional
stability of the mothers.

5.4.1 Verbal and Physical Abuse
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Some mothers with physical disabilities shared accounts of being insulted and humiliated within
the healthcare setting by healthcare staff. For instance, one participant reported being insulted
and beaten by nurses for refusing a suggested cesarean section.

The nurses insulted and beat me because I didn’t go on the date I was asked to come and do
the surgery. I don’t know why they should force me to go for a caesarean section when I think
I can give birth by myself as I did for my first child. (C12; 36-year-old mother; Ashiaman)
This respondent questioned the necessity of going through a caesarean section, expressing her
belief in her ability to give birth naturally. This raises questions about the communication
engagement and decision-making processes within the healthcare system. Furthermore, a 23-
year-old mother with physical disability from Ashiaman recollects the insults she endured from
a specific nurse, and how that made her reluctant to seek help during childbirth due to fear.
Finally, she decided to avoid future pregnancies to avoid the potential recurrence of
mistreatment. She had this to say,

What I remember very well when I was pregnant was the insults from one nurse. So on the day
that I was going to deliver, I didn’t even have the courage to call out for help from the nurses
when my baby was coming out. It was one of the mothers who called the nurses to come and
help me. Hmm, up till now I don’t want to get close to nurses. So, I have decided not to get

pregnant to avoid that experience again. (C13; 23-year-old mother; Ashiaman)

Another 32 year old mother with physical disability from Chorkor narrated that,

1 visited a nearby clinic when I realised that I was not well and the doctor gave me medication
without any check to know whether I was pregnant. I became weak because anytime I took the
medicine and I sometimes vomited as well. Because the vomiting was not stopping, so I bought
a dewormer from another pharmacy shop closer to my house. For three days I was still not
well, so I went to another hospital. And I told the nurse that I had taken dewormer, she became

angry and insulted me that, we are our own problem, that is why we give birth to children with
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disability. I felt very bad and disgraced because I also have a disability. The nurse's words
hurt me even now because she insulted me with my condition as a person with disability. (C;
32-year-old mother, Chorkor)

These forms of abuse not only inflict emotional distress but also challenge the rights and dignity

of these mothers in their healthcare decision-making process.

5.4.2 Neglect by Health Workers

Neglect by health workers emerged as another challenge identified by some women with
physical disabilities. A mother who delivered at home encountered unwillingness from a
healthcare worker to provide her with the child's records book (weighing card) because she
delivered her baby at home instead of the healthcare facility. Only after the intervention of her
brother did she receive care for her baby.

So, when I sent the baby I delivered at home to the hospital, a nurse told me they wouldn’t
attend to me because I delivered the child at home. It was a brother who came to beg them
before they gave my baby a weighing card. (C12; 36-year-old mother; Ashiaman)

Another mother’s experience highlighted the absence of timely medical attention during labour.
The nurses failed to provide timely care, leaving her alone until her desperate calls for help
were attended to. She narrated:

On the day I was going to give birth, the nurses didn’t come to check up on me after I was given
a bed. They left me there for a long time. Then I felt that the baby was pushing down, and I had
to struggle and shout for help until one of the nurses came to help (C4; 45-year-old mother,

Korle bu)

5.4.3 Stigmatization and Discrimination

The stigma and discrimination faced by mothers with physical disabilities extended to maternity
care and led to feelings of isolation, anxiety and the perception of healthcare professionals that

women with physical disabilities should undergo surgical procedures.
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A respondent highlighted the discrimination she faced from healthcare providers as a result of
her condition.

[ noticed some of the nurses don’t want to take care of me anytime I visit. I remember when a
midwife assigned a junior nurse to help me go through the ANC session so I could finish and
go home early... But the nurse told me she doesn’t use her bare hands to touch “things like
me”. That day I broke down and I cried. I sat and waited for about 3 hours until the midwife
came back from her meeting to help me. I have vowed never to set foot at this particular
hospital. (C3; 38-year-old physically challenged woman; La )

Other mothers had concerns about bias that can arise from myths and misconceptions about the
capabilities of individuals with a disability to handle natural childbirth. They expressed their
views below:

You know what, I noticed that the doctors and nurses feel when you have a disability, you should
be operated on [through a caesarean section]. When I was going to have my firstborn, I had
an operation. The second born too, they wanted to do the same. But I went into labour before
the date they asked me to come for the operation. I got to the clinic when the baby’s head was
about to drop but the nurses at the clinic said I should be sent to the poly-clinic since they don’t
have what it takes to deliver me through C-S. They refused to attend to me, and I was sent back
to the polyclinic, immediately after I got there, the baby came out with no operation. Please the
doctors should know that even though we may have disabilities, we can have a normal [vagina]
delivery, we can deliver too by ourselves, so they should allow us.

(C10; 35 year old mother; Ashiaman)

These responses from the women with physical disabilities emphasize the need for empathy
and understanding of the specific needs of persons with disability in delivering reproductive
health services to all persons. They also suggest that health personnel should view women as
cases to be studied individually, with the appropriate diagnoses and best health advice

prescribed to each woman.
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5.4.4 Partner’s Rejection

Women with physical disabilities underscored the profound impact of lacking partner support
and facing societal stigma during pregnancy, which affected their mental health and hindered
their ability to obtain support in accessing reproductive services. Two of the women with
physical disabilities shared their experiences with loneliness and abandonment during their

pregnancies, due to the absence of partner support and the effects of societal stigma.

I almost regretted becoming pregnant because I was alone and had to go to the hospital alone.
At times, I even forget the date to go to the hospital. I couldn’t believe that my boyfriend could

just deny that he was not responsible for the pregnancy (C2; 36-year-old mother, La)

My boyfriend left me as soon as I told him that I was pregnant. He said he can’t marry someone
like me. He was listening to his friends. I did not have anyone I could talk to, to understand me.
My family members were angry since they felt I had added to their problems of caring for me.
I'was not prepared to take care of the pregnancy all by myself. It was really tough (C5; 42 year

old mother, Korle-bu)

The rejection from partners shows the broader societal discrimination and stigma meted out to
women with disabilities thereby limiting them from enjoying meaningful relationships and
support during pregnancy. In both narrations, women with physical disabilities experienced

emotional pain that needs to be recognized and addressed by the healthcare services.

5.5 Discussion on Attitudinal and Emotional Barriers

Attitudinal and emotional barriers to access to reproductive health services were identified as
some of the challenges faced by women with physical disabilities in this study. These attitudinal
barriers have been identified and documented in other study settings. Studies in Uganda and the
Philippines reported prejudiced attitudes among service providers and also abused women with

disabilities seeking sexual and reproductive health services. Lee et al. (2015) and Ahumuza et
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al. (2014) ascribed these negative attitudes to the limited awareness of the sexual and
reproductive health needs of women with disability, as well as an inadequate understanding of
their rights. These studies found that most of the attitudinal barriers emanated from healthcare
workers and a few from members of society. Similarly, Yoshida etal. (1999) and Welner (1998)
identified the role of healthcare professionals, family members, and broader social networks in
constraining the reproductive rights of women with disabilities from seeking reproductive
health services including family planning services.

Moreover, societal prejudices and partner rejection identified in the study were noted to
contribute to a few stable relationships among women with physical disabilities as documented
by Tanebe et al. (2015). Such discrimination is also seen in interactions within healthcare
settings, where women with physical disabilities face disrespect and stigma, hindering their
access to reproductive health services. This finding is consistent with findings of Mprah et al.’s
(2017) study in Ghana, which found that health providers were not responsive to the healthcare
needs of the PWDs who seek sexual and reproductive health services. This finding has been
buttressed by Beyene et al. (2019) who identified the attituade of health providers to be
unfavorable toward PWDs.

Discrimination is of global concern considering its strength to undermine the health of people
with disabilities, emphasizing on the need to address these issues (WHO, 2011). Drawing on
the social model of disability, women with physical disabilities may feel intentionally excluded
from participating and functioning because of their deformity (Inclusion London, 2015; Mitra
et al., 2012; Mitra, 2005). The provision of training and education for healthcare service
providers on disability inclusion may aid in addressing the attitudinal barriers and improve
service provision (WHO, 2009).

The narration by respondents showed that some of the emotional challenges emanated from
attitudinal barriers. Negative perceptions and comments from the family, healthcare service

providers, and larger society were identified to affect the feelings and moods of respondents. It
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became evident that derogatory remarks from healthcare service providers towards women with
physical disabilities affected them psychologically. Instances of scolding, verbal abuse and
refusal of care during pregnancy and postnatal-related services as narrated by the respondents
further compound the distress experienced by women with disabilities. Such abuses not only
violate the rights of women with disabilities but also deter them from seeking essential
reproductive healthcare services. Healthcare professionals should understand and appreciate the
fact that women with disability have the same sexual needs as abled women, which need to be
recognized without stigma (Vansteenwesen et al., 2003).

This finding suggests that healthcare service providers need to be oriented in the use of
appropriate language in the delivery of healthcare services during counselling and clinic
sessions ensuring that women with physical disabilities' needs are adequately met and

respected.

5.6 Informational Barriers

It can be observed from Figure 5.1 that informational barriers (3.4%) were the least selected
challenge in accessing reproductive health services for the respondents. However, during the
interview, one of the key themes was the lack of early communication and education about
reproductive health service procedures. Most of the women with physical disabilities expressed
concerns about not being informed about the need for a Cesarean section (C-Section)
beforehand.

One respondent stated,

My challenge was the time they wanted to perform C-S on me and I was not ready for it because
they informed me just a day before the surgery. I didn’t know what C-S was all about and I was
so much afraid. (C18; 42 year old mother; Ashiaman)

Another mother also expressed frustration about not being informed earlier that she would

require a C-Section due to her medical condition;
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I was never told I will be going to do C-S until the day I got there to give birth. And I felt they
should have told me earlier that I will be going through C-S because of my condition.

(C6; 39 year old mother, Korle Gonno)

The lack of early communication denied some of the pregnant women the opportunity to
prepare financially for the procedure; and some mothers reported that they did not know what
to expect during antenatal visits and this made them unprepared to undertake some required
services from their doctors. A mother said:

At times, you will go for antenatal, and you’ll not know that you’ll be asked to take a scan,
maybe, you may not have enough money to pay for that and transport to go home too. I nearly

slept here in the hospital the last time I came here had it not the support of a good Samaritan

who offered me a lift to my house. (C1; 32-year-old mother; Chorkor)

Respondents’ narrations highlight a crucial aspect of healthcare that needs improvement in
effective communication between healthcare providers and patients. Similar findings have
emphasized the critical need for effective communication between healthcare providers and
patients, particularly regarding major medical interventions (Mesman et al., 2017). Informed
consent is essential, especially for major medical interventions like C-Sections, to empower
patients in making decisions about their own bodies and healthcare.

Some of the respondents also felt that their concerns were not addressed adequately during
antenatal visits, leading to a lack of knowledge and a sense of being ignored. The following
was an excerpt of their experiences.

Sometimes persons like us don’t get the needed information when we go to the hospital. They
think the same information they are giving to all mothers can easily be done by those of us with
disability. There was an instance when I went to the antenatal class and the nurse was saying
we should exercise. I looked at my situation and the kind of exercise this nurse asked us to do

then I asked myself, how can I do that in a wheelchair (C18; 42-year-old Mother; Ashiaman)
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This quote aligns with Ganle et al.’s (2016) study, which found that there was generalized health
information on reproductive health, but such information is not tailored to the specific or unique
needs of the PWDs.

Generally, respondents’ narrations revealed an important issue regarding the lack of early
communication and education about reproductive health procedures. This resulted in mothers
being unprepared for procedures like Cesarean sections (C-Sections), resulting in fear,
frustration, and financial unpreparedness. The findings from this study suggest that timely
communication and improved institutional care systems are essential to ensure access to
reproductive health services for women with physical disabilities. Ganle et al. (2016) reported
that lack of knowledge about disabilities and reproductive health services among health

providers was a barrier in accessing reproductive health services among PWDs.

5.7 Institutional Care System
In the in-depth interviews, one of the challenges identified by the respondents was the
institutional care system. Some of the respondents indicated having problems with long waiting

times and fragmented health services as well as mobility challenges.

5.7.1 Long Waiting Times

Respondents highlighted significant challenges related to accessing antenatal and postnatal
services, with long waiting times being a major concern. In-depth interviews with participants
revealed that waiting times have increased over the years, and individuals no longer have the
convenience of bypassing queues but are required to queue for long hours at healthcare
facilities. For instance, a 39-year-old mother with physical disability from Korle Gonno shared

her experience below:
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People with disability were not queuing at the hospital some years ago, but now, we are no
longer given that opportunity. I was asked to queue and sometimes [ will sit for more than 4
hours until I begin to feel uneasiness around my waist. (C6; 39-year-old mother; Korle Gonno)
5.7.2 Fragmented Health Services

Some women with physical disabilities narrated other barriers encountered due to the
fragmented nature of reproductive health service delivery and how this is impacted by their
mobility difficulties. This was evident in the experiences of some mothers who recounted
instances where they were required to move between different locations to access maternity
services, despite difficulty in walking. A mother who described the constant movement and
slippery stairs as posing a significant safety hazard to herself and her pregnancy had this to say:
When you get to the hospital, you will be asked to go here for this, move here to go and do
that without considering that you have difficulty walking. The movement to access and pay for
services is too much. It’s so difficult moving with crutches. And the stairs at the hospital were
slippery and if you are not careful you would fall with your pregnancy. (C19, 29-year-old

mother; Korle Gonno)

5.8 Discussion on Institutional Care System

The institutional care system including long waiting times and fragmented health services, was
noted as an additional challenge for women with physical disabilities. The experiences shared
by these mothers underline the need for healthcare facilities to be accessible and modelled to
be friendlier to the mobility challenges faced by individuals with disabilities. These findings
resonate with existing literature documenting the barriers persons with disability encounter in
accessing healthcare services, emphasizing the importance of creating inclusive healthcare

environments (Ganle et al., 2021; Kassah et al., 2014; Kportufe, 2015; Mesman et al., 2017).

The findings from this study suggest that timely communication and improved institutional care

systems are essential to ensure access to reproductive health services for women with physical
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disabilities. Policies and strategies developed should focus on addressing these challenges,
prioritizing the provision of timely comprehensive information, accommodating mobility

needs, and reducing waiting times at healthcare.

5.9 Summary of the Chapter

The survey results highlight various challenges that women with physical disabilities face in
accessing reproductive health services. Financial constraints prevent many women from
attending prenatal appointments and obtaining necessary scans. High transport costs also deter
them from accessing healthcare services. Inaccessible hospital infrastructure, such as stairs and
slippery floors, poses significant challenges. Women often struggle with mobility and the lack
of disability-friendly transportation options. Discrimination and stigma from healthcare
providers are prevalent. Instances of verbal abuse, neglect, and biased attitudes towards
Cesarean sections were reported. These negative experiences deter women from seeking
necessary care. Emotional distress stemming from healthcare workers' negative attitudes and
the lack of support from partners or society leads to mental health challenges. There is a lack
of clear communication about medical procedures, such as Cesarean sections, and the
importance of prenatal care. Women often feel unprepared and uninformed about what to expect
during healthcare visits. Long waiting times and fragmented health services exacerbate the
difficulties faced by women with physical disabilities. Mobility challenges within healthcare
facilities further hinder their access to services. The study emphasizes the need for interventions
to address these barriers, including financial support, improved physical infrastructure, training
for healthcare providers to reduce stigma and discrimination, better communication strategies,

and more integrated healthcare services.

79



CHAPTER SIX

SOCIAL SUPPORT FOR WOMEN WITH PHYSICAL DISABILITIES

TO ACCESS REPRODUCTIVE HEALTH SERVICES

6.1 Introduction

Social support plays a crucial role in assisting women with physical disabilities in navigating
the challenges associated with accessing reproductive health services. Given the challenges
encountered by these women the availability and nature of social support can influence their
ability to access and utilize reproductive healthcare services. Examining the forms and sources
of social support provides a background to understanding the nature of social support available
to them and how these types of support influence their access to reproductive health services.
This chapter focuses on the second objective of the study, which is to ascertain the available
social support systems for women with physical disabilities. The chapter focuses on the
availability of social support to these women, the types of social support and the sources of
these types of social support.

6.2 Access to Social Support

Figure 6.1 explores whether women with physical disabilities and mothers had access to social
support. The figure indicates that almost all of them (98%) reported having access to social
support. Only 2.0% of the women with physical disabilities and mothers had no access to social
support in any form. This shows a strong network of assistance and care for the respondents,
which can be crucial in addressing the challenges faced by women with physical disabilities

while accessing reproductive health services.

80



Figure 6.1: Percentage Distribution of Respondents on Access to Social Support
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6.3 Forms of Social Support

The study asked women with physical disabilities and mothers about the forms of social support
available that aid them in accessing reproductive healthcare services. Figure 6.2 below
highlights the forms of social support available to women with physical disabilities to access
reproductive healthcare services. The findings show that women with physical disabilities
significantly received informational support representing 84.7% as compared to other forms of
social support in access to reproductive healthcare services. While the majority of women with
physical disabilities reported receiving some form of instrumental support (38.9%), 61.1% of
them indicated not receiving this type of support. This suggests that a substantial number of
women with physical disabilities may still face challenges in obtaining essential items and
services related to their health. This could include difficulties in accessing medications, medical
procedures, adaptive equipment, or other necessary resources.

The findings also showed a nearly equal distribution between those who receive emotional
support (49.8%) and those who do not (50.2%). Emotional support is key to the mental well-
being of women with physical challenges and it is therefore important to recognize and address

the mental health needs of women with physical disabilities.
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Figure 6.2: Percentage Distribution of Respondents on the Forms of Social Support
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6.4 Source of Each Form of Social Support
The study examined each form of social support and its origin that enabled women with
physical disabilities to access reproductive healthcare services.

Figure 6.3: Percentage Distribution of Origin of Each Type of Social Support
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Respondents were asked about their sources of emotional, instrumental, and informational

support. From Figure 6.3, the majority of women with physical disabilities receive emotional
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support from their parents (32.2%), followed by their husband/partner (18.3%). In addition,
26.4% of respondents indicated that they receive instrumental/medical/material support from
their parents, followed by their husband/partners (10.9%). A little over 32% of respondents
receive informational support from their parents, followed by health professionals (30.7%).
6.4.1 Parents Support
During the in-depth interview, most respondents indicated receiving various forms of social
support from their own mothers. Some women with physical disabilities highlighted the reason
behind that choice.
Because I live with my mother, she provides all the support I need until the baby grows up. As
you can see, I am not able to walk very well so most of the work is done by her and she has
been so good to me. (C8; 34 year-old mother; La)
My mother is the one who supports me in taking care of the child whenever I deliver. My
husband also cooks for me. I prefer having support from these two to going for someone who
will not give me all the attention and support I need. They sacrifice their time to take care of
me and my children. (C4; 45 year old mother, Korle Bu)
My mom paid for the hospital bills, bought baby clothes, did the cooking, washed clothes and
bathing the baby. (C8; 34 year-old mother; La)
It is evident that even though social support from the mothers is crucial, the various sources of
social support from other avenues including partners/husbands also have roles to play. The
predominance of support from mothers reflects the gendered dimension of caregiving in which
maternal figures are relied upon to provide practical support.
6.4.2 Neighbors Support
To further understand other sources of support for women with physical disabilities, the study
revealed that neighbours support aided them in coping with the challenges of accessing

reproductive healthcare services. The respondents indicated that sometimes neighbors
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voluntarily offered help, which shows the importance of community in reducing some of the
reproductive health challenges faced by women with physical disabilities.

The following interview excerpt illustrates this:

“My neighbors assured me of their support. But I didn’t want to be a burden on anyone. I do
not ask for help but they willingly come to support me with my household chores and errands”.
(C6, 39-year-old mother, Korle Gonno)

The benevolence of the neighbors shows a high level of awareness of the challenges of women
with physical disabilities in the community. The support from the neighbors may be traced to
their values or concern for the needy. Such an assertion cannot be conclusive, since further
investigation may be needed. Despite this, it is important to note that the continuous support
from the neighbors is not sustainable due to relocation and the rising cost of living. In the event
of the relocation of neighbors, it implies that the source of support will be truncated. This
development can affect the resilience of mothers with physical disabilities.

6.4.3 Support from Associations

Women with physical disabilities have a network of support and resources through groups, such
as the Disability Association, which support them to meet their needs in difficult moments.
Being a member of the disability group provided a platform for knowledge sharing, emotional
support, and the exchange of practical advice, helping women with physical disabilities build
resilience and confidence in their journey to accessing healthcare. A mother’s encounter with
experiences shared by members of an association equipped her with valuable insights into
coping with challenges during pregnancy. One mother mentioned:

Yes, at least, experiences of childbirth shared by members of the association, helped me prepare
my mind for the challenges that I may experience at the hospital (C10; 35year old mother;
Ashiaman)

Another mother shared her experience on how she received support from the disability group

she joined:
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“Joining the Disability Association has helped me. It is through this association that I got
encouraged and learned from the experiences of other mothers. People shared the difficulties
they had gone through and said I should be strong”. (C18; 42-year-old mother, Ashiaman).
This group or association, although not large or financially viable, is very integral in providing
the needed support in meeting the reproductive health care services, in that they usually share
similar experiences, which can be a source of help.

6.4.4 Support from Health Professionals

Also available was social capital from professionals in the healthcare sector for women with
physical disabilities to benefit from or leverage in times of difficulty.

The following interview excerpt illustrates a compassionate nurse:

“May God bless Auntie Lucy. She is the only nurse who saw the need to assist me whenever [
visited the hospital. I have therefore named my daughter after her”. (CS,; 34-year-old mother,
La).

“There was only one nurse called Sisi who was very kind to me. She would do everything for
me and sometimes gave me money for transport. Look at this baby dress, this same nurse bought

it for my daughter. She had a very kind heart” (C10; 35-year-old mother; Ashiaman).

6.5 Discussion

The results of the data analysis focused on the available social support systems for physically
challenged pregnant women. The findings of this study indicate that the majority (98%) of
women with physical disabilities and mothers have social support. It shows that a network of
support plays a significant role in handling the unique issues among the respondents accessing
reproductive health services. These results agree with earlier studies that underscore the
significance of social support to enhance health outcomes and quality of life for people with

disabilities (Seymour, 2017).
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The most common type of social support identified by respondents was informational support
(84.7%), which suggests that most respondents received knowledge of reproductive health
services and are expected to be empowered. Informational support from the family and other
social networks helps to empower people by giving them access to information on available
resources and services. However, a study by Nguyen (2020) reported that health information
on reproductive health services is unreliable and unavailable in many parts of the world. This
evidence cannot be ignored, considering the stereotype persons with disabilities face because
of the perception of being asexual.

In comparison with informational support, there was a notable difference in other forms like
instrumental support, whereby most of the respondents indicated not receiving financial or
practical assistance, with 61.1% not receiving it. This emphasizes the continued difficulties
faced by these women when trying to access essential reproductive services related to their
health and well-being, as shown in previous studies on barriers to healthcare accessibility for
persons with disability (Krahn et al., 2015).

Both the qualitative and quantitative analyses highlighted that most of all types of support come
from parents, while partners or husbands give the second highest proportion across all types.
This highlights the parents’ role in meeting the diverse needs of these women during pregnancy
and motherhood. This evidence gives credence that family support is integral, in terms of funds

needed to access reproductive healthcare services.

6.6 Summary of the Chapter

The study found that 98% of women with physical disabilities reported having access to social
support, indicating strong assistance networks crucial for accessing reproductive health
services. Informational support was most common (84.7%), while instrumental support was
received by 38.9%, with emotional support nearly evenly split (49.8%). Parents played a major

role, providing emotional, instrumental, and informational support, followed by

86



husbands/partners. In-depth interviews underscored the vital role of parental support in their

well-being and child care, alongside contributions from partners/husbands.
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CHAPTER SEVEN

THE RESILIENCE OF WOMEN WITH PHYSICAL DISABILITIES TO

ACCESS REPRODUCTIVE HEALTH SERVICES

7.1 Introduction

The concept of resilience helps explain how women with physical disabilities adapt and
overcome the challenges associated with accessing reproductive health services. Examining
resilience within this context provides insights into the factors influence their actions to the
challenges that they experience while seeking reproductive health services. This chapter
addresses the objective which focuses on assessing the factors affecting resilience of women
with physical disabilities in accessing reproductive health services.

The chapter delves into issues concerning the resilience of women with physical disabilities as
they face the challenges of accessing reproductive health services. Its sections analyzes the
factors of resilience to access reproductive health services with descriptive statistics on the
resilience scale, demographic characteristics and qualitative findings. Descriptive statistics
derived from the resilience scale were presented to provide quantitative insights into the levels
of resilience exhibited by women with physical disabilities in the context of accessing
reproductive health services. This quantitative exploration offers valuable data on the
distribution, variability, and central tendencies to specific factors of resilience scores with the
challenges encountered with access to reproductive health services. In addition to the above,
the chapter incorporates qualitative findings that explain the experiences and perspectives of
women with physical disabilities as they encounter the difficulties of accessing reproductive
health services. Qualitative insights provided an understanding of the unique challenges and

coping mechanisms that shape the resilience of these women.
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7.2 Descriptive Analysis of Resilience Factors in Access to Reproductive Health Services

The descriptive statistics from Table 7.1 provide an analysis of how participants responded to

various statements designed to measure their resilience in the context of challenges in accessing

reproductive health services. The analysis further provides insights into respondents’ coping

mechanisms and attitudes toward overcoming difficulties encountered in accessing

reproductive health services.

Table 7.1: Resilience Strategies of Respondents

Descriptive Statistics

I was determined to recover

I adjusted to the new changes

I used humor to help me through

I believed I could recover

I focused on my remaining abilities, not on what I couldn’t do
I accepted the new challenges

I accepted help from others

I figured out how to do my daily activities

The challenging event was so bad, I gave up

I found it difficult to ask for help from others when I needed it
I found the energy to do what I had to do

I saw this challenge as an opportunity

I was determined to regain my prior functional ability
I became a stronger person
I continued to make plans for the future

I learned from it

203

203

203

203

203

203

203

203

203

203

203

203

203

203

203

203

Mean

441

4.27

4.04

4.13

4.13

4.23

4.16

3.66

3.68

3.8

3.75

3.98

4.04

4.04

4.02

Std. Deviation

0.513

0.506

0.6

0.56

0.474

0.525

0.625

0.738

0.872

0.878

0.786

0.716

0.502

0.516

0.695

0.54
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Since the challenging event, I have not wanted to even do my

usual activities 203 3.35 1.263

In examining specific resilience factors from Table 7.1, participants displayed a high level of
determination to recover and accept new challenges with a high mean score of 4.41 and 4.23,
respectively. This suggests a strong internal motivation and readiness to overcome challenges
as they arise. However, there was a good mean resilience score of 3.7 in viewing challenges as
opportunities for growth indicating potential for fostering a positive growth-oriented mindset.
Women with physical disabilities reported using humor as a coping mechanism (mean = 4.04)
indicating the role of positive emotions in their resilience. In addition, respondents showed a
good resilience level of energy to carry out their responsibilities, with a mean score of 3.8.
Respondents showed adjusting to new changes with a mean score of 4.27, which suggests that
these women with physical disabilities show a high capacity to adapt and coping with unfamiliar
environments, procedures, and attitudes in accessing health services. While respondents had a
high mean score of 4.16 for accepting assistance from others, they obtained a lower score (3.68)
for "I found it difficult to ask for help from others when I needed it". This suggests that while
these women may be open to accepting help, there might be some discomfort in asking for it.
Respondents reported feeling a reduced desire to engage in usual activities since the challenging
event (mean = (3.35). However, respondents showed resilience in figuring out how to do their
daily activities (mean score of 4.00), suggesting adaptive coping mechanisms despite
challenges.

Participants expressed determination to regain prior functional ability (mean = 3.98) and high
commitment to making plans for the future (mean = 4.04). These findings suggest a good of
motivation and a high proactive approach to overcoming challenges among respondents.
Generally, respondents exhibited high resilience in many areas related to the resilience scale
questions items in overcoming the challenges they encounter in accessing reproductive health

services.
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7.3 Relationship between the Demographic Characteristics of Women with Physical
Disabilities and Resilience to Challenges in Accessing Reproductive Health Services

To understand the socio-demographic factors influencing resilience among women with
physical disabilities in accessing reproductive health services, a bivariate analysis using one-
way ANOVA was undertaken to assess the relationships between socio-demographic
characteristics and resilience. The tables show the ANOVA results on the socio-demographic
variables age, highest level of education, religion, ethnicity, occupation, income, marital status,
number of children, and place of residence.

7.3.1 Age

An analysis of variance (ANOVA) was undertaken to know the resilience scores of women to
challenges to accessing reproductive health services by the different age groups. Table 7.2
below presents the analysis that showed a statistically significant difference in resilience scores
among the different age groups (F (5, 197) = 2.869, p = 0.016), indicating that age is an
influential factor of resilience levels among women with physical disabilities regarding access
to reproductive health service challenges. The highest mean resilience score is observed in the
age group 30-34, with a score of 3.8975 indicating that women with physical disabilities aged
30-34 may have resources that might have contributed to higher resilience among the studied
groups. Meanwhile, the lowest mean resilience score is found in the age group 20-24, with a
score of 3.6471 suggesting that respondents within the 20-24 age group might face more
challenges or have fewer resources to contribute to building their resilience to the challenges

encountered in accessing reproductive health services.
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Table 7.2: Age Distribution

Mean Std. Deviation Std. Error
20-24 3 3.6471 0 0
25-29 35 3.7882 0.2745 0.0464
30-34 66 3.8975 0.37649 0.04634
35-39 52 3.707 0.23801 0.03301
40-44 36 3.7075 0.34256 0.05709
45-49 11 3.7219 0.37305 0.11248
Total 203 3.783 0.32724 0.02297
ANOVA

Sum of df Mean F Sig.

Squares Square
Between 1.468 5 0.294 2.869 0.016
Groups
Within 20.163 197 0.102
Groups
Total 21.631 202

7.3.2 Education

The results in Table 7.3 show the results of the one-way ANOVA on education indicates a
statistically significant difference in resilience levels among women with physical disabilities
based on their highest level of education attained (F(4, 198) = 16, p < 0.001). The results of
the Tukey's HSD test for multiple comparisons (Appendix D) showed that respondents with no
education exhibit significantly lower mean resilience to the challenge of aceessing reproductive
health compared to those with Junior High School/Middle School education (p < 0.001),
Secondary education (p < 0.001), and Tertiary education (p = 0.018). This means that higher

education levels are associated with high resilience in overcoming challenges to accessing

reproductive health services.
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There were statistically significant differences in mean resilience to challenges of access to
reproductive health services between women with primary education and those with secondary
education (p = 0.001), as well as between secondary and tertiary education groups (p = 0.018).
However, there were no significant differences in mean resilience between women with primary
education and those with no formal education or between Junior High School/Middle School
and Tertiary education groups. The latter may indicate that minimal education does not
significantly improve an individual’s resilience. Overall, the results underscore the importance
of educational attainment in building resilience among women with physical disabilities in the
context of accessing reproductive health services. This finding could be explained by the
previous studies that have indicated that education may enhance women’s autonomy and help
them to access services more easily (Matsumura & Gubhaju, 2001).

Table 7.3: Descriptive on Education

N Mean Std. Deviation Std. Error
None 54 3.5599 0.2713 0.037
Primary 25 3.7035 0.4923 0.098
JHS/Middle School 61 3.8746 0.231 0.03
Secondary 47 3.9825 0.2419 0.035
Tertiary 16 3.7243 0.2219 0.055
Total 203 3.783 0.3272 0.023
ANOVA
Sum of
df Mean Square F Sig.
Squares
Between Groups 5.28 4 1.321 16 0
Within Groups 16.3 198 0.083
Total 21.6 202
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7.3.4 Religion

Table 7.4: Religious Distribution

N Mean Std. Deviation Std. Error
Christian 149 3.7904 0.3437 0.02816
Islam 32 3.7647 0.31305 0.05534
Traditional 22 3.7594 0.22667 0.04833
Total 203 3.783 0.32724 0.02297
Anova

Sum of Mean

Squares df Square F Sig
Between Groups 0.031 2 0.016 0.144 0.866
Within Groups 21.6 200 0.108
Total 21.631 202

The scores on resilience observed across the different religious groups are quite similar, with
respondents of Christian faith having a slightly higher mean score (3.7904) compared to Muslim
women (3.7647) and women practicing traditional religions (3.7594). In addition, these
differences are minimal. Further to this, the ANOVA test (p-value =0.866) results show that the
differences in mean resilience scores between the religious groups are not statistically
significant, which implies that religion does not play a significant role in influencing the
resilience levels of respondents in accessing reproductive health services.

7.3.5 Ethnicity

Similar to the results on religion, there was no statistically significant difference in mean
resilience and women’s ethnic groups (F(6, 196) = 0.115, p =0.951) as shown in Table 7.5

below.
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Table 7.5: Ethnicity Distribution

N Mean Std. Deviation Std. Error
Akan 56 3.7584 0.26608 0.03556
Ga-Adangbe 87 3.8087 0.36694 0.03934
Ewe 43 3.8126 0.30383 0.04633
Other 17 3.6574 0.34315 0.08323
Total 203 3.783 0.32724 0.02297
ANOVA
Sum of Squares df Mean F Sig.
Square
Between Groups 0.04 3 0.012 0.115 0.951
Within Groups 21.6 199 0.109
Total 21.6 202
7.3.6 Occupation

The ANOVA on the impact of the type of occupation revealed a statistically significant
difference in resilience mean scores based on occupation (F(2, 200) = 11.73, p < 0.001). The
results from the table below indicated that casual workers had lower resilience (M= 3.4762)
compared to women with physical disabilities working as traders/business owners (M=3.8109
or civil/public servants (M=3.8676) This corroborates the findings of several studies that
indicate that women with paid occupations or stable income sources are more economically
independent and consequently have better access to services (Khanal et al., 2014; Paudel &
Pitakmanaket, 2010). The low resilience scores among casual workers may be the result of job
insecurity and unstable income, which could significantly impact the resilience of this group of
women. These results highlight that occupation is a significant contributor to resilience, with

more stable occupations being associated with greater resilience.
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Table 7.6: Occupational Distribution

N Mean Std. Deviation Std. Error
Trade/Business 158 3.8109 0.3111 0.025
Civil/Public Servant 24 3.8676 0.2609 0.053
Casual worker 21 3.4762 0.3607 0.079
Total 203 3.783 0.3272 0.023
ANOVA
Sum of df Mean Square F Sig.
Squares
Between Groups 2.27 2 1.136 11.73 0
Within Groups 19.4 200 0.097
Total 21.6 202

7.3.7 Income

The one-way ANOVA found a statistically significant difference in mean resilience scores
among individuals with different income levels (F (3, 199) = 8.128, p < 0.001). This means that
income level is a significant factor influencing resilience. Women with physical disabilities
with lower income (earning less than 200 Ghana cedis) have the lowest mean resilience while
those making between 501 and 1000 Ghana cedis exhibit the highest. This finding suggests that
lower income limits or forego medical appointments, necessary treatments or medications
whereas higher income allows women with physical disabilities to effectively manage the
logistical challenges associated with accessing healthcare. This finding aligns with the socio-

ecological model theory, which posits that the personal income of a person determines the

individuals’ ability to access and utilize health services.
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Table 7.7: Income Distribution

Income Level N Mean S.t d', Std. Error
Deviation
Less than 200 cedis 72 3.652 0.3274 0.039
200-500 cedis 81 3.8751 0.3413 0.038
501-1000 cedis 32 3.886 0.2285 0.04
1001-2000 cedis 18 3.7092 0.2062 0.049
Total 203 3.783 0.3272 0.023
ANOVA
Sum of Mean
df F Sig.
Squares Square '8
Between Groups 2.36 3 0.787 8.128 0
Within Groups 19.3 199 0.097
Total 21.6 202
7.3.8 Marital Status

The table below shows a one-way ANOVA performed to compare the effect of different marital
statuses on mean resilience to the challenges of accessing reproductive health services. The
findings indicate a statistical difference in resilience levels among women with physical
disabilities based on their marital status (F (3,199)=7.49, p<0.001), which means that marital

status has a role in the resilience of respondents in accessing reproductive health services.

Table 7.8: Marital Status Distribution

N Mean Std. Deviation Std. Error
Single 147 3.8459 0.3166 0.026
Divorced 30 3.6529 0.2791 0.051
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Cohabitation 15 3.5725 0.3554 0.092
Married 11 3.5829 0.279 0.084
Total 203 3.783 0.3272 0.023
ANOVA
Sum of
df Mean Square F Sig.

Squares
Between Groups 2.2 3 0.732 7.49 0
Within Groups 19.4 199 0.098
Total 21.6 202

Single women with physical disabilities had higher resilience scores compared to those who
were divorced, cohabiting, or married. Some of the probable reasons for this outcome could be
that single women with physical disabilities might have different social support structures and
fewer family responsibilities compared to married or cohabiting women which allows them to
have more time and energy to focus on their health and well-being.

7.3.9 Number of Children

The ANOVA table shows that there was no significant difference in resilience scores among
women with physical disabilities based on the number of children (F(4,198) = 0.767, p =0.548).
This means that the number of children does not appear to be a factor that influences the
resilience of respondents to the challenges they encounter while accessing reproductive health
services. However, women with physical disabilities with four children demonstrated slightly
higher mean resilience (M = 3.9647, SD = 0.2551) compared to other groups. Nonetheless, the

differences are not statistically significant in the study.
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Table 7.9: Descriptive on Number of Children

N Mean Std. Deviation Std. Error
1 55 3.7925 0.2467 0.033
2 89 3.7964 0.3565 0.038
3 51 3.7301 0.322 0.045
4 5 3.9647 0.2551 0.114
6 3 3.8039 0.8326 0.481
Total 203 3.783 0.3272 0.023
ANOVA
Sum of
df Mean Square F Sig.
Squares
Between Groups 0.33 4 0.083 0.767 0.548
Within Groups oAtk 3 198 0.108
Total 21.6 202

7.3.10 Place of Residence

The findings show no significant differences in resilience between urban and peri-urban
residences. Thus, place of residence does not appear to be a major factor influencing the
resilience of women with physical disabilities in accessing reproductive health services.

Table 7.10: Place of Residence Distribution

N Mean Std. Deviation Std. Error
Urban 93 3.8 0.303 0.03
Peri urban 110 3.7 0.344 0.03
Total 203 3.8 0.327 0.02
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ANOVA

Sum of Mean

df F Sig.
Squares Square
Between Groups 0.3 1 0.29 2.7 0.1
Within Groups 21 201 0.11
Total 22 202

7.4 Qualitative Findings on Factors Contributing to Resilience in Accessing Reproductive
Health Services among Women with Physical disabilities
Through in-depth interviews with women with physical disabilities, factors that contribute to
their resilience to overcome the obstacles in accessing reproductive health services were
highlighted as problem-solving, Self-advocacy, desire for motherhood, personal determination
and religious practice.
7.4.1 Adaptation
There are diverse strategies available for solving an identified problem. The women with physical
disabilities indicated they have developed ways of addressing the challenges in accessing
reproductive health services. Adaptation to the situation was employed by the respondents. The
mother with physical disability asserted that they are most compelled to adapt, recognizing the
limitations of familial support;
“At a point, I realized support from my family would not be there forever. So 1'd rather look for
ways of solving my problem than wait for someone to help me all the time. So I had to learn how
to do things on my own”. (C20; 30-year-old mother, Kpone)
Despite the challenges faced by respondents, one of them account underscores the importance
of building supportive connections within the healthcare setting. She built relationships with
nurses to gain assistance;
“Over time I got used to the challenges that I was facing. I made friends with most of the nurses
so they helped me with my needs easily. I was able to ask any question that I didn’t understand

concerning my pregnancy.”’ (C2; 36-year-old mother, La).
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7.4.2 Self Advocacy

Women with physical disabilities and mothers continue to suffer abuse, as a result of the impact
of their condition. A respondent narrated that to avert such abuse, she reacted to the insults from
the healthcare provider as a form of Self-advocacy. The interview excerpt below illustrates this:
“For me, I don’t keep quiet when you insult me, I speak my mind so that they will know that we
are also humans. There was a time that I went to report a nurse to an in charge and made sure
she apologized to me for looking down on me. Me, I won’t leave you when you insult me” (C4;
45-year-old mother,; Korle-bu)

The findings from the study have highlighted the lapses in the healthcare system in terms of
conduct towards the disadvantaged group. It shows that these respondents are susceptible to
emotional and psychological abuse. The negative attitude of these healthcare providers may serve
as a disincentive not to seek reproductive healthcare services. There is increasing recognition
across the world that the rights of persons living with a disability need to be respected by all
individuals and institutions (UN 2021). Awareness creation of patient rights has to be intensified
in our quest to achieve the SDGs on the reduction of child and maternal mortality. The call for
relevant authority within the healthcare ecosystem to ensure healthcare providers create a
supportive environment for women with physical disabilities.

7.4.3 Desire for Motherhood (Prioritizing Baby's Well-being)

In many African societies’ motherhood is considered an important stage of life for most women,
regardless of their status. This desire of motherhood serves as an intrinsic motivation for women
with physical disabilities to endure all the difficulties in accessing reproductive healthcare
services and finally meeting their motherhood desires. In the study, despite facing insults and
negative attitudes, the desire for motherhood of women with physical disabilities made them
prioritize the health and well-being of their unborn children, using this focus as a source of

strength:
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1 think first of the baby in my womb and because of my situation, I need the help of the doctors
to look after me and my baby. So, I don’t even mind them when they are not nice to me. All I

think of is for baby to be well for me. (C1; 32-year-old mother, Chorkor)

I always had my mind prepared that [ was in the hospital because of myself and the baby. So, 1
don’t even focus on how people will look at me or treat me. I didn’t respond to the insults
because I knew I would still be going to the hospital. I knew it would not be good for me and

the baby if I didn’t go back to the hospital (CS8; 34-year-old mother; La)

1 tell myself'that I know why I am at the hospital, that is for the sake of the health of my unborn
baby so I don’t focus on the problems I face but on what will help me deliver my baby safely”.
(C19; 29-year-old mother; Korle Gonno)
A 33-year-old mother with physical disability reflects on her pregnancy journey with hope in the
face of a daunting situation that the child will become her support system:

What kept me going through the pregnancy was the hope that my baby would one day be
"my leg and everything". So I didn’t think about any other thing. (C15; 33-year-old Mother,
Ashiaman)

Another mother’s narration reflects the thoughts of a woman who considers motherhood as a
source of strength and happiness driving her to overcome challenges and obstacles in accessing
reproductive health services.
The thought of having my own child made me stronger. I get happy and when I begin to think
that I am going to have a child who will understand me and love me. C7; 32-year-old mother,
La)
Suppressing and learning to regulate negative emotions were used to adapt to the challenges in

accessing reproductive services. The respondents were aware of the personal challenges of their
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situation and therefore cultivated the habit of controlling these negative emotions through
positive self-talk. The following interview excerpt illustrates this:
“The times when I didn’t have money, I cry until I get to the point where I will say to myself that
itiswell”. (C21; 35-year-old mother; La)
7.4.4 Personal Determination
Many of the respondents had a sense of tenacity in facing the challenges associated with
reproductive health issues. It was evident from the findings that the women with physical
disabilities encouraged themselves and submitted to the requests and demands of the health care
providers in accessing reproductive health services:
“I got to know what the nurses like and don’t like. I made sure that I looked neat and put up
smiles all the time. [ was also doing whatever they asked me to do. The nurses were very
happy and liked me”. (C9; 40-year-old mother; La)
“I encouraged myself because I see it to be a blessing to get pregnant with my condition.
Because I see some women who have no disability but are not able to get pregnant. I thank
God for allowing me to also carry a baby. ..so that helped me endure all the problems”. (C2;
36-year-old mother, La)
A further engagement with the respondents on the coping strategy revealed that the women with
physical disabilities before the delivery of the baby were proactive but not reactive, in terms of
materials and other resources required for maternity. They engaged in economic ventures to
enable them to save some money to pay medical bills. For example, a physically challenged
shared how she was able to save.
“I had to work very hard to save some money for myself and the baby that I was going to give
birth to. That was what I used to pay for my hospital bills”. (Cl4; 30-year-old mother,

Ashiaman).
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You know what, before the pregnancy, I had made some savings through a SUSU group,
because I knew I didn’t have any support. This helped me to pay the hospital bills. I also was
able to buy things for the baby before I delivered (C21; 35 year old mother; La)

Some respondents also adopted making difficult decisions about their reproductive health to
manage economic conditions having acknowledged the social and economic challenges
associated with having a baby. This knowledge serves as a source of a constraint not to have a
baby. The following interview excerpt illustrates this:

“For me, I decided not to get pregnant again. I have had two abortions because I don’t have
enough money to take care of another pregnancy since my baby is been taken care of by my
parents alone. I don’t want to put another burden on them again”. (C11; 40-year-old mother;
Ashiaman)

7.4.5 Religious Practice
Religion is an integral part of African society. The women with physical disabilities and pregnant
women indicated their commitment to religious practice and the use of artefacts as a source of
coping strategy used to deal with reproductive health services. Prayers and sense of gratitude
were a religious practice used by women with physical disabilities to overcome challenges to
accessing reproductive health services. Mothers who prayed and used religious artefacts said:
“My sister, you know pregnancy comes with a lot of difficulties. Had it not been “small, small”
prayer I wouldn’t be alive. My pastor prayed over water for me to be drinking every morning.
He offered me this wristband as a form of protection against all evil spirits that will rise against
me”. (C13; 23-year-old mother; Ashiaman-)

“Whilst at the hospital, there was this church group that always came around to pray for

pregnant women in the labour ward. This pastor saw me and told me that he was moved by the

Holy Spirit to support me. And that was my breakthrough. He has been praying for me and my

child. And gives me money every month”. (C17; 30-year-old mother, Chorkor).
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Although material support from friends and healthcare professionals was important to the
women with physical disabilities, seeking spiritual or divine help was evident. Practices such
as drinking blessed water and wearing protective wristbands showed a spiritual shield against
the difficulties of pregnancy, demonstrating a link of faith and resilience. This is normally the
case in a deeply-religious society where events of life are attributed to nature. Nonetheless,
there is a need to create awareness among women with physical disabilities to understand or
appreciate the importance of seeking healthcare. The continuous dependence on divine help or
prayers may be detrimental to their health and well-being. Hence a balance between spiritual
and physical help needs to be highlighted to them.

A sense of gratitude towards their circumstances, recognizing that their situation was better than
others facing similar challenges, contributed to a positive mindset. A respondent had this to say:
When I saw that my situation was better than other women who had no disability but could not
give birth on their own, I stopped worrying and thanked God because I had support from my
parents (C 3;38 year old mother, La)

This gratitude acted as a buffer against despair, allowing them to focus on the support received

from their parents.

7.5 Summary of the Chapter

The findings revealed a diversity of resilience by women with physical disabilities in their
seeking reproductive health services. Despite societal stigmas and personal challenges, these
women draw strength from various sources, showcasing the power of community support,
religious faith, problem-solving skills, and an unwavering determination to embrace
motherhood. Their stories underscore the need for inclusive healthcare practices that recognize
and support the unique needs of physically challenged individuals on their journey to

parenthood.
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CHAPTER EIGHT

THE ROLE OF SOCIAL SUPPORT IN STRENGTHENING THE
RESILIENCE OF WOMEN WITH PHYSICAL DISABILITIES IN

ACCESSING REPRODUCTIVE HEALTH SERVICES

8.1 Introduction

The chapter addresses the study’s objective on the role of social support in strengthening the
resilience of women with physical disabilities in accessing reproductive healthcare. For these
women, access to reproductive health services is impeded by various barriers, including
physical, financial, informational, and attitudinal challenges, which makes social support a
valuable resource in building resilience to these challenges.

This chapter thus examines the relationship between social support and the resilience of women
with physical disabilities in accessing reproductive health services. Correlations and regression
analysis were performed between different forms of social support (specifically instrumental,
informational, and emotional support), demographic characteristics and the resilience of
women with physical disabilities to identify factors that influence their ability to overcome
barriers and access essential reproductive healthcare services.

In addition to the above, the chapter incorporates qualitative findings that explain the
experiences and perspectives of women with physical disabilities as they encounter the
difficulties of accessing reproductive health services. Qualitative insights provide an
understanding of the unique challenges, coping mechanisms, and support systems that shape

the resilience of these women.
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8.2 Social Support and Resilience of Women with Physical Disabilities to Access
Reproductive Health Services

This table presents correlations between different types of social support (instrumental support,
informational support, emotional support) and resilience among women with physical
disabilities in accessing reproductive health services.

Table 8.1: Correlation Matrix on the Type of Social Support and Resilience

Variable Instrumental Support ISl;fI:);ﬁz:tional g:;;ﬁ??al
Instrumental Support 1
Informational Support .630%* 1
0
Emotional Support .603** .663** 1
0 0
Resilience .203** .220%* -0.062
0.005 0.001 0.381

Correlation is significant at the 0.01 level (2-tailed)

The correlations indicate a relationship between different forms of social support and the
resilience of women with physical disabilities in accessing healthcare services. As shown in
Table 8.1, instrumental and informational support demonstrate a positive and statistically
significant association with resilience, as shown by the Pearson correlation coefficients 0f 0.203
and 0.229, respectively, both with p-values of less than 0.01. These findings suggest that
increasing instrumental and informational support may lead to an increase in the resilience of
women with physical disabilities in accessing reproductive healthcare services. Therefore, both
information and instrumental support help women with physical disabilities overcome
instrumental and informational barriers (transportation to healthcare facilities, financial

assistance, physical aid, health education) they encounter. On the other hand, emotional support
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shows a non-significant negative correlation with resilience, with a Pearson correlation
coefficient of -0.062 and a p-value of 0.381. This indicates that emotional support had a
diminishing effect on their resilience making it less impactful without instrumental and

informational in this context.

8.3 Linear Regression Analysis of Social Support and Socio-Demographic Factors on
Resilience in Accessing Reproductive Health Services

In this section, we present a comprehensive interpretation of the regression analysis results
conducted to explore the relationship between various types of social support, socio-
demographic factors and resilience in access to reproductive health services among women with
physical disabilities. The analysis aimed to elucidate the nuanced interplay of the types of social
support, age, education, religion, ethnicity, marital status, income, source of income, and
number of children in shaping resilience in health service access within this marginalized
population. The results are presented in Table 8.2.

Table 8.2: Linear Regression Model Showing Types of Social Support, Socio-

Demographic characteristics, and Resilience among Women with Physical Disabilities in
Accessing Reproductive Health Services

Predictor Coefficient Std. Error Sig.
(Constant) 3.678 0.401 0
Emotional Support -0.101 0.03 p<0.001
Instrumental Support 0.056 0.022 0.012
Informational Support 0.056 0.026 0.037

Highest Level of Education

None (RC) - - -
Primary 0.215 0.068 0.002
JHS/Middle School 0.255 0.062 p<0.001
Secondary 0.309 0.072 p<0.001
Tertiary 0.047 0.109 0.665
Occupation

Civil/Public Servant (RC) - - -
Casual worker -0.498 0.117 p<0.001
Trade/Business -0.214 0.111 0.056

Income Level

108



less than 200 (RC) - - -
200-500 cedis 0.105 0.052 0.046
501-1000 cedis -0.051 0.083 0.537
Above 1000 cedis -0.197 0.128 0.126
Religion

Traditional (RC) - - -
Islam -0.218 0.093 0.02
Christian -0.093 0.091 0.307
Age Group

20 -24 (RC) - - -
25-29 0.166 0.31 0.593
30-34 0.197 0.31 0.527
35-39 0.13 0.31 0.676
40-44 0.08 0.311 0.797
45-49 0.069 0317 0.829
Ethnicity

Other (RC) - - -
Ewe -0.1 0.096 0.299
Ga-Adangbe 0.01 0.085 0.907
Akan -0.06 0.099 0.548
Number of Children 0.004 0.025 0.863
Marital Status

Married (RC) - - -
Cohabitation 0.034 0.114 0.766
Divorce -0.047 0.101 0.64
Single 0.12 0.084 0.154
Place of Residence

Urban (RC) - - -
Periurban 0.006 0.055 0.916

The analysis from Table 8.2 reveals how the different types of social support impact resilience
to the challenges in accessing reproductive healthcare services among women with physical
disabilities. The findings showed instrumental support to be positively related to resilience in
access to healthcare services among women with physical disabilities (P = coefficient = 0.056,
p = 0.012). Further, informational support was positively related to resilience in access to
reproductive healthcare services among women with physical disabilities (B = coefficient =

0.056, p = 0.037). This suggests that the increment or enhancement of instrumental and
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informational support tends to increase or enhance the resilience of women with physical
disabilities in their access to reproductive health services.

Nonetheless, the findings showed emotional support to be negatively related to resilience in
access to reproductive healthcare services among women with physical disabilities (coefficient
=-0.101, p = 0.001). This suggests that the increment or enhancement of emotional support
decreases the resilience of women with physical disabilities in their access to reproductive
healthcare services. These findings highlight the importance of prioritizing specific
interventions for instrumental and informational social support networks in enhancing
resilience to accessing reproductive health services among women with physical disabilities,
while considering the potential impact of emotional support in finding a balance to build
resilience.

The regression analysis also shows how different demographic factors influence the resilience
of respondents to the challenges in accessing reproductive health services. Higher levels of
education significantly increase resilience among women with physical disabilities in accessing
reproductive health services. The coefficient of resilience for women with primary education is
higher when compared with those with no level of education, with a coefficient = 0.215, p-
value = 0.002. Those with JHS/Middle School education show higher resilience with a
coefficient value of 0.255; p < 0.001. Those with secondary education show a higher increase
in resilience than those without education, and the coefficient value is 0.309; p <0.001. Hence,
increasing levels of education lead to a significant increase in resilience for women with
physical disabilities. The findings of the study align with existing research on the positive
impact of education in accessing reproductive health services in Africa. Ogundele et al.’s (2020)
studies in Ghana and Nigeria highlight the potential of education to improve access to
reproductive health. The study specifically noted the importance of education in improving
access to maternal health services (Ogundele et al., 2020). However, participants with tertiary

education did not show a significant difference in resilience concerning access to reproductive
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health services compared to those without education (p-value = 0.665). Although the finding
may not be significant, there could be some potential explanation. The possible reason for this
outcome could be that society believes that highly educated women with physical disabilities
should be able to take care of themselves because of improved economic opportunities owing
to the attainment of a higher level of education, which may facilitate access to healthcare
services. However, despite their educational achievement, these women with physical
disabilities are still faced with additional barriers of stigmatization in the labour market, health
facilities, and society at large.

Religious affiliation also plays a role in resilience. As shown on the table, Muslim women are
less resilient compared to those practicing traditional religions, with a B value of -0.218
(p=0.020). This finding suggests that being Muslim is associated with lower resilience in this
context. In addition, there is no statistically significant difference for women with physical
disabilities following the Christian faith compared to traditional (p-value = 0.307). The
significant difference in access to reproductive health services between Islamic and traditional
religions may be from cultural and religious norms surrounding reproductive health, which
could influence resilience in healthcare-seeking behaviors and attitudes towards certain
services.

From the data presented in the table, respondents with a monthly income above 500 cedis and
1000 cedis show lower levels of resilience compared to those with a monthly income of less
than 200 cedis (coefficient = -0.051 and coefficient = -0.197, respectively, nonetheless, this is
not statistically significant (p-value =0.091). Surprisingly, women earning between 200 to 500
cedis per month exhibit higher resilience compared to the reference category (coefficient =
0.105, p =0.046). This finding suggests that women with physical disabilities in lower-income
brackets are associated with greater resilience. The likely reason for this finding could be that
women with physical disabilities who receive lower income might have stronger social support

networks in their family or networks that could contribute to their resilience. This was
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confirmed by a study by Orthner et al. (2004) that identified relational and social support as an
asset for predicting positive outcomes for low-income families in building resilience.
Furthermore, Berkman et al.'s (2000) work emphasizes the importance of these social
relationships in determining health outcomes, suggesting that social support can mitigate the
adverse effects of low income on well-being.

Occupation is another significant factor influencing the resilience of women with physical
disabilities in accessing reproductive health services. Respondents who work as Casual workers
have a significant negative coefficient (B =-0.498, p<0.001), suggesting that being in casual
employment reduces resilience compared to those in civil or public service (reference category).
Although not statistically significant, engaging in trade or business reduces resilience, with a B
value of -0.214 (p=0.056). This finding implies that women employed in casual work or
trade/business might face greater economic instability or lack of job security compared to those
in civil/public service, which may contribute to disparities in resilience with regard to access to
reproductive health services.

As shown in Table 8.2, being in any of the age groups compared to the reference category (18-
24) is not significant. This means that age within these categories may not significantly
influence respondents’ resilience in accessing reproductive health services. Previous studies
have indicated that factors including education, social support and socioeconomic status have
a strong influence on access to reproductive health services rather than age (Bearinger et al.,
2007).

Ethnicity, whether Ewe, Ga-Adangbe, or Akan, did not significantly impact resilience
compared to other ethnicities. This may be a result of cultural differences in attitudes towards
resilience in the face of challenges. Differences in socioeconomic status and levels of education
among ethnic groups may also play a role in influencing access to healthcare services.

Marital status was not a predictor of resilience in the model. Cohabiting and divorced women

with physical disabilities showed no significant impact on resilience compared to the married
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in accessing reproductive health services. Although single women showed a positive
relationship with resilience, it was not statistically significant. These variations in access to
reproductive health services based on marital status suggest that factors other than marital status
might be more influential in determining resilience concerning access to health services among
women with physical disabilities.

Place of residence, whether urban or peri-urban, did not significantly affect resilience. The
number of children did not significantly influence the resilience of women with physical
disabilities in accessing reproductive health services (p = [coefficient = 0.004, p = 0.863). The
lack of significance for the number of children shows that the size of the family does not impact
on access to reproductive health services. As indicated by Conger and Donnellan (2007), strong
support networks and resources can mitigate the effects and economic stress of a larger family

size.

8.4 Qualitative Findings

8.4.1 Role of Social Support in Building Resilience to Access to Reproductive Health
Services

The role of the various forms of social support in building resilience to the challenges of
accessing reproductive health services among women with physical disabilities was explored.
Mothers with physical disabilities highlighted the significance of emotional, financial, familial,
and community support in overcoming challenges and successfully going through the
reproductive health journey. Respondents provided insights into the support systems that were
adopted through the challenging circumstances they encountered. Social support helped them
to pay for medical bills, transportation and acquire economic skills and took care of their babies.
On the other hand, some of the respondents explained how social support worsened their
challenges to access reproductive health services. The nature and sustainability of the social

support system in building resilience are highlighted in this section. Therefore, this section
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seeks to explore how social support played a role in solving or helping women overcome the

challenges that pregnant and postpartum physically disabled women face.

8.4.1.1 Emotional Support

Emotional support emerged as one of the forms of support identified by respondents. The
encouragement, prayers, and courage provided by family members, particularly mothers,
played a key role in enabling these women with physical disabilities to access reproductive
health care. For instance, a 38-year-old physically challenged woman highlights how her
mother's emotional support gave her the courage to visit the hospital alone during a challenging
pregnancy.

Because of what people will say, I was feeling shy to go to the hospital at the beginning of my
pregnancy. But my 75-year-old mother gave me the courage to go to the hospital for the first
time. She will go with me every time I go to the hospital. Without her, I don’t think I would have
had the courage to do so. (C3; 38 year old mother; La)

In another instance, a mother said:

Yes, my mum supported me in caring for my baby when we went home. She was even the one
who reminded me of my date for my six weeks check-up (C6, 39-year-old mother, Korle Gonno)
While other women with physical disabilities received emotional support from their mothers,
other women with physical disabilities experienced instability and conflicts in their support
systems over time. To know the availability and sustainability of emotional support,
respondents were asked whether these forms of support were consistent and sustainable. A 32-
year-old mother said:

No because, my mum came to take care of me and my child briefly, and she went back to the
village. She asked me to contact the family of my supposed husband to help me because she was
busy caring for my sick father in the village (C7; 32-year-old mother; La)

Another mother experienced a similar fluid system of social support:
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I was fighting my mother any time that I needed her to help me and the baby. My mother was
not helping me with bathing my baby or doing anything for me. Hmmm.. she only comes in to
support me when there is money for her, otherwise, I will have to do the things myself or find
someone else to help me. I was begging people to help me care for my baby after delivery. (C9;
40-year-old mother; La)

This highlights the need for a consistent and understanding network of emotional support that

adapts to the evolving needs and challenges faced by these mothers.

8.4.2 Instrumental Support

8.4.2.1 Financial Support

Financial support is another key component that influences the ability of women with physical
disabilities to access reproductive health services. Some women with physical disabilities
indicated that financial assistance from family members, particularly parents and partners, is
crucial in paying for antenatal care and medical procedures. Some mothers mentioned that
financial support from their parents enabled them to afford routine antenatal care and
contributions from their partner. A mother who received financial support from her parents
narrated that:

The money I received from my parents enabled me to go for all my antenatal visits. I don’t get
so worried.... Yes, my parents have been very helpful in making sure that I get what I need
every month. (C11; 40-year-old mother; Ashiaman)

Another mother who out of the father's benevolence worked to secure money for daily expenses
commented that:

My father gave me his washing bay to manage and this helped me earn some income on my
own to cater for myself and baby (C13; 23-year-old mother,; Ashiaman)

Additionally, a respondent indicated a supportive partner in helping her face the challenges

during pregnancy and motherhood. The following interview excerpt illustrates this:
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The support and love I have from my husband eased most of my challenges as a pregnant
woman and mother. He virtually took care of my hospital bills, and transportation, and
supported my mother when she came over to help me. I must say I am one of the most fortunate
ones to have him as a partner. (C14; 30 year old mother: Chorkor)

8.4.3 Physical Support

Physical assistance, including attending to daily living, safety and transportation, play a critical
role in ensuring access to reproductive health. Respondents narrated that family members,
particularly spouses, siblings, and friends, often step in to provide practical help. This assistance
helped mothers deal with challenges in hospitals, caring for their children and aiding in post-
delivery check-ups.

The extracts below underscore the role of a supportive family and community that recognizes
the physical limitations of these mothers, thereby facilitating their access to essential healthcare
services.

My friend helped me in so many ways. She will come home and pick me up to the hospital. 1
don’t think I would have been able to go there alone. (C16; 35-yvear-old mother; Ashiaman)

I don’t think I would have been able to walk all through that bush road to the hospital for
Antenatal sessions if my husband was not around. This helped me. (C15; 33-year-old mother,
Ashiaman)

8.5 Suggestions on Improving Support of Respondents to Enhance their Resilience in
Accessing Reproductive Health Services

Respondents provided their perspectives on how they can be supported. They highlighted issues
of accessibility, autonomy, and empowerment in improving their resilience in access to
reproductive health.

A mother stressed the importance of accessible infrastructure and environment in assisting their

movement and reducing their reliance on others for help.
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I believe that people should be made aware of the support that we need as women who are
physically challenged. Sometimes you see people want to help, and it sometimes makes you feel
like you couldn't do things by yourself. This is all because the houses we live in, the cars we sit
in, and our roads make us look like need people around us to help. So, I think the government
should put people in charge to make sure that buildings, cars and the environment make it easy
for us to move with no assistance. It becomes so worrying when you are pregnant and can’t
even turn your leg around in a car (C20,; 30-year-old mother; Kpone).

The above result is consistent with the cited literature, which highlights the crucial need for
inclusive design and accessible environments for persons with disabilities (Imrie, 2012). It was
noted that the physical environment was vital for PWDs and had a significant impact on their
level of participation in various life aspects (Imrie & Luck, 2014). Therefore, policy reforms
and interventions to improve accessibility can reduce the identified problem of PWD obstetric
care experiences.

Other mothers also indicated the need to improve the nature of social support. In the process of
providing social support, some mothers recommended the need for health workers to consider
their preferences and capabilities regarding childbirth and their health in addressing the
challenge of undermining their capabilities out of fear of keeping them safe. For instance, it
was emotionally draining when some women with physical disabilities reported being
scheduled for cesarean section for fear of not being able to deliver by themselves because of
their condition. Below are some of their experiences:

Health workers should also be made aware that we can deliver on our own and allow us to do
so. I know the doctors think of protecting us by recommending that we deliver through C-S. But
1 think it is the fear of losing us and the baby that makes them think this way which makes things
harder instead of easier for us. Before I gave birth to this baby, my mother and doctor were
afraid of my condition. They were so worried about my safety and the baby's, so my mother

agreed to the recommended cesarean section even though I wanted to give birth the natural
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way. I was always thinking about it. I felt like I wasn't trusted to do what other women could
do simply because of my physical condition. I think we should be allowed to do things, instead

of assuming we can't because of our physical condition (C10; 35-year-old mother; Ashaiman).

Well, while I know health workers support us, I think it is good for them to see us as part of
deciding about our health. Instead of assuming what they think we can and cannot do based on
what they have heard. This sometimes makes me feel you are looking down on me. (CI8; 42-
yvear-old mother,; Ashaiman).

These findings align with patient preferences and shared decision-making in a maternity care
study which emphasizes that this process reduces unnecessary procedures and interventions
(Gee & Corry, 2012). Thus, while attempting to protect women with physical disabilities
through cesarean sections, collaborative conversations should be conducted with them to
appreciate their choices and provide support that suits their unique situation.

Other respondents highlighted the need to train healthcare providers on education on disability
awareness and respectful communication.

[ think health workers need to be educated on our challenges so they can understand our
condition. They should know how to talk nicely to us so we can have the motivation to visit the
hospital when we get pregnant. (C3; 38-year-old mother; La).

Other respondents also recommended the need to revise guidelines to give preferential
treatment to women with disabilities during maternity care.

We should be helped when we get to the hospital because we are not strong like other people
who can walk normally. There should be a rule that will allow us not to join the queue when
we Visit the hospital (C6, 39-year old mother, Korle Gonno).

Improving healthcare practices involves understanding the abilities of women with physical

disabilities to manage their health and well-being (Shakespeare, 2017). Through the promotion
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of respectful interactions, healthcare providers can build supportive environments that
encourage the autonomy and dignity of all persons including those with disabilities.

In addition, respondents indicated the importance of various support systems including familial,
association and government to help increase disability awareness, education, and counseling to
address the unique challenges faced by women with physical disabilities during pregnancy and
childbirth.

1 think families should be made aware that we also have the same need to have children except

that our condition will require their support (C9; 40 year-old mother; La).

I think we should be given some form of counseling when we get pregnant because we go

through a lot of problems (C16, 35-year-old mother; Ashaiman).

The government should support us through the Disability Association to be able to take care of

ourselves from pregnancy to delivery (C4; 45-year-old mother; Korle Bu).

The findings above underscore the importance of integrated support systems in promoting the
health and rights of physically challenged people (Morris et al., 2011). Through the integration
of medical, social, and advocacy services, such support systems may help pregnant women with
challenges cope with the challenging journey of pregnancy, and delivering their babies.

In summary, the narratives of women with physical disabilities show that it is important that
policies enacted address structural barriers, promote autonomy in decision-making, and
promote all-inclusive support systems towards achieving equity in delivering reproductive

health services for all individuals, regardless of their physical challenges.

8.6 Discussion on Social Support and Resilience
The study sought to find out the role of social support in building resilience. Both quantitative

and qualitative data were gathered to answer this objective. Findings revealed a positive
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relationship between instrumental supports with resilience among women with physical
disabilities accessing reproductive health services. This finding aligns with the Social Support
Theory, which explains that assistance such as financial and logistical support directly enhances
these women's ability to cope with and adapt to the challenges that they encounter in accessing
reproductive health services, as illustrated in the conceptual framework.

This was confirmed in the in-depth interview where women with physical disabilities indicated
the importance of practical assistance and access to relevant information they received from
family and healthcare providers. Most respondents indicated that most of their mothers catered
for their hospital bills, baby clothes, and domestic work. Resilience is assured through practical
services support as financial and transportation assistance and medical visits serve as protective
factors which builds their capacity to adapt to the challenges of accessing reproductive health
services as articulated by the Resilience Theory.

Likewise, the provision of information (informational support) empowers individuals with the
necessary knowledge on how to function within healthcare systems so that they can pursue their
needs. This was shown in both regression and correlation analysis that informational support
had a significant positive relationship with resilience among women with physical disabilities
accessing reproductive health services. However, during the in-depth interviews, narrations by
the women with physical disabilities in the study showed that they lacked access to timely and
relevant information about their healthcare needs, predominantly concerning procedures like
Cesarean sections. This lack of early communication affected the birth preparedness of these
mothers and also excluded them in the decision-making. These findings underscore the need
for improved patient-provider dialogue and informed consent processes. Studies have shown
that positive social support of high quality can enhance resilience (Ozbay et al., 2007).

In both the correlation and regression analyses, emotional support emerged as a complex factor,
showing a negative relationship with resilience. This finding was both contrasted and confirmed

by the narratives from respondents during the in-depth interview, where emotional support was
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sometimes seen as a source of strength and also had adverse effects. These were exemplified
by a mother who shared how her husband’s encouragement keeps her going, especially during
challenging times. The study participants' accounts of positive experiences highlighted the
significance of emotional support in improved psychological well-being, as evidenced by
previous studies (Bos et al., 2013; Tugade & Fredrickson, 2004).

Others also narrated that emotional social support did not help build their resilience in this
study, and worked against enabling some of the women with physical disabilities to be equal to
other abled women. For instance, the guidance provided by healthcare workers was emotionally
draining when some women with physical disabilities reported being scheduled for cesarean
section because the reason of not being able to deliver by themselves because of their pelvic
condition. Some mothers recalled occasions when doctors did not want them to have a natural
birth, fearing for their safety and that of their babies, to protect them but rather made them feel
incapable or unable to do things on their own. The effect of this guidance support was found
not to enhance resilience in this study and worked against enabling some women with physical
disabilities to exhibit their capability of having a natural birth.

Typically, emotional support forms part of a critical aspect of resiliency (Masten, 2001); but
this study indicates that emotional consolation without addressing the practical needs of women
with physical disabilities may undermine their resilient capacity. This finding challenges the
assumptions of social support theory by demonstrating that emotional support, when delivered
in a disempowering manner, may function as a limiting factor in building resilience. This
implies that the quality of support is key to boosting resilience, as shown in a study by Migerode
et al. (2012). This study found that the quality of social support plays a key role in boosting
resilience since it mediates the impact of a child's disability on parents' quality of life.

It is important to note that respondents’ positive and negative emotional experiences are shaped
by their social environment as observed with the Socio-Ecological Model, which emphasizes

that individual resilience is influenced by interactions across interpersonal (family and
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partners), institutional (healthcare system), and societal levels. This aligns with de Jong et al.’s
(2012) study, highlighting the significant impact of the surrounding context on individual

experiences.

8.7 Summary of the Chapter

The study found that instrumental and informational support positively influence resilience
among women with physical disabilities, aiding in overcoming barriers like transportation and
financial burdens. Emotional support, however, had a complex impact on resilience. Higher
education levels (primary, middle school, secondary) increased resilience, while tertiary
education did not. Muslim women had lower resilience compared to those practicing traditional
religions. Lower income brackets were associated with higher resilience. Casual work and
trade/business negatively impacted resilience, while civil/public service had a positive
influence. Factors like age, ethnicity, marital status, residence, and number of children did not
significantly predict resilience. Overall, social support, education, religious affiliation, income,
and occupation played crucial roles in predicting resilience in accessing reproductive health

services for respondents.
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CHAPTER NINE

SUMMARY, CONCLUSION & RECOMMENDATIONS

9.1 Summary of Findings

Effective intervention strategies for improving access to reproductive healthcare services for
women with physical disabilities require empirical data. While existing studies have explored
challenges with access to sexual and reproductive health services for women with physical
disabilities in developing countries, research on social support and resilience remains limited.
The main objective of this study was to investigate the social support and resilience factors that
influence women with physical disabilities' access to reproductive health services. Firstly, the
study aimed to examine the challenges faced by women with physical disabilities in their quest
to access reproductive health services. Second, identify the available social support systems for
women with physical disabilities to access reproductive health services. Third, identify the
factors affecting the resilience of women with physical disabilities regarding the challenges
they face accessing reproductive healthcare services. Fourth, examine the role of social support
in strengthening the resilience of women with physical disabilities to the challenges in accessing
and using reproductive health services.

The social support theory, resilience theory, social model on disability, health belief model, and
socio-ecological model were used to explain social support and resilience of women with
physical disabilities in access to reproductive healthcare services. This study contributes
knowledge by providing empirical evidence on the challenges, social support, and resilience-
related issues within the scope of reproductive health accessibility for women with physical
disabilities. The study was informed by the need for objective insight, and thus employed a
mixed methods design, consisting of quantitative and qualitative approaches to answer the
research questions. Univariate, Bivariate and Regression analyses were used for the quantitative

data. Qualitative data were analyzed using a thematic approach. The summary of the findings,
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conclusions and recommendations for policy and future studies is in the ensuing sections of this
chapter.

9.1.1 Socio-demographic Characteristics of the Study Participants

Quantitative data were collected by administering a survey questionnaire to 203 women with
physical disabilities between the ages of 18 to 45 years in Ashiaman, Korle-Gonno, Korle-Bu,
La, Chorkor and Kpone. A significant number of the study participants had access to formal
education while less than a third of respondents (26.6 %) had no formal education. The results
indicate that more than half of the respondents had completed JHS/Middle school, while less
than 10% (7.8%) of the study participants have attained tertiary education. The main ethnic
groups involved in the study were Ga-Adangbe, Akan and Ewe, with 8.3% representing other
ethnic groups such as Mamprusi.

A significant number of respondents identified as Christian (73.4%). The results also showed
that many of the women with physical disabilities (72.4%) are single, while approximately 15%
are divorced and 5.4% are married. Additionally, 43.8% of these women had given birth to at
least two children in their lifetime. The results show that more than half (54%) of the study
participants reside in the peri-urban area. Economically, respondents were involved in trading
or business, civil/public service or casual labour. However, their earnings were generally low

with the majority earning below 1000 Ghana cedis per month.

9.1.2 Challenges in Access to Reproductive Healthcare Services

Despite the availability of reproductive healthcare services, there are challenges in accessing
reproductive healthcare services. Challenges encountered by women with physical disabilities
in this study included economic, emotional, attitudinal, institutional and physical barriers.
Being guided by the Socio-ecological theory, understanding the challenges in access to
reproductive healthcare services are reflection of individual, institutional and community-

related issues. Participants identified economic barriers as a primary obstacle to accessing

124



reproductive health services. The issue of financial problems has been noted in various studies
from the narratives of PWDs (Ahumuza et al., 2024; Clementel et al., 2022; Rugoho &
Maphosa, 2017).

Regarding emotional and attitudinal barriers, participants reported issues of abuse, stigma and
discrimination, neglect and partner rejection. The emergence of emotional and attitudinal
related issues towards PWDs in access to reproductive health services has been found in other
studies (Becker et al., 1997; Albert & Hurst, 2004; Nosek et al., 1995; Ahumuza et al., 2014).
Such a situation leads to a sense of fear and the need to always get all requests from the service
providers fulfilled to avoid abuse. To avoid the abuses and negative attitudes from healthcare
providers, and due to financial difficulties, participants sometimes avoid clinic appointments.
Participants identified physical barriers such as a lack of disability-friendly infrastructure,
distance to health facilities, and lack of appropriate transportation as significant challenges in
accessing reproductive healthcare services. The study results revealed that the built
environment, in terms of the infrastructure, is not always disability friendly. In addition, the
study revealed institutional barriers such as long waiting hours and fragmented services.

In a nutshell, both the quantitative and qualitative findings affirm the existence of barriers that
continue to confront women with physical disabilities in accessing reproductive health services

in Ghana.

9.1.3 Social Support for Women with physical disabilities Accessing Reproductive Health
Services

The study result revealed that women with respondents recetved various forms of social
support. The types of social support were instrumental, emotional, and informational. The most
reported form of social support received by respondents was informational and the least

reported form of support was instrumental support. This finding reflects the challenges
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indicated by respondents, which shows economic barriers as the most common challenge and
informational barriers as the least faced obstacle by women.

Respondents’ sources of social support were friends, parents/relatives, health professionals,
religious leaders, husbands or partners, and peers/association members. However, the main
source of all three types of social support (instrumental, informational and emotional) originates
from parents. Despite complaints about the provision of social support from parents, women
with physical disabilities continue to rely on their parents due to their vulnerability. The
findings of the qualitative and quantitative study validate the importance of social support to

women with physical disabilities in accessing reproductive healthcare services.

9.1.4 Resilience & Social Support of Women with Physical Disabilities in Access to
Reproductive Healthcare Services

Regarding objective 3, which sought to examine factors affecting the resilience of women with
physical disabilities in accessing reproductive healthcare services, one-way ANOVA and
regression models were conducted. For the one-way ANOVA results, several demographic
factors emerged as influencing the resilience of women with physical disabilities in their quest
to access reproductive health services. It was discovered that age was a significant factor in
influencing resilience, where respondents within the age group of 30-34 years exhibited the
highest resilience level, while those between the ages of 20-24 showed the lowest resilience
level. Education emerged as a significant determinant of resilience, with higher education levels
associated with higher resilience scores. In particular, respondents with no formal education
had significantly lower resilience compared to women in the Junior High School/Middle
School, Secondary and Tertiary education categories. In addition, occupation and income were
other notable factors influencing resilience, with stable occupations (Civil/Public servant and
Trade/business) and high income being associated with greater resilience. Women in civil or

public service and trade or business specifically had higher resilience than those in casual work.
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In this context, respondents with financial stability and job security tend to show greater
resilience in overcoming the challenges in accessing reproductive health services. Moreover,
marital status played a role, where single women with physical disabilities significantly
exhibited higher resilience compared to those who are divorced, cohabiting or married.
Meanwhile, factors such as religious affiliation, ethnicity, place of residence, and the number

of children did not significantly impact the resilience of women with physical disabilities.

Generally, demographic factors such as age, education, occupation, income, and marital status
significantly influence resilience levels. Others such as religious affiliation, ethnicity, number
of children, and place of residence, did not show significant associations.

The linear regression analysis aimed to provide insight into the complex relationship between
socio-demographic factors, social support and resilience in accessing reproductive health care
among women with physical disabilities. Education emerged as a key predictor of resilience,
where primary education, JHS/Middle School or secondary education showed a positive impact
with higher resilience. Contrarily, tertiary education did not influence resilience significantly.
In addition, religious affiliation is observed to influence resilience, such that the Islamic faith
exhibited reduced resilience compared to traditional religion. Occupations such as casual work
and trade/business are associated with significantly lower access to reproductive health services
compared to civil/public servants. Interestingly, income in the range of 200-500 cedis slightly
improves access, whereas higher income levels do not have a significant effect. Other factors,
including age, marital status, ethnicity, place of residence, and the number of children, did not
significantly influence the resilience of respondents in accessing reproductive health services
in the study. Largely, findings from both analyses underscore the significance of education and
stable employment in enhancing access to reproductive health services.

Additionally, the qualitative result showed that women with physical disabilities had developed

various strategies to enhance their resilience in accessing reproductive healthcare services. The
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strategies were represented under six main themes including problem-solving skills, self-
determination, self-advocacy, desire for motherhood, sense of gratitude and religious practices.
The final objective sought to identify the role of social support in strengthening resilience, using
results from linear regression models, correlations and in-depth interviews. Instrumental and
informational support positively impacted the resilience of respondents. Women with physical
disabilities narrated the importance of social support from family, neighbors, associations and
health professionals in reducing the financial burden and empowering them to access
reproductive health services. Nonetheless, respondents lacked timely and relevant information
on medical procedures on their reproductive health, which affected their birth preparedness and
excluded them from decision-making processes.

The findings on instrumental and informational support were in line with what other studies
have found concerning social support and resilience (Schultz et al., 2021; Park et al., 2020;
Liang et al., 2014; Cutrona & Russell, 1990). However, the findings of this study present a
different view from existing literature, as emotional support appears to have a negative
association with resilience or does not enhance resilience among women with physical
disabilities in accessing reproductive health services. A contrast to the commonly accepted view
that emotional support generally contributes to resilience (Park et al., 2020; Cutrona & Russell,

1990). Surprisingly, emotional support impacted negatively in both the regression and
correlation analysis in this study.

One of the explanations for the negative impact of emotional support and resilience could be
the unique vulnerability of women with physical disabilities. Respondents may face numerous
challenges, including difficulty in accessing healthcare, stigma, and economic hardships which
may explain their vulnerability, leading them to receive higher levels of emotional support from
their social networks. In such circumstances, emotional support might provide comfort but may
not address their key challenges to be able to access reproductive health services. This situation

underlines the limitations of emotional support when it is not coupled with the resources needed
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to overcome systemic and institutional barriers. Without addressing this practical support such
as providing appropriate transportation to clinics, funds to pay for medical bills and ensuring
accessible facilities, emotional support alone may have limited help in contributing to
resilience.

Another possible explanation, perhaps, is that the emotional support provided is perceived
negatively as pity by respondents. It is sometimes possible that when emotional support is
offered to them, it reinforces a sense of not being capable or dependent, further eroding their
resilience, as some mothers narrated in their experience with the Cesarean section. This means
that emotional support, when not communicated appropriately, may send the message that the
women are weak and cannot do anything for themselves and that emotional support devalues
the women’s self-worth. These findings can be explained with the Socio-Ecological Model
(SEM), which acknowledges that resilience is formed by multiple levels of influence, including
individual, interpersonal, institutional, and societal factors. Emotional support operates mainly
at the interpersonal level, whereas resilience in this context may be more influenced by

structural factors at the institutional level.

9.2 Conclusion

This study set out to investigate the challenges, social support and resilience of women with
physical disabilities in accessing reproductive health services in the Greater Accra Region. In
line with previous studies, this study revealed that women with physical disabilities continue to
face significant challenges, including economic, emotional, attitudinal, institutional, and
physical barriers to accessing reproductive health services. These challenges clearly exist on
multiple levels, as indicated in the Socio-Ecological Model. Individual constraints, like income
and education, interpersonal factors including stigma, discrimination, and partner rejection and
institutional barriers, such as long waiting times, fragmented services, and inaccessible
infrastructure, collectively influence the resilience of women with physical abilities in accessing

reproductive health services.
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Both quantitative and qualitative methods were used to elicit information on how social support
and other factors impact the resilience of women with physical disabilities to the challenges of
accessing reproductive health services. The analysis showed that education was a significant
predictor of resilience, with respondents with formal education exhibiting greater resilience
than those with no formal education. The type of employment was also a significant factor;
women with physical disabilities working in the trade or business sector, or in the public or
civil service, showed higher resilience than casual workers. These results imply that gaining
education and stable employment are essential for building resilience, a finding consistent with
resilience theory, which highlights the importance of protective socio-economic resources in
helping these women adapt to the challenges in accessing reproductive health services.
Interestingly, resilience was not significantly impacted by age, marital status, ethnicity, and
place of residence, the number of children and higher income levels in the regression analysis,
demonstrating their limited impact when other factors are controlled, even though they were
significant in the ANOVA. Interestingly, women with physical disabilities of the Islamic faith
had lower resilience compared to those of traditional faith, suggesting that resilience may be
impacted differentially by religious or cultural circumstances.

The study emphasized the positive impact of informational and instrumental support in
strengthening the resilience of women with physical disabilities when it comes to obtaining
reproductive health services, whereas emotional support did not significantly enhance their
resilience. This finding indicates the need for a more holistic approach to providing emotional
support, ensuring that it does not affect these women’s capacity to overcome any barrier in
accessing reproductive health services.

The overall study indicates the importance of education, stable employment and social support
(instrumental and informational) in building resilience among women with physical disabilities.
Nonetheless, emotional support requires practical interventions to avoid negative impacts on

the resilience of women with physical disabilities. These conclusions support the study’s
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framework, demonstrating that resilience in accessing reproductive healthcare emerges from
the interaction of personal abilities, interpersonal relationships, and institutional conditions, as
conceptualized within the Socio-Ecological Model, Social Support Theory, and Resilience

Theory.

9.3 Recommendations

9.3.1 Recommendation for Policy and Practice

The following recommendations are made from the study's findings and conclusions. First, the
study’s results showed that several women with physical disabilities continue to face
infrastructural challenges in accessing reproductive healthcare services. These findings
underscore the need for the Disability Act to be adhered to, especially in making all health
facilities accessible to persons with disability. The study recommends the need for the Ghana
Health Service to audit and retrofit facilities per the Ghana Disability Act 2006 (Act 715), by
adding ramps, elevators, wide doorways, and accessible restrooms, and ensuring new
constructions comply with the Act's requirements.

Most women with physical disabilities reported high counts of abuse, discrimination and other
forms of human rights violations. The findings further buttress the need for the Ghana Health
Service to address the significant challenges that prevent the achievement of inclusive
reproductive healthcare services. Therefore, the study recommends that the Ministry of Health
(MOH) and Ghana Health Service (GHS) strengthen existing complaints and establish
counseling units within health facilities to address concerns and reprimand deviant healthcare
service providers. This could include ensuring that they are equipped with adequate resources
and empowered to achieve their objectives. Additionally, there should be sensitivity training as
well as the development of a Standard Operating Procedure (SOP) for healthcare providers to

offer inclusive, non-discriminatory care, thereby making the reproductive health policy more
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effective in practice. This SOP would help provide appropriate and uniform service delivery
across the health facilities in the country.

The findings also highlight the need for more targeted interventions within the Reproductive
Health Policy. This suggests that the MOH and GHS, in collaboration with the Ghana
Federation of Disability Organizations, should integrate patient-centered care models into the
national reproductive health policies and guidelines with specific consideration for the needs of
women with disabilities, including women with physical disabilities. The implementation of
this will promote a stronger sense of autonomy. In addition, reproductive health-based
intervention in-service training modules on supportive and empowering content for women
with disabilities should be developed to enhance health providers’ communication skills and
sensitivity towards PWDs. Moreover, advocacy tools and educational materials that address the
unique reproductive health needs of women with disabilities should be developed and
disseminated.

Since parents (mostly mothers of respondents) were the main source of support, it is
recommended that the Ministry of Health, Ghana Health Service, and NGOs collaborate to
provide caregiver support services, including counseling, and offer financial aid for women
with physical disabilities. This would empower and improve access to reproductive health
services for these women.

Recognizing the positive impact of informational and instrumental support on resilience, the
Ghana Federation of Disability Organizations and other non-governmental organizations'
efforts should focus on strengthening social support networks for these women. This could
involve peer mentoring programs through their association, and partnerships with other health
organizations to provide practical assistance and guidance on reproductive health services.
Lastly, findings on emotional support highlight the need for stakeholders including healthcare

policymakers, service providers and advocacy groups, to prioritize integrated support systems

132



that combine instrumental, information and emotional support interventions in improving the

resilience of women with physical disabilities accessing reproductive health services.

9.3.2 Recommendations for Future Research

As the findings revealed the impact of emotional and informational support on resilience, for
future studies, the study recommends the exploration of the perspectives of health professionals
in the provision of social support services for women with physical disabilities to inform
interventions and strategies of reproductive health service delivery for women with physical
disabilities. In addition, future research should explore other contextual, psychological, and
interpersonal factors that reduce the impact of emotional support to develop and implement
specific measures that help make a positive impact in different cultural and social settings.
Additional longitudinal research on emotional support may help provide an understanding of
the emotional support and lack of resilience results. The study also suggests a comparative
analysis between rural and urban populations with physical challenges to provide different
perspectives on the influence and roles of social support and resilience within varied community
settings.

Given the influence of religion in this study, examining ways in which religious and cultural
backgrounds affect women with physical disabilities" ability to access reproductive health
services and how these variables can be used to improve support structures. Furthermore, the
study recommends an exploration of partner neglect of women with physical disabilities in

access to reproductive healthcare services.
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Appendix C: Questionnaire for Physically Challenged Mothers

UNIVERSITY OF GHANA

REGIONAL INSTITUTE OF POPULATION STUDIES

QUESTIONNAIRE FOR PHYSICALLY CHALLENGED MOTHERS

TOPIC: SOCIAL SUPPORT AND RESILIENCE OF PHYSICALLY CHALLENGED

FEMALES TO REPRODUCTIVE HEALTH CARE IN GHANA

Start time of survey:

Location of interview:

Interviewer’s name:

Hello, my nameis ............... I am a student from the Regional Institute for Population Studies,
University of Ghana, Legon. We are conducting a survey on the Social support and resilience
issues of women with physical disabilities towards access to reproductive health services in
Accra. Would be most grateful if you participate in this survey by answering some questions
that relate to the work you do, your experiences with access to reproductive health services
when you were pregnant and after delivery, the kind of challenges you encounter/encountered
and how you were/ are able to overcome those challenges.

Whatever information you provide will be kept confidential and anonymous. Your name will
not be written on this form, and will never be used in connection with any of the information
you give me. You do not have to answer any question that you do not want to answer, and you
may end this interview at any time you want to. But, honest answers to the questions will be
appreciated. This interview may take averagely about 45 minutes. Thank you. Please may I
start now?

YES, CONSENT GIVEN.....cooiiiiiiiiieeeeeeeeee e 1



NO, CONSENT IS NOT GIVEN

SECTION 1: DEMOGRAPHICS

Now I would like to ask you some background information about yourself.

No. Question Response Code
101 What is your age?
Have you ever attended | YES i 1
school? NO o 5
102 What is the highest level of | None H 1
education you have attained? | Kindergarten O 2
3
Primary O
4
JHS/Middle School &
5
Secondary O
6
Tertiary O
103 What is your religion? Christian n 1
Islam O
2
Traditional o
3
No religion
4
Other (specify)
96
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104 What do you consider as your | Akan ] 1
ethnic background? What Ga/Dangme O )
ethnicity are you?

yaey Ewe i 3
Guan O 4
Gruma O 5
Mole-Dagbani O 6
Grusi i 7
Mamprusi o 8
Kussasi O 9
Other, specify 96

105 What is your source of income | Trade/Business 0O 1

and Livelihood Farming ! )
Civil/Public Servant o 3
Casual labour O 4
Other, specify 96
106 Cash Only O 1
Are you paid or do you earn :
Cash AndKind © 2
cash or in kind for this work
In Kind Only o 3
or are you not paid at all?
Not Paid mi 4
107 How much did/do you earn for | Record Amount (Gh)

this work per month?
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108 Please tell me your marital | Single O
status? Married -
Divorced m
Cohabitation O
Widow O
109 Number of children ever born?
What are the ages of your 1. FirstChild ......................
children? 2. Second Child ..................
3. Third Child.....................
4. FourthChild ...................
5. FifthChild......................
6. Other, Specify.................
110 How many people are in'your | 1-3 O
household (including) | 4_¢ -
yourself? B .
111 How many rooms are in this | 1 O
household? 2 -
3 O

4 and more O
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112 How many rooms are used for | 1 O

sleeping? ) -

4 and more O

113 Type of place of residence Urban m

Periurban O

SECTION 2 PREGNANCY AND POSTNATAL RELATED QUESTIONS

Now I am going to ask you questions about your most recent pregnancy in the last 5 years and
your use of post-natal services and family planning.

201. How many times have you become pregnant?

202. Did you visit the hospital when you were pregnant with your last child?

I. Yes [ ]

2. No [ ]

203. How many times did you visit the hospital during your pregnancy?

204. How much did you spend (on average) on each visit? Record Amount

205.  Who provided the funds for the payment?
I. Self [ ]
2. Support from friends, organization [ |

3. Insurance [ ]
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206.

207.

5.

6.

7.

Post Natal services

208.

1.

2.

209.

210.

Where did you deliver your last child/children?

Hospital/Clinic [ ]

TBA [ ]
Maternity Home [ ]
Home [ ]
Other (specify)

Is there any reason for the selection of your choice in 206 above?
Distance [ ]

Professional advice [ ]

Insurance
Cost

Attitude of se

Infrastructure

Other (specify

Do/did you tak

No (if no, skip

Yes
If yes hov!r much ge do/did you spend?
g, 5 ———
—1 INTEGRI PROCEDAMUS
If No why ?
Distance [ ]
Professional advice [ ]
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3. Insurance [ ]
4. Cost [ ]
5. Attitude of service providers [ ]
6. Infrastructure [ ]
7. Other (specify)......covvviiiiiiiiinnn.n.
Family Planning
Now I would like to talk about family planning - the various ways or methods that a couple
can use to delay or avoid a pregnancy.
211.  Sometimes people use something to prevent themselves from getting pregnant. Have
you heard of any of these methods?
I. Yes [ ]
2. No [ ]
212.  Ifyesto Q211, do you use any these methods?
I. Yes [

2. No [ —-—

213. Ifyes to Q212., which of the method do you use?( Tick all that Apply)

1. Condom [

2. 1UD (It’s a loop or coil placed inside them by a doctor or a nurse who can prevent
pregnancy for one or more years.) [ ]

3. Injectables (Women can have an injection by a health provider that stops them from
becoming pregnant for one or more months. 45

4. Pill (Women can take a pill every day to avoid becoming pregnant) [ ]

5. Implants. PROBE: Women can have one or more small rods placed in their upper
arm by a doctor or nurse which can prevent pregnancy for one or more years. [ ]

6. Withdrawal. PROBE: Men can be careful and pull out before climax. [ ]
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7. Lactational Amenorrhea Method (LAM) (PROBE: Up to 6 months after childbirth,
before the menstrual period has returned, women use a method requiring frequent
breastfeeding day and night. [ ]

8. Male Sterilization (Men can have an operation to avoid having any more children.)

[ ]

9. Female Sterilization (Women can have an operation to avoid having any more
children.) [ ]

10. Other

(] 51513 1 7 S

214. If No to the choices in above. Why do you not use a family planning method?

SECTION 3:
SOCIAL SUPPORT IN RELATION TO ACCESS AND USE OF REPRODUCTIVE
HEALTH SERVICES

Now I would like to ask you about some of the forms of support you receive and from

whom.

301. Do you receive any form of social support?
1. Yes Ul
2. ' No [ ]
302. Ifyes what are the types of social support you receive as a pregnant physically
challenged woman? Tick all that applies
1. Emotional Support (counseling and guidance) [ ]

2. Instrumental/medical/material Support (food, medication, wheel chair, clothes

etc)[ ]
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3. Informational Support (health education) [ ]

4. Others Specify

303. Where do you receive these supports from?

A. Emotional Support (Tick all that apply)

1. Peers/Association

2. Husband/Partner

3. Parents/Relatives

4. Relatives

Members [ ] [ ] [ ] [ ]
5. Friends 6.Health Professional [7. Religious leaders 8. Other, specify
[ ] [ ] [ ] [ ]

B. Informational Support (Tick all that apply)
1. Peers/Association| 2. Husband/Partner 3. Parents/Relatives| Relatives
Members [ ] [ ] [ ] [ ]
5. Friends 6.Health Professional [7. Religious leaders [8. Other, specify
[ ] [ ] [ ]

C. Instrumental Support (Tick all that apply)

1. Peers/Association| 2. Husband/Partner 3. Parents/Relatives| Relatives
Members [ ] [ ] - [ ]

5. Friends 6.Health Professional [7. Religious leaders [8. Other, specify
[ ] el [] =

SECTION 4: RESILIENCE

This is the final section in the questionnaire. I would like you to please answer Q 400 and agree

or disagree with each statement I am about to ask you.
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400. What has been your most difficult challenge to access and use of reproductive health

services

Informational, Attitudinal Barriers and Economic Barrier).

When faced with challenges:

(e.g Physical Barriers, Emotional,

Strongly | Agree Neither Disagree | Strongly
Agree Agree nor disagree
disagree
401 | I was determined to recover.
402 | I adjusted to the new changes
403 | I used humor to help me
through
404 | I believed I could recover
405 | I focused on my remaining
abilities, not on what I couldn’t
do
406 | I accepted the new challenges
407 | I accepted help from others
408 | I figured out how to do my
daily activities
409 | The challenging event was so
bad, I gave up
410 | I found it difficult to ask for
help from others when I
needed it
411 | I found the energy to do what I

had to do
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412 |1 saw this challenge as an

opportunity

413 | I was determined to regain my

prior functional ability

414 | I became a stronger person

415 | I continued to make plans for

the future

416 | I learned from it

417 | Since the challenging event, I
have not wanted to even do my

usual activities

Thank you for taking the time to answer my questions. Is there anything else you want to
mention or ask?

End time of survey:

END OF SURVEY

172



Appendix D: In-depth Interview for Physically Challenged Mothers

UNIVERSITY OF GHANA

REGIONAL INSTITUTE OF POPULATION STUDIES

In-depth interview for Physically Challenged Mothers

Name

Signature
Physically challenged Mother’s code number:

Caregiver code number:

of interviewer:

Section 1

Socio-demographic background

1.

2.

10.

11.

Sex: Male | | Female [ |

Age:

Highest educational level: No education [ | Primary [ | JHS/Middle [ ] Secondary [ ]
Tertiary [ ]

Employment status: Unemployed | | Full-time [ | Part-time [ ]

Place of work: At home [ ] Away from home, nearby [ | Away from home, far away [ ]
Ethnicity: Akan [ ] Ga-Dangme [ | Ewe [ | Guan [ | Mole-Dagbani [ | Other [ ]
Religion: Christian [ ] Islam [ | Traditional/Spiritualist [ ] No religion [ ]

Marital status: Never married | | Married [ | Living together [ | Divorced/separated [ |
Widowed [ |

Number of children:

Living arrangement: Living with the physically challenged mother in the same

household [ ] Not living with the physically challenged mother in the same household [

]

Locality of residence:
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Section 2

Challenges and Coping Strategies

1. Can you share your experience with accessing reproductive health services? (probe
to know the following (Is/Was she given priority when you visit the hospital for

healthcare services or any other preferential treatment experiences )

2. What are the challenges you faced as physically challenged pregnant woman and

mother in accessing reproductive health services? (Prompt: (Probe for financial issues,
stigmatization, discrimination, infrastructure, service provision etc)

How do you cope with challenges faced regarding access to and use of reproductive
health services after delivery? Probe on specific areas of coping with these challenges
(Probe for financial issues, stigmatization, discrimination, infrastructure, service
provision)

How do you cope with challenges to the access and use of reproductive health services
after delivery? Probe on specific areas of coping with these challenges (Probe for

financial issues, stigmatization, discrimination, infrastructure, service provision etc)

Section 3

Supporting systems available to physically challenged pregnant women and mothers

1.

Where do you receive social support from and why? Probe further on the following and
find out why those mentioned were the source of social support.
What specific kinds of support do you get from these social groups?
a. How have these forms of support been helpful in improving your access to
reproductive health services?

Have these forms of support been consistent and sustainable? How? Why would you
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say this?

4. How do you think support for physically challenged pregnant women and mothers could
be improved?

5. How has the social support you receive helped you to cope with life as a pregnant
woman and mother?

6. How did/does social support play a role in solving or overcoming the challenges you
mentioned earlier that pregnant and postpartum physically disabled women face?

a. How did/does social support play a role in worsening the challenges?
Section 4

Factors to building resilience among physically challenged mothers

1.

Describe what factors you felt helped you become successful as a physically challenged
mother (probe from pregnancy to early motherhood) despite the challenges you
mentioned with access and use of reproductive health services.

a. Prompts: Tlustrate answer with case example(s) (in relation to individual
(making meaning out of adversity/positive outlook), family, social and
environmental factors

What do you perceive to be the factors that prevent pregnant and postpartum women
with physical disabilities from succeeding in pregnancy and motherhood for women

with physical disabilities? Prompts: [llustrate answer with case example(s).

Is there anything else you want to mention or ask?

Thank you for taking the time to answer my questions.
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Appendix E: Tukey HSD : Mean Resilience Score

Multiple Comparisons : AGE

Mean 95% Confidence Interval
(I) What is (J) What is
Difference (I- Std. Error Sig.
your age? your age? Lower Bound | Upper Bound
J)

26-35 -0.20185 0.14741 0.359 -0.5499 0.1462
18-25

36-45 -0.07292 0.14763 0.874 -0.4215 0.2757

18-25 0.20185 0.14741 0.359 -0.1462 0.5499
26-35

36-45 .12893" 0.04576 0.015 0.0209 0.237

18-25 0.07292 0.14763 0.874 -0.2757 0.4215
36-45

26-35 -.12893* 0.04576 0.015 -0.237 -0.0209

*. The mean difference is significant at the 0.05 level.

Multiple Comparisons: occupation

Dependent Variable: Mean RESILIENCE

Tukey HSD
(I) What is (J) What is Mean Std. Error Sig. 95% Confidence Interval
your source of | your source of | Difference (I-
income and income and )] Lower Bound | Upper Bound
Livelihood Livelihood
Trade/Business | Civil/Public -0.05678 0.06816 0.683 -0.2177 0.1042
Servant
Casual worker .33468" 0.07226 0 0.164 0.5053
Civil/Public Trade/Business 0.05678 0.06816 0.683 -0.1042 0.2177
Servant Casual worker 39146" 0.09297 0 0.1719 0.611
Casual worker | Trade/Business -.33468" 0.07226 0 -0.5053 -0.164
Civil/Public -.39146" 0.09297 0 -0.611 -0.1719
Servant

176




Multiple Comparisons: Income

Dependent Variable: MeanRESILIENCE

Tukey HSD
(I) How (J) How 95% Confidence Interval
much did/do | much did/do Mean
f f Diff Std. E Sig.
you earn for | you earn for ifference rror ig Lower
. . Upper Bound
th k th k I-J
is work per is work per I-J) Bound
month? month?
200-500
-22313" 0.0504 0 -0.3537 -0.0925
cedis
Less than 550-1000
-23407" 0.06611 0.003 -0.4054 -0.0628
200 cedis cedis
1050-2000
-0.05719 0.082 0.898 -0.2697 0.1553
cedis
Less than
22313" 0.0504 0 0.0925 0.3537
200 cedis
200-500 550-1000
-0.01094 0.06497 0.998 -0.1793 0.1574
cedis cedis
1050-2000
0.16594 0.08109 0.175 -0.0441 0.376
cedis
Less than
23407" 0.06611 0.003 0.0628 0.4054
200 cedis
501-1000 200-500
0.01094 0.06497 0.998 -0.1574 0.1793
cedis cedis
1050-2000
0.17688 0.09168 0.219 -0.0607 0.4144
cedis
Above 1000 | Less than
0.05719 0.082 0.898 -0.1553 0.2697
cedis 200 cedis
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200-500
-0.16594 0.08109 0.175 -0.376 0.0441
cedis
550-1000
-0.17688 0.09168 0.219 -0.4144 0.0607
cedis
*_ The mean difference is significant at the 0.05 level.
Multiple Comparisons: Marital Status
Dependent Variable: Mean RESILIENCE
Tukey HSD
(I) Please tell me (J) Please tell me
Mean 95% Confidence Interval
your your
Difference Std. Error Sig.
relationship/marital | relationship/marital Lower Upper
{-)
status is? status is? Bound Bound
Divorced .19300" 0.06261 0.012 0.0308 0.3552
Single Cohabitation 27339 0.08471 0.008 0.0539 0.4929
Married .26305" 0.09769 0.038 0.0099 0.5162
Single -.19300" 0.06261 0.012 -0.3552 -0.0308
Divorced Cohabitation 0.08039 0.09883 0.848 -0.1757 0.3364
Married 0.07005 0.11016 0.92 -0.2154 0.3555
Single -27339" 0.08471 0.008 -0.4929 -0.0539
Cohabitation Divorced -0.08039 0.09883 0.848 -0.3364 0.1757
Married -0.01034 0.12406 1 -0.3318 03111
Single -.26305" 0.09769 0.038 -0.5162 -0.0099
Married Divorced -0.07005 0.11016 0.92 -0.3555 0.2154
Cohabitation 0.01034 0.12406 1 -0.3111 0.3318

*. The mean difference is significant at the 0.05 level.
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Appendix F: Sample Size Calculation

This formula is given as: nf = n 1+ %

Where: nr = the desired sample size (when population is less than 10,000), n = the desired
sample size (when population is greater than 10,000), N = the estimate of the target population
size. In order to get n, Fisher et al. (1998) provided another formula, which is n= z2pg
&L

Where: n= the desired sample size (when the population is less than 10000) z= the standard
normal deviation, usually set at 1.96 which corresponds to 95 percent confidence level; p= the
proportion of the target population has similar characteristics. q= 1.0-p; and d= the degree of
accuracy desired, this is usually set at 0.05 With (z) statistic being 1.96, degree of accuracy (d)
set at 0.05 percent and the proportion of the target population with similar characteristic (p) at

90 percent which is equivalent to 0.90, then “n” is:

n=(1.96) (0.90) (0.10)

0.052
Where n=138 was obtained. Taking into consideration that the population of women with
physical disability who have given birth in the last five years is 600 (estimates from the Ghana

Society of Physical Disabled Greater Accra) putting this and the calculated figure of “n” into

the formula, the sample size for the study was calculated as follows: nr - 1338 nr =
138
138 1+ w00 o 206.
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