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ABSTRACT 
Periodic medical check.up (PMC) is important for t:arly deIC:ction of risk faclOrS associated ",im 

the deveLopment of diseases and prompt diagnosis of asymptomatic Ji!;eal;Cs. In Gh ..... tK daily 

ICtivitics of ","orkers especial!) market workers are characterized by constant stress. long working 

hours. without t-.::ing particularly mindful of their diet coupled with sedenwy work life. This puts 

them It JJreater risk of developin~ sc\cr.l1 chronic diseases and their complication. However. 

ltUdin on the practice of PMC IIt'tOI'I& worken in Ghina ~ raI'C. Appreciation of the prev.ilinl! 

prcvcntivc healthcare behaviour of these workers is necessary for making popul ation·targeted 

health programmes. Thus. this study sought to assess knowledge and practice of Periodic medical 

chet.:k-up among workers.t Kancshie Markct in Accra. GhIna. A cross-sectional design in\ohing 

s&ructum:i questtonnaire administration 10 Jli8 workers was employed. A convenient sampling 

technique was empk>ycd in seiec:ting the panicipants. Stala software version 15 was used to 

ana1yzc the d .... collccccd. Multiple loai .. ic regression analysis .... as used to determine f.ctors 

influmcin. PM(' among these workers. The results showed that the proportion of workers who 

had knowledl!C'ofPMC \\"8S 90.Wo but the knowledge Ic\"el did not 1ransllte into practice (46."4). 

Age (AOR'--- 4.7; 95-;oC''''1.92-11 .78). 5Cx(AOR= 1.9; 95%CI-I.I11-3.13), marital status (AOR 

2.7; 95% CI-I 48·5.1S), educ3tionallevel (AOR= 5.2; 95% CI=2.00-t6.7K) and knowledge 

(AOR"" 6.2: 95~~. ("'-1.72-11.71) were significantly associated with PMC but profession. ~liJJion 

and income w·ne not a:!>!>Ociated with practice of PMC. This finding suggest thIt the practice of 

PMC lImong workers at Kaneshie market was low. This is of concern bec.use it may lead to late 

diagnosis and poor management OUkome of several infectious and non·c:ommWlicable discun 

among these wotlcrs who form the t.ckbone of the nation' S economy. 



T AB1.E OF CO"iTE"'n 

n .. cLAKATlO'\' ... . 

orDiCATlON ..... . . ........ il 

A(·KJIo.OWLEDGE1\1ENT ... 

ABSTRAC1 ... 

. ............................................................................... iii 

. ................................ h · 

T ABl.E OJ. ( ·UI\ITENT ... 

LIST OF TABLES ........................................ .. 

LIST ()f FI(;URES .......................................................................................... .. 

LIST OF ABBR[\"IATIONS ... 

( 'HAI'T[K UN.' ..................................................................................... , ................................ I 

INTRODI (TIO" .... 

1.1 Background 

1.2 Problem Slalemcnl 

1.3 Justiflcation ... 

1.4 Nanalh·C' of the Conceptual Framework 

1 . 6ResearchQuestion~ 

1 .7Objecti~ofthestudy 

1,7.1 Generalobjeclivc .. 

1.7.2SpttificobJlXtlve!o 

( ·HAPTJ.:K TWO ........ ...................................................... . 

LITERATI ' WE REV •• ·\\· 

2.llnunduclion 

2.21he Historical development of periodic medical check-up 

....................•..•••••••••••••••••••• ••. 1 

..... 2 

.......... ... 3 

. ................... ..4 

.. .. ... 7 

.. ........ 7 

. ... ... .. 7 

.... 7 



2.3 What is periodic medtca1 check-up'.' 

2.4 Ad\'anaages and disadvantages of periodic medical check-up .... 

2.5 Know1edse of periodic medical check up .. 

2.6 PracTic:t'ofperlodic mcdkal check up 

CHAPTER THRE •.... ... __ ......................... . 

..... 10 

. ..... 15 

•.• 19 

\1I-:THuns ............ . ................................................... •.... ......................... 19 

:u Stud) Design .. 

3.2SlUdyAJa .... 

3.3Stud)vari.blcs .... 

3.3.IOUlCOme ... ari.ble 

3.3.2 Measurement of knowledge of Periodic Medical Check-up 

3.3.3 Independmt vari.bles .... 

3.4 STudy PopulaTion 

3.4.1 Inclusion Criteria 

3.4.2 F.xclusion criteria 

~ 5 Sampling 

351 Samplesizc 

3.5.2 Sampling Techni~u(' 

3.6 DMa coJleclion t«hnique and tools 

3.7 Quality Conlrol 

3.8 Dalaanalysis ... 

J.9Ethicaironsiderations 

3.9.1 Accessandappro\'aloC,ludYaJ'ea 

3.9.2 Pri'o'Kyand conflcienlialit) 

3.9.3Compcnsaaion .... 

. ........ 19 

. ............... 21 

. ..... 21 

................... 21 

............. .. 22 

.......... 22 

........... 22 

............... 22 

......... 22 

............ 22 

....... 23 

.24 

24 

. .......... 25 

........ 26 

......... 26 

. .... 27 



3,9.4 RisksandBnletits ....... . ......... 27 

3.9.5 Voluntuy withdr.mal • .•. 27 

3.9.6 Informed Consent and Consenting process ........ 27 

3.9.7 Data5lor.Jgc and usa8e . 

CHAPTER fOl·R ..... . 29 

RESULTS 

4.1 Socio«mographic characteristics of respondents ... ...... 29 

4.2 Knowledge on Periodic medical check-up among workers al Kaocshic market ............. 30 

4.3 Proportion of respondenls who practiced Periodic medical check-up and their reasons .... 33 

4.4 Association between socio~demographic characteristics and practice of periodic medical 

checkup.. . .... 35 

4.5 Multiple logistic regrt'ssion analysis of factors as:,ocia(cd with PMC ... . .. 36 

C"UAPTER FIVE ... ...................................................... 40 

. ..•..•....... 40 

<, 1 Knowledge of workers at Kaneshie market on periodic medical check up ..................... 40 

5.7! Pfltpurtionof wmkers whopracticedperiodicmedicalchttkup .. ........................ ... 40 

5.3 l"hr influence of sociodemographic factors and knowledge on the practice of periodic 

medical che<:k up .. .·· ............................................. 42 

CIIAPTER SIX .................................................. .. . .................................... .... 46 

( ·o~n . llsI0N AND RECOMMENDATIOSS .......................................... . 

6.1 Conclusion .... 

6.1 Recommendations 

REFERENCES 

A .. PE~UI( · .:S 

API'I ·. NIIIX I , PARnCIPANTS INfORMATION SHEET ... 

.... 46 

.......................... 47 

......... 51 

. .... 51 

APPENDIX 2, CONSENT H >RM ~uR WORKERS AT KANESHII, MARKET, ACCRA . s.4 

VII 



APPENDIX J: QlJESTIONAIRI 

viii 



UST Of' TABLES 

Tllbtel: Sociodcmo~nllphic characteristics of tnpondmts ...... 29 

Table 2: Kno\\ledge score on Periodic medical check-up arT'kIMg v.orkers at Kancshie market- 31 

Table J: KO{ll,I.ledge of Periodic medical check-up among workers at Kaneshie market , ......... 31 

Table 4: Proportion of workers who practiced Periodic medical check-up.... . ..... 34 

Table S: ADOCi.tion bet'Accn soc:io-dcmographic characteristics and periodic medical ............ 3S 

Check-up ... 35 

Table 6: Multiple: Logistics regrcs ... lOn orttlc factors associated with periodic medical check·up 

.. ................... ................. .. .................... .. .......... 38 

ix 



LIST OF flGl rlU:S 

Fill: Conceptual framework orknowtedlc and pructice of periodic medical check·up .. .. ........ 6 

II~un: 2: Map showing lhe localion ofKancshie market .. 20 

J-.iture} . Kaneshie malket showing lhe complex building \.\.llh\·arloUSKlivilirsoutside lite 

building .. ....... 20 

Figure 4: Panicipanls reasons fornoc hiving Periodic Medical check· up . .. ..... J4 



LlS1 Of ABBREVIATIONS 

Periodic Mcdicalcheckup 

Princ:ipallnvescigator 

WHO World HcaJlh organization 

PCP Pnmarycare physi<:ian 

AMA American Medical Assodation 

ERe Ethics Rcvjc\\ Committee 

NHS Natiunal health Scheme 

~allonalhc-allhlnsurancescheme: 

SSA Sub-Saharan Africa 

NCO Non communicahk dlS('&SC 

{'anadianTaskFnrcconPrcvcnti\"cHeallhCaret"SI'SIl 

L'.S. Prevenlivt: Service Task Force 



CHAPTnt ( ,N l: 

INTROUUCTION 

1.1 Background 

Periodic Medical checkup (PMC) is n:l!arded as an essenlial and eff«live apflf'Olu:h in the 

pwmotionofheahhand pre\'ention of diseases (Damiani d al .• 2012). !'Ml' enables early detection 

of risk faceors f\)r condiltons such as diabetes. hean disease and stroke (Dryden. Williams. 

McCowan. &: 11terrtess1-Hubcr. 2012). rhis practice has been pan of preventive heaJlh.care in 

5On"IIt weSkm soc;ie11eS (Krogsooll. Jorgensm. Grollooj Larsen. &: Getnche, 2012 : I-Jan. 201S) 

md Japon (Miyazaki, Salo. Mukohara. Kitamura. & Saito. 2007) for several years. but it is not a 

common practIce in Africa (Dalton, Bonle, Okoro. Majeed, & Millett. 2011), particularly Ghana 

(Danquah.2017). 

Workcn form the backbone ofthc economtc growth of the country. Thus. good health is vital for 

their effective contribution to the growth of the nalion. In Ghana. the da;I) acti\'ilies of workers 

c:spttially martel wurkers arc charactt!rized by constant stress, long working hours. without being 

particularly mindful of their diet coupled with Kdmtary work life. Additionally. workeTS arc 

expoKd to othrr haurd5 including msanitaf) em irunmcnlal condition. non-t:r~onomic 

",orkSlailons and C"Xcnsi\c noisc (Alfers. 20(9). This puts them at greater risk of developing 

SC\·tqJ chromc non-commWlicabk dl~ (e.g. Dialbctes. hypertension. maJiiJlOlnCies) and lhcir 

compHcattons whk:h include: Acute coronal) heart disease. S1fo~e and chronic kidney dilCQr 

(Cheng et aJ.. 2014 •. SiX1) percent of the global burden of diseases are due 10 chronic diseases 

(SWlet al .• 2014) 

lnGhana. burden of chronic infcctiousand non..conununicablediseascs isontheruc (DaJalcl 

aI .. 2011) with most patients M\:klOg I.te medicalancntion. lltis practice resulb in complications 



• .md pour mana~nl outcome (AIKinS. Boynton. & Atanga. 2010). "·urther. it puts heavy 

SUI':HlI,:mnomtc tJun:kn on individuals and the natIOn . There is therefore the heightened n«d to 

detect lhe$e abnonnalittes early to ensure proper management and pre\ enl complications. 

Studies examinin~ the practice ofJ)~C in Africa. including Ghana are rare ( 1Icsanmi. Omotoso 

Bridget. Akle faith, 201 S). In view of this. it is necessary for~' studies to compltlT'lenl previous 

research elTon Such information is crucial for stakeholders to efficiently plan tttallh-prumullI,n 

activities 

The study area was Kaneshie Market whkh is the second largest market in Accra. Ghana. The 

Kaneshie rn.rket was chosen because of the proximity 10 the research tcam and thti r fami liarity 

with the site. In addition. unlike ~ of the major markets in Accra, it is TC!lativety better 

deputmmtalittd Istructured y,ith "-ell demarcatcd areas for difTeTC!nt categories of worlers. This 

made mo\ement ~pecial1y within the market complex easier. l.as(ly. Ki:lOcshie market is very 

diverse in lemu of the categories of shops and offices and the natun: of work carried out. 

In sub-Saharan Africa (SSA) Including Ghana. tht're is a growing epidemic of non-communicable 

diseases (NCDs) that comprises, cardiovASCular disease (CVD), metabolic diseases such as 

diabetes. obesity and cancer (Dalal et aJ .• 2011). Most ofthcse conditions are detecaed latc when 

complications have Xl in and prognosis is poor. For imQnce. delayed presentation and late 

dLagnosis • health facilitk! an: known to be pan of the contribut ing factors of high breast cancer 

mortality in Africa (Akuoko C't al., 2017). The- incidence of breast cancer in Ghana is estimated to 

be 2S cases per l00.uno population l:ornp&red 10 93 per 100,000 in the USA. HO\\i'Cver, mortality 



IS 12 pcrr 100.000 in Ghana compared to 15 per 100.000 in the USA (Worldwide cancer mortality 

stallslics . .:!OI4). 

PMC htlp5 with early detection of diseases thereby reducing morbidity and mortality. In 

d\."Veloped countries. PMC is a key component of preventive medicine. for instance. in Japan it is 

mandatory for regular working employees to have a PMC at least once a year. (Miyazaki et aJ. o 

2(07). However, in de\·eloping countries, insufficient attention has been paid to the prevention 

and control of NCDs. particularly programmes that target lonnal and infonnaJ sector workers. 

(Twagirumukia et aJ .• 2011). There is also poor uptake of PMC (llesanmi. Omotoso. Alele. &. 

Amenkhienan,2015). 

Furthmnore. in de\·eloping counuies. very fe .... studies have been conducted on PMC. not enough 

dala are available concerning the knowledge and practice of PMC'. I hese countries often rely on 

data from western countries where the practice has been studied extensively (Si. Moss. Sullivan. 

Newson. &. SlOcks. 2014). Howevcr. population specific data are required to guide evidence-

informed decisions and to advocate for change 

1.3 JuslificalioD 

Chronic diseases have a serious socioeconomic burden on an individual and accounts for over sixty 

percent of the overall burden of disease globally (Sun et a l.. 20 J 4). There is a rising epidemic of 

non-communicablc diseases (NCOS) in sub-Saharan Africa (SSA) including Ghana. thal includes 

cvdiova..-.cular disease «,VD). cancer and metabolic diseases such as diabetes ad obesity. 

Workers c(lOslitute the majoreconomicaJly active population in Ghana. Their economic activity is 

an imPOl1ant source or revcnue for the guvemml!nt. Their health has 10 be maintained to hclp in 

sustenance of the economy. Thus, their attitude towards preventive health. espcciall)· periodic 

medical checkup IlCCds to be 8MeSSed. 



Until recently. link infonnarion bad been published about I'eriodic medM:aI chcd,,-up in Afnca 

and lihana in par1tcul.ar (Danquah. 2017), Most published accounts of PM( ' came from developed 

coWltries \'lith difftmlt \'Itning environment and sociodl!mu~raphic char.K:leristics (Hoebel. 

Starker. Jordan. Richter. & Lampert. 2014: Cochrane et al.. 2012) FurthcmlUl'e. even in the 

countries with weU-organized PMC. the pr.lCtice is onen confronted with suboptimal compliance. 

Identifying lhefxuwslhatdeterorstimulatcthepoplllationtopil1icipateinPMCisc\'CTlI'1'l()fe 

important in Ghana . .... hich does no« ha\C a fomlal policy guideline lor PMC. 

This rc:scarch woukt infonn ttcalth authorities on the pre\'entive health-seckins aclivities of the 

working fOfCe in Ghana. Such data is crucial and can be used by (jovemment and olher 

stakeholders in heallh when fonnulating porulation-spccific health programs targeted al 

promoting preventive hC'althcarc. 

1.4 Narrative of Iht ('onceplua l Fra m",ork 

The framework bcl(IW (Figure I) depict~ as.suclOition bc:t .... cen Sociodemographic factors including 

5CX.aae. Educat..ional level,ie\"elofincomc.relillion, andcthnicilyandtbcknowledgeandpract ice 

of periodic med;cal chcck-up. 

Educational level of an individual can significantl} influence the person's ability to reeeive 

information .00 practice. For instance iodi, iduals who have some formal ed\.k.:3tion are expected 

to han knowledge that inflUCTlce5 them to tuke up periodic medical chccl..-up mme compared to 

thole "ilhno formaltducation(Sietal .. 2014) 

Gender 4 .. also been associated with koo\loledge and practice of periodic medical check-up in 

most studies. "'em.les usually go for pcrli'tlic mcdkaJ checkups compared to thC'ir male 

countetparts probabl) due tu the fact thai femalc:"! arc prune 10 m('re infecttons. undfflO menstrual 



cycle. pregnancy. general female body physiology. monitoring diseases more common in females 

such as breast and cervical cancers among others (Eke et al.. 2012) 

1 he J~C of an individual may also be associated with knowledge and practice of periodic medical 

check-up. lbeeffect ofagc: on the prnctice could be attributed to the increasing levelsofm edical 

illnesses as an individual advance in age and there is a rise in the income level oflhose at these 

older age brackets. The low practice in younger age groups may be attributed to relalively lower 

Ie\'cls of medical illnesses in such age group. As most illness increases as one~ age also increases 

(Kahl •• 01 .• 2016). 

High perceplion of the relevance of periodic check -up might not nccessaril ytranslateintopractice 

Cmain penonal factors including the fear of being diagnosed with a disease. guilt stigma. 

inad~uate time. and the possihle psychological trauma might engender reluctance in regular 

check-up (Shinsho. 20 15). 

Organizational factors including access to health care. lung "aiting time, high cost and 

embarras.sment from hcalthcarestaffarcrelatedtothe knuwledgeand pT'.lcticc of periodic medi cal 

check-up. TheTe are some: individuals who might want 10 have periodic medical checkup, however. 

all these above factors might hinder lhem. Workers .... ilh known medical condition are aliIO more 

likely to go ror periodic review compared to those "ilhout kno"''O medical condition 

(Sarnbamoorhtietal..2012). 
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1.6 Rnnrdl Q.ntioas 

I. What is the level ofknowledl!c ofworker:o. at Kaneshie market about periodic medical c.heck-

up'.' 

2. What proponion ofworkeno at Kaneshie market practice: periodic medicaJ check-up? 

3. What factors influence the prw:ticc of periodic medical check-up among workc:rs at Kaneshie 

marketplace? 

1.7 Objedi"'e oflbt' slud) 

1.7.1 GCDC'ralobjedive 

fo assess the knowledge and practice ofperiodk medical r.:hcr.:kup among workers at Kaneshie 

markelinAccraGhana 

1.7.2Sp«ificobjcctives 

I . To IWeSS kno\\ ledge of workers on periodic medical check up 

2. To estimate the proportion of workers who practice periodic medical checkup. 

3, To ddenninc the factors that influence the' practice of periodic medical Ch~Tkup among workers 

m the m.arkC1 



CIIAPTER -f\\ 0 

LlTERATl'RE REVIE" 

Periodic medical check- up {PMO IS a key I;umportenl of Preventive health care (WHO. 2009) 

Public heahh places more emphasis on prevention of medical diseases and health promotion 

instead Oflhe diagnosis and lreatmenl of diseases. Prevenlive health care is'any aClivilycarried 

OUI by a pct'Q'I who believes himself to be healthy for the aim of preventing or de tectingillness 

In an asympeomatic state' (Matejic. Vukovic, Pekmezovic. Kesic. & Markovic. 2011). Preventive 

health care has increasingly been seen as a means by which the growing numbers of people living 

wim cilronic diseases and its complication may be addressed. 

PMC is widely practiced in advanced countries (KrOgSb0U et al .. 2012) . however in Africa. in 

$pile of the increasing burden ofinfectiou~ and non-communicable chronic di5(!ases (Dalal et al .• 

2011), its practice ofPMC is low (llesanmi S .. Omotoso Bridget, Alele faith . 2015). Mo~ver not 

enough studies have been done in Africa regarding the knuwledge, practices among the populace 

especially the working class (Eke et aI. 2012). 

This re\iew highlights the meaning and essence of penooic medical check-up, the hiSiorical 

development. the knowledgc and practice in different sections of the world. as well as the factors 

tNtinnucncethepracticeofPMC 

1.2 f"he: Hislone.1 dnelopmenl of periodic medical check-up 

The exact origin of Periodic medical checkup is not clear. but it is believed thai the intellectual 

beginnings we~ as a result of the advocacy. in the late 19111 century by of an eminent London 

ph)sician. Horace Uobell. He was M lWthor and expen on tuberculosis and diseases of the chest. 



He proposed the pciodic health exanllnation as a way to identil~ .. earliest invasive periods of 

<Scfect In the physiCIlvglcsl stale and 10 adopC measures for their remedy~( Viraini c( al.. 1015) 

In Ihe early pan of the 20-" century. Life insurance companies influenced the popularity of the 

practice. Although medical checks were carried out as a way of scning premiums. they star1ed 

recommending penodu: medical checkup for their policy holders. Their main aim \US financial 

risk avoidance. The data collected from these comr--nies also demonstn'lled 1('I\u:r than expectcd 

mortaiity rate among those who comistentl) undcrW<'nt these health evaluation exercise (Han. 

2015). 

Emplo)crs fullowcd the insuranc:e companies and began to adopt routine medica] examinalion for 

their workforce 1be objectives were partly to promote welfare for their workers and improve 

cllicienc) aOO productil·it) . and partly 10 protect the employer against injury compensation claims 

The compan)'s top c)l;ecuti,cs underwcnt mo~ comprehensive evaluation 

In 1922 the American Medical Association (AMA) formally endorsed Periodk medical checkup 

and began a campaign to spread its practice in IQ~J. For several years Periodic medical chcl.:kup 

Wa'I also done in Canada. German) . Ireland. Israel. lLaly. Japan, Ne\\ Zealand. ~orwa~. France. 

Scotland, Australia. and South Africa. This culture ofheahh care: was rife until the1970s., when 

the evidenaA..ed approaches toward Pf"C' enlive health ptactil.:e!'. includin~ periodic: medical 

checkup, be~un to be change the paradi8m (Frame and Carl50n. 1975). 

The C...ttan T_ F(m:c In 1979 conducled research on the strength of existing e\'idence for the 

dTccll\en~s of8Creening methods in decreaJ;ing diiease-speciJic morbid it)" and mortality (Virgjni 

C1 aI .• ~OI5). The bod)" announced rules of evilkntc to C"\·aJuale the qualll~ of reponed da&a and 

subsequently updated its recommendaaioos. Finally. in 19K!)"!>. a panel formed by the USA 



government caned the US Pre\,C"tive Service Task Force (USPSTF) evaluated Periodic medical 

check-up and publi5hed their fim n:commrndations in 1989 and have issued several updates :o.ince 

then . With the pasage of years, the ever-increa. .. ing technological advancement and understanding 

of patbo!;enc:sis of disease has led to several modifications. both in content and aims behind its 

prumotuJO. (Vi!'JinietaI..20 15). 

1.3 Wlaat is periodic medical cbeck-up? 

Periodic medic:aJ ehcck-up is often used interchangeably wilh(ieneral health check. Prc\cntive 

heallhexamination Periodic l lealth Examinuion (PHE) or annual physicaJ lSi et al ., 20 14). There 

is no universally acccpted definition for periodic medical checkup, and most doctors simply' 

consideras- healthcaremotivated by the need to assess general heallhand prevenl future iIInc ss 

rather than to attend 10 symplom~qSox, 20 13). Medical check-up commences before binh by 

penoolcally use ... ~in~ pregnant women 10 ascertain fe la l \0 iability or detect fetal disorders (Marek, 

I nmck. Skuvranck. Pov)olilovi., & Saminek. 2011). This is fo!lo"'cd up with thorouJ,h Mst'-,ml.·nt 

at birth todctect conacnilalabnormalilies. In the early years of life, newborns are sent to scheduled 

postnatal clinics for health e\ aiuation and immunization. Periodic medical check-up is supposed 

10 continue in adulthood, especially those .... ith ooderlying medical condition and workers. 

It compnses one or more visits withaqualiticd health care practitioner to evaluate patlen'"' overall 

healthandriskfactonforavoidablcdi~. anditJeadstothedeliveryofclinicalprc'\C"tivc 

SC'r\'mthatarcapl fora patienl'sage, sex, and clinical risk factors. 

The possible cnmponmts of the PMC comprise history taking. specific screening questions aimed 

• revealing undctecteddllioeas...OS lM' risk factors sw;h a." aJcoholism, counsclinl to address thotc 

risk flC1or.> .• full physical exam. ordering of relc\anl pm:mtive !lrr\icC'S.. and tailon::d 

10 



investigalions in asymptomatic patienls( Mehrotra & Prochazka. AJoumal. 20 IS). The screening 

tests should adhere 10 the WHO guidelines which says ·'First. the condition should be a relevant 

health issue and include a latent phase where validated tests can be pcrl()rmed . The screening tests 

have to be not only economicaUy acceptable but also in tenns of balance of benelits and harms for 

the population. Finally. there should be an available and validated Irealment for the diagnosed 

condition" 

h is done on a routine or scheduled basis. The appropriate features of this evaluation depends on 

the: person', gender, age. and sometimes family history, health history or employment status 

Duringsuchvisits.PhysicalexaminationandspecificlaboraloryinveSligationsmay be done. 

Some countries have guidelines recommended by state funded agencies. For instance. the 

Canadian Task Force 011 Pren:ntive Health Care (CTFPHC) in 1984 came nul with their first 

tvidence-bascd clinical practice guidelines ( Milone & Mi lone, 2006). The U.S. Pre\'entiveService 

Task Force (USPSTF) also otTers periodic recommendations on content and frequency of diverse 

preventive care measures (The US Preventive Services. 2014; Virgini. Meindl-Fridez. Battegay. 

a; Zimmerli, 2015). Howe .... er. a .... ai lable literature suggest thai the experts' guidelines are not being 

fully implemmted into ordinary primal') care praclice in both USA and Canada. The content and 

freqUClk)' nxommendalion \ aries for different countries. 

2.4 AdvaDtage5 and disadvantages of periodk ml'dical check-up 

The effect ofPMC thai justifies its practice has been much debated in the medical fraternity for a 

while no ..... ( Mehrotnl &: Prochazka, 2015).Systcmalic review by Si et al.( 2014) which 

concentraled on general pr.lI;tice ba<;ed health evaluation benefits concluded that it was • good 

practice. One ad\'aRtagc of PM(' is that it reduces the Incidence of 5e\'cral chronic diseases by 



reducin~ significanl risk faclors for the aim of primary prevcnlion al the roPUlaiion level 

(CochrancC'lal .• 20t2). 

II serves as primary approach of disease prevention which involves puning in place measures 

before disease arise. Ihrough interventions such as vaccination<;. modifying risky behavtour (poor 

ealinghabits. scdentarylifestyle. tobacco use, aJcoholahuse).and oUllay,ingsubstances identified 

10 be linked to a medical condition IPi~'('Ot. Henauw. Foraita. Jabn. & Ahrens. 2010). The evidence 

base to validate PMC rests predominantly on the known efficacy of the specific screening 

constituents listed wilhin them. For instance. recent National Institute for Health and Clinical 

Excellence (NICE) guideline on the prevention of cardiovascular disease talks about the known 

effCC1ivcnc~s of interventions within medical checks in relation to physical activity, smoking and 

risk asSCS5JJlcnt. Also work done by Launl7en. Sandhack. & Bon:h-Jolulsm (2014) concluded thai 

PM(' iseffecti\'eincBrdiovascularBnddlabctcsmcllitusriskcontroI. 

In addition PMC help5 .... ith secondar) prc\cntion of diseases due 10 the inherent ability to 

recognize medtcal disorders early and otTer cost-effective intervention to reduce morbidity and 

mortality (Virgini et aJ.. 2015). It identilies common disc:axs in an early or asymptomatic state 

§() as 10 prevent the worsening of the disease (Hoebel. Richter. & Lampert. 1013), For instance. 

early di.lgnusis of chronic kidney disease (CKD) on account of the presence of protein in urine or 

Rduced estimated glomerular filtration rate could allo" earl) inten'ention to decrease the risks of 

kidne) failW'e. cardiovasli:uLar events and death thal are related to chronic ktdneydi5ICUC (J1IIle1. 

Hemmelprn. & Tonelli . 2010). Also there is evidence to support dramatic declines in new cases 

ofinvash'e ccrvical cancer and a 2()-6C)O!, fall in death from cervical cancer due to structured 

Pft'VCdti\(' programmes . inchtding PMC in North America and Europe (Matejic el aI .• 2011) . 
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l1l('rearc !oubstantialcvidenceforearlydiagnosisofdi~ascsthrOughperiodKrnedicaJCh«ks 

(Kennon. Kuhle. Faubion. Johnson. &: Hemrud. 2012). Some- inveSligations rna)' disco\'er 

l'I"ecur~.H( 10 malignancy. for example dysplasia at the ccrv;x , the tre.lIlllcnt of which may prevent 

«1'\ kal mahgnanq from developing. A systematic review of studies on the \ aJUC' of PMC round 

thaI it was consistently associated wllh an improved delivery of pap smear Itsls, faecal occult blood 

t("$ling and cholesterol screeninl! (Boulware. Marinopoulos. Phillips, & Hwang. 2007). 

From literature there are some arguments against PMC. h is acknowledged thlt several health 

Inlcrvt:nlit'ln~ can cause harm. Possihle harms from mcdtcal checks IlI"C over diagnosis, 

OH:nrcatmcnl. miu!,) or distress from imasive follow-up tests. false reassurance due to false 

negative lest results. distress due 10 raise p(l~ilive test results. possible perpetuation of bad health 

behaviour due to negati\e test results. ad\'erse ps)'chosocial effects due to stigmatiJ'ation, and 

diflicuhies with gettine iruw-ance (Kro~sh011 et al. 2012) Challengers ofP\1(,' argue that time 

'~l.Iircd 10 do a PM(' islwlcc the time- u!ol'd for a regular medical cOllS\lltalion. They criticize that 

(Howard-Tripp, 2011). Snme also believe that, organized medical check-ups could be eKpensiH! 

and this ma) rnult in lost opportunities to Improve other areas of health care 

Some Jft\'ious 5tlMIies concluded that pre\'emive measures do not reduce morbidity or mortality 

fIOlU disease. although the nwnber of new diagnosu has increase<!. Most of those systcmaric 

rtviews &pinsc PMC had methodological problems and mo!'t ofthc: trials were old the oldest stud) 

was from the 19605 and the most m:ent was from the 20005. Within this time span, there have 

b«-n INn)' cbangn in medical practice. Therefore. the trMsfcrability of the results to CUlTmt 

senings mip. be limucd(KrogsoolJ el aI., 2012). 
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2.5 Kno", ledge or periodic medical check up 

A good appreciation of the existing knowledge as well as preventive heaJth practice of a 

community is critical for developing population-specific health programmes (Eke e1 aI .• 2012). 

Knowledge of periodic medical check- up was found to be high (89.6'%) in a study among traders 

in Nigeria (He et al.. 2012). lorant et al.. (2000) reported that knowledge on periodic medical 

check- up is an important factor that detennines the ability to seek health care. However, il was 

discovered that knowledge does not always lead to practice. In a study by (Eke et aL. 2014), it was 

observed that 78.7% oftrBders "ere found to be knowledgeable on medical check- up however 

f",' (43.2%) practiced PMC'. This was auributed to long waitin!! time 8t health lacilities and also 

they feeling of not ill 10 go for medical check-up. It is therefore more important for traders to have 

time for their health 10 contribute significantly to societal development. 

Awareness on periodic medical check-up was found to be high amun~ rl,.·spondents. In Ethiopia, 

above900/.oftl"al::tcr.;had~dknowledgeaboutperiodicmedicalcht:ckinacrosssectionalstudy 

(Vouking.Evina,& ladenfok.2014). 

McDonald. (2013) reported that age. race ethnicity, Sex, income. self-reported dental health, health 

insurance coverage was significantly associated \\;th dental visits among traders in Sweden. 

however irrespective of all this factors. knowledge about medical examination and health is 

paramount as it is an indicator to infonn once choice either to go for periodic medical check-up or 

not He also reported that, people with known history of medical condition irrespective of their 

knowledge arc more likely to go for periodic medical cheek-up compared to those v.ilh unknown 

histol) of any medical condition. 



Camargo C1 a1.. C2012) reported that the main prediClOrS for a routine medical check· .. were 

knowledge. higher economic statUS and higher cducationallevel . In a study carried out in Germany 

among traders on how frequent lhey go for routine medical ched:.·up. it was observed thai 

kno~ ledge was a significanl factor for periodic medical reviews. Among 272 fC5pondents. 240 

had adequate knowlcd~(' with a knowledge score of 88.2~o II:loc:bel el aI .. 2014). Ine likelihood 

ofu.\ing a service becomes progrcssively higher when an irxiividual has som ekinJofkno",ledJ,!e 

2.f;Practiceofperiodicmedicalcheckup 

In nwnerous de\eloped countries PM(' are perfonned for prevention of several chronic di!'oe3!>C!o 

(Dryden el aI .• 2012). In GeI11Wl)". every individual who has statutory health insurance and is 8aed 

35 years and above qualifies to have a biennial medical cht:c\...- up (Beebel et at .. 2014) . In 

addition, since 2009. the United Kingdom has been practicing NHS Health Check progranullc 

New medical check-up programmes have also been 5Uggested or commenced in the Denmark. 

Holland and Australia in the past few years (Si et at. 2014). In Japan. employees working in public 

entities are required by law to undergo an annual medical check-up which onen ..:unsist of an 

o\'erall history. physical examination. blood and urine in"'~igations, electrocardiogram and 

radiography ofw chest (Miyazaki et aI .• 2007). Additionally. screening tests for hepatitis B and 

C. cervical cancer, endometrial maJignancy. colon carcinoma. breast cancer and gasUic cancer are 

al!i(Jwidcly \'a1idatcd b)' numerous public healthexpcrts in thc country. Medic.lcheck-u~are 

also done by some general practitioners outside structured programmes and by commercial clinic .. 

I Krog .. lxtll. Jwgensen. &. Getz:sche, 2013). 
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In Nonh America. PMC has been practiced riluah~lically for K\eral decades. About a third of 

adult population in the LJSA receive an annual periodicevalualiun in any given year I Mehrotra & 

Prochazka. 2015). 

In developing countries. there is poor practice of !'MC (lJsman et al .. 2016 ; He et al .. 

2012;lIesanmi, Omotoso, Alele. & Amenkhicnan. 2015). Most Africans including Ghanaians are 

curative minded .Tney accord little attention to issues of health and give little or no rriurity to 

medical check-up. A research on the knowledge and practice of I'Me among traders in a 

community in South East Nigeria reported that only 39.4~, of females and 29.4°/, of male 

respondents practiced PMC (Eke et aI., 2012). A similar study by IIcsanmi et a1. (2015) which 

looked at knowledge and practice of PMC among adult members in 8 community in South West 

Nigeria reported thai aboul 62% of participants had ever heard of periodic medic al check-up. 79D
-O 

oftoosc who had heard had ever done it and only 48.2% amonB those who had ever done il had 

fn:qucntmcdical.;l\c.;k·up. 

2. 7 f.·a~lon influencing practice of periodic medical check up 

According to Buuo & Mburu. 2015: Akafuah & Sossuu, (200B), sociodemographic faclors such 

a..\gcnder.maritaluaaus.andagewercsignificantfactorsidentifiedtobeassociatedwithperiodic 

medical check-up. Higher medical check·up attendance has been foWld to br associated with 

inCmlSin8 age. higher socioeconomic status. being married. stronger MX:ial support, physical 

activity, non-smoking. greater fruit and vegetable conswnplion (HoebeJ el al.. 2014). However. 

He et 81 .• (2012) in a study on the knowledge and practice of periodic medical checkup by traders 

in South East of Nigeria did not discover any significant associations between ale, gender. 

cduc3tionalstatusandperiodkmedicalchcckup 
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Some suldies t't'pOrtN lhal female's have increased odds of utilizing health care scrvkes compared 

to males due to the various kinds ofdiscases th3t affect them. Hunt e1 al.. (2011) rt!poned that 

women consult on ~ir health SlalUS generally more than men, however. no dilference was noted 

in the proportion of female and male with r~gards to freq uency of medical check·up in 8 similar 

Slud)' in Nigeria. With respect to education, Abdulrahe~m, (2014) did not find a significant 

association bel\\'tcn educalion and frequent medical chcck-up in a5tudy conducted amongelderfy 

~;gman.s who assnscd their }}(allh needs and delemlinants of heOll1h-scekin~ behavior. lnis is 

inconlrastlotheargumcntthatthosewithhighcrlevel ofeducationshouldha\'c higher levels of 

health seeking behaviour (Eke ci a l •• 2012). Their results ~Iressed that the practice of PMC was not 

associated with educalional le\els among the popu(ation underresearc h.Healtheducaliondirected 

Id improving practice of medical ched..·up should nOI only be limited 10 individuals with low 

educalionaJlevels 

Hoebel et aI .• (201.J) indicaled in iheir studies the rcasl)llsconlribuling to low pracliceofpe:riodie 

medical check-up and found oul that, high cosl of sen . ice and inadequate time were the challenges 

that influence lhem nOI to have regular medical check-up. Religion, fear of being diagnosed 

wrongly was foWld not 10 be significantly assoeiatcd with periodic medical check-up. Hoebelet 

al .• (2014) reported lilal education has much innuenceon the praclicl! of periodic medical check. 

up. TIley reported lhat periodic medical check·up increasesl."\cn among couples when husband or 

wife had anained some level of education. UtcraC) is therefore identified as 8 very significant 

element thai affects the frequent} of medical check-up espccia\l) among pupulation in Sub-

Sahat'anAfrica. 

A study by Lonnt et al.. (2000) showed that people who had regular salaried jobro or have above 

8\eragc monthl) income mostly participate periodic medical check-up: How~er. Hoebcl cl al.. 



(2014) did not find an)" !oll!nificant associatiun belween in..:ome level and perilldic medical check-

up in • stUdy conduct~-d among traders in Bangladesh 

The main rnsons for people poor patronage when it come!> 10 medical check- up in Sub-Saharan 

Africa is their perccption IMt heahh facililies "ill misdiagnose (hem. This decision therefore 

pn=\cnts thnn from acccssing periodic health care until they show symptoms of. particular disease 

befol't' they begin to be aClive (Lorant et al.. 2000). In a study undertaken in Nigeria. Abdulraheem 

(2014, reported that client mistrusl of service providers was a major bamer to accC'ssilll periodic 

medical check-up. The sensitivity of Ihe machines used in medil:al exammatiun IS also another 

soun;e ofwonywhy most people do not go for periodic medical check-up (Hunl el al .• 2011). 

A rcKarch by lloebel et aI (2014) in German) concluded that hea1th check attendance was 

auocillled with higher a,e. higher socioeconomic statu ... being married. stronger social support. 

physical IICti\·it)". non-smoking. greater fruiland vegetable consumption. and higher outpalienl 

care use in men and women after mutua! adjustment. 



( IIAPTER TIIREE 

METHODS 

3.1 StudyDesiga 

A cross.s.cctional quanti tative study of Periodic medical check·up among Ytorkers al Kaneshie 

market. in Accra. Ghana was conducted 

3.2 Study Area 

This study was done in one of the major markets In Accra which is the Kaneshie market. It is 

situated in Okaikoi-South Sub Metropolitan Assembly (5.5664° N, 0.23570 W) figure 2. It has a 

big market comptex building which comprises three floors with about 2500 stalls. shops and 

offices. There are also a 101 of stalls around the market complex building who an.: operating under 

tbepennitofthe Accra Markct Authorities. 

The market was selected because it is characterized by a heterogeneous group of workers: IOllllai 

and informal ..... orkcn. sedentary and non·~denwy workers who by the nature of their working 

life lIya might not be practicing PMC. The workers include traders, skilled and unskilled manual 

YtOrkClS. defies, health pmfcssionaJs and bankers. Moreover. it is among the few ~Iati\'ely well 

organized markets in Accra with well demarcated stores. stalls and oOke" within the market~ 
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Figure 2: Map showing the location of Kaneshie market 

Fi~u.-e 3: i\:;meshie ma.-ket showing the complex building with various activitin outside the 

building 
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3_l,IOutcomr\'ariabie 

The OUlcome vanahles werc Knowledge of Periodic MedicaJ ChL"Ck·up and Practice of Periodic 

tl.1c:dkal Check-up. Practice of PMe was measured by initially asking respondents whether they 

kaJ c:ver gone f«medical ~heckup This resuiled in two initial ci8SSlftcation of Yes (periodicJand 

No (non- penodicl. 'The panicipants who responded yes Wt."re further asked about how frequent 

they went for medical checkup. They were asked 10 select from the followinl; answers: once a 

year. l\.\lce a year, more than two limes 10 a )'1:lU'. and others (~2 years). Respondents who wenl 

for medical checkup once a year. twice a year and more than IWO times within a year were given 

a S(ure of I and cI~sified as ha\'ing "Periodic" medical checkup. Those \\00 Wlde1wt'n1 medical 

checkup unce every two years and more were given a score of 0 and classified as havins "Non-

periodic" medical checkup. Those who had earlier answCTC'd NO were by default, added to those 

who were gi\'cn a scoreofzero (0) forthc frequency. 

3.3.2 MUliurelllenl of knowledge of Periodie MnJica l ("h«k·up 

Knowledge 'Aas assessed h) using a 9 item Likert scale (Minisuy of l-ieallb. Ethiopia. 2011) with 

S poim raling.s; ~stronily agree". "Aaree". "neutral". "()isa~rce" and "strongly disagrc."'C··. With 

rapect 10 the dca,rtt of ratings.., strona1y agree was given the hIghest score of I, fonowed by Agree 

(2). neutral (3). dl .... grec: (4) and stronaiy disa~rec CS). Depending on the summalive ,,"ore of the: 

questtons., ~ individual score would fall between 9 and 4S with a median score of 27. Worken 

who obtained a sum ofknowledae score below (<27) were classiflCd as having high knol,l,ledle 

whil~ those with summation SCOre >27 'A~reclassir.ed as ha\ing low kno .... ledge. respondmb .... ith 
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scor~ jusl equal to the median howevd were classified as !la\ inK a\ era~e knowledge (Ministry of 

Health. Elhiopia.2011) 

3.J.3lndrpendtDl\ariables 

The independent \ anahlt:st:ncumpassed Sododemographic .. ariables such as age, sex, occupatIOn. 

educationallC"'el of rnpondents. 3vt:rage monthly income. marital stalus. health insurance status 

3.4 Slud~ Population 

The study population wgeted for lhis study w~rt: adult workers at Kaneshic markel. They included 

traders. skilled and unskilled manual "orkers. bankers, insurers. artisans. clrivers. 

Health workers 

.l ... .Ilnclusion( ·ritl'ria 

Persons who were above 18years and involved in an) type of approved work at the Kaneshie 

markcldunngthcrcscan.:hperiod were included in the study 

Prople who were workeu somewhere but hap~noo to he pres-:nt at the Kaneshie market during 

the li~ oflb.: study were excluded in the study. Additionally. workers especially sqU3uers who 

were opcl'3ljn~ illqally in and around the Kaneshie market complex t'luilding were exc:luded. 

l.SSampliDK 

l.S.1 Salllplesixe 

The !\ample siu (n) .... as deri~ u.,ing the Cochran's fonnula (Israel, 2018). It ..... as detennined 

based on pmponlon of respondents who h8d practiced medical checkup in a P"\Wus study dont 

in communit), 20. Tema. GhIna (~2017). 
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n = z:-jP(1-P) *(1+r) 

" 
n-The sample sizc 

p. 0.681, (prevalence of68.1 % is assumed because a study done in Tema in 2017 reported 68.10/. 

prevalence of assessing routine medical checkup. 1lte o\crnll prevalence in Ghana is nnt known'. 

e. The desired le\e\ of precision or level ofaccep18blc ,,'rrur '" 0.05 

z: 95% confidence interval (standard value 1.96). 

r _ Non-r~pollse rate of 10% to deal with uncompleted and unreturned questionnaire .. 

n-367.19 

n"'368 

Therefor~. Iht sample size for this study was 30M "jth the asswnptions nf95~. confidence level 

and S'/e precision. 

3.5.2S.mpli DgTecbn iq ue 

The respondents were initially categorized into four groups. Each floo r "ilhm the three sto~ 

market Ctlnlplex was regarded as a group and the ~ group \118.5 the: workers outside the build in". 

Each group was further divided into su~roup'i based on the category of work they were involved 

in. Subsequently. convenknt sampling technique was used to select ninety- two (92) respondmts 

from Ckh of the groups. A cunvenient !>amphng rather than random sampling was used because 



the respondents were business oriented people who had lidle or no time to spare for an IntCf'\-leW 

Thus. the rour groups "'ere shared amon~ the prmdpal mH!Sligato( and the three (esnrch 

a .. sistants such that each research team member had one group of respondents to intervicYo. In each 

gruup or f1oor3. a tcam member went to ditTerent subgroups to ensure fair representation of various 

categories of W{)rken._ In instances where the research team member visited a particular office, 

shup or staJi and round morc than one person who were available and willing to participate in the 

intervie\\.there was balloting done with the ballot papers having yes and no .... Tinen on them. The 

pcrsonwho pickod yes was included in the study 

Each indi\·idual panicipalin~ in the ~udy ",-as given a code to note that he/she had been 

interviewed. Thlsprocooure ..... asrcpeatedon the subsequenl days llntil the desired sample size of 

368wasachievcd. 

3.6 Datacoll«tioa t«hniquc and lools 

A standardized "IueSlionnaire (Appendix 3) was used in collecting the data. The qucscionnaire 

c:omprised closed ended questions. Three Research assistants were recruited and trained 10 help 

expeditc the process of data collection. The well-structured questionnaire was explained and 

interptetedwrespondentswhodidnotunderstandthcEnglishlanguagc 

3.7 Qualil)'Coatrol 

Se\cral m ... -clwlisms ..... -ereput in place to en~ureand guarantee data accurncyand quality devoid 

ofbiascs. These included clWful training of research assistants, pre~testing ofqueslionnairesand 

supCTvision ordata entry and processing. 
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The questionnaires were pre-tested at Odorkor market before the actual study was done. All 

necessary cOlTecLions induding darity of questions. responses and vagueness of Ihe tools as 

reveaJed bylhe pre-testing were el'fected 

Three r,--..carch a .. ~istanls with health background who are fluent in Gs, T",;, Ewe IUld English were 

re.:ruilcd and Ir .. iTk."d for the study. The training involved the explanation of questionnaires, ethics, 

how to seek infonned consent iTom rarticipants and how 10 administer the questionnaire to the 

panicipanlS who consented to par1icipate in the study. They were also monitored on daily basis. 

Data collected were validated. serialized and code<!. Microsoft Excel 2016 dataN~ was used to 

enter data from each respondent and appropriate label name were assigned to each variable. Dat. 

were cross-checked tor errors on hard copies to ensure correct entry of the variables. Completed 

qutSlionnairc~wcn:cntereddailyaftcrwhichdatawerecleaned 

The data wctt collected tTom e\'cr)' r'-'~ptlndent and series of checks were conducted after daily 

coll«tion to cnsure that questionnaires were well completed and appropriatdy filled with accurate 

infonnation bcforefinaJ analysis. 

3.8DataaDaly~" 

Ra\\< dllta ",ere entered inlo Microwft Excel 2017 spreadsheet, cleaned and imported onto Stata 

software version 15 (Stalacorp. Colle8c Station. Tx.USA) for statistical analysis. All non-

responseswerere~ardcda. .. mis.sinildata. 

lini'"ariate anal}'sis and descriptive statistil;s including frequencies. cross tabulations and 

percentages were obtained on variables and the results were pre~nted in the form of tables and 

barchart. 
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Bi\"ar18le analyses using Chi square were perfonned 10 test the associations between periodk 

medical check-upand (he independenl variables. However. where one of the expecled frequencies 

in.ctllwaslcsslhanS.Fisher·scX3cll~I"asuscd. 

Multiplelogi!olicn=gre~ionwascarriedoutonthedepcnd("nlandeachof(heindependentvariables 

that WC1'e Slati51ically significant at the bivariate level. Statistical significance was a cceptedal5% 

level of significance (P:O:O.05) 

3.9fthicalconsiderations 

Ethical clearance W3' i=0l1en from the Ghana Healln Service Etnics review Board. Permission \us 

soupt from the m ..... !!cmenl of the Kaneshic: market and informed consent was also sought from 

Ihe participants before the study was carried out. 

3.9.1 A«essandapprovalofstudYliru 

The principal iR\cstigah)r visited the study area personally to notify the management of tne 

Kane'lhie market about the plan to conduct the study. A letter of mtroduction was acquired from 

the llead of Department. School of Public Health. College of Health Sciences. and University of 

Ghana and submitted to the in ch,ng .. ·. SUO!.e4uendy. the Ghana Health Service Ethics Review 

Committee's approvaJ letter "liS also submined to the authorities. 

3.9.2 Privacy and co.ndentiality 

Privacy and confidentiality were ensured by using initials rather than the namc!o ofrcspondenlJ in 

filling out the questionnaire. Intervicw with the individual respondents was also cond ucted in an 

isolated area 10 as to a..-.ntee their pri\"aC)". Participants' initials or names were also ~ 
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IDCnllol'\C'd in the report of the study and information obtained on participants was kepi. confidential 

bet",emlhcprincipalip\es1i~atorandtheSiudyparlicipants 

3.9.3Colllpeautloa 

Study pani,"lpaIlh "ere not given any compensation for participatin.,: in the study. This was made 

known 10 parlicipams before they chose to lake part in the study or not 

3.9.4 Risksallld 8enefib 

Beside the time kJst b)' study subjects in responding to the questiOMaires and responses to 

question! about their ages and marital status which could make them a bit uncomfortallie. no risk 

or cost was associated with participatmg in the "Iudy, Participants would not gain any direct 

benefits, However. it "as expected thaI the findings of this research would conuibute to improving 

polic) and promotion ofPeriod~ medical check-up 

3.9.$\'oluatarywitbdrawal 

Participation in the study was completely voluntary and participants had the option of choosin~ 

not to ans,",'ef any of the questions. Panicipants had the option of "'ithdra'Aing from the study at 

an)' time. lIo,,"'e\'ef, panlcipant .. were admonished and encouraged to fully )'artie Irate to ensure 

that findings from the study would be a true reflection of Periodic medical check. up among market 

wurkcrs 

3.9.6 Informed Coa seDI and CORsenting process 

Informed consent "'-as ubtained from participants before commencemenl of the study. fhe 

objCCli\ei of the study was explained tu respondents individually before con""nt "'U soulhl 

Whereappnlpr1ate.the contenland ptuposeoftheresean:hwa. .. thorouahly interpreted incothe 
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language WkknIood by the respondent. The decision to take part in the study ",as absolutel) 

\"nlunl.al) . They "'"ere made 10 undeTstand that refusa)lo take pan \\3S not going '0 affect the 

relationship bet""een the panicipant(s) and the researcher. In addition. a ",Tilten consent fonn was 

signed by respondcnts before they could panicipate in theSludy 

3.9.7 O.tllstorag~.odluage 

11k: entire data collected in this study was strictly for resean:h purpu~s . rhe data ",as stored in a 

5afe and 5C'C:ured manner in safely locked boxes and password protccledclcctronic me die. 

Anon)mit) was ensured in dissemination of findings from this study since panu.:ipants were nol 

lobe identified by their names. 

3.9.80n=larattoDofr:ODflictofiDteres' 

Asthepflncipa.i investigator. I hereby declare no connict of interest inreJation to the study. 



('HAPTER .'OlIR 

H.ESl·ll .... 

4.1 Socio-demograpbiccharacteristiclofrcspondcnts 

A total of.l6i participants ~en! interviewed and recruited for this study. Out of this 21 1 (57.3%) 

were females and 157 (42."'0) W~ males. The results showed that majority (32.3
0
4) were 

between 26 to 35 years. 195(53%) "ere married. Concerning educational back"round, 38% had 

attained primary school and 30.2% had tenia£) level education . Majority of the workers. 118 

(49.2%) were traders. With rC8aro to religion. the rcspondenl'i were predominantly Christians 

(9Cl2"'0). Majorit} 14.1.5"-0) ofrespondenls eamed an average month)) income ofGH¢301-600and 

only 16.9".4 earned above GH¢IOOO. Ninety one percent had either National Health Insurance 

Scheme (NIIIS) or priUIC health insurance. The hack~rllund characteristics oflhe respondents are 

showninlable I. 

Table I: Sociodelliographic characteri!ltks of respondents 

~i~n.)IN.J68) 

l6-" ..... , 

Marital Status (N=jbll 

~::. 
~ 

!!-::::::!!:I;! rtspondenb (~"368) 

......., 

Frequency 

76 
11 • 
78 ., 
157 
211 

19~ ,. 

l5 

'''' 
29 

427 

"3 

39.7 
53.0 
'.2 
1.6 



~~ 12 
Tm..., III 

E_""_I,,,"II,sorrrspondtllbC N .. j(8) 

50 ~"tchnlQll 
I. 

,. 
~~~n~1 I I I '. 2 

" 20' 
lJn~.lIedffiWl~1 IJ " C,,,.Isef"p, JI ... 
Rtltgion(N ~)68) 

c.:h.rl\h.l""~ )}1 00.2 ........ 31 ... 
Tradiliorull I 0.3 

'''''''' , \.I 

Alitragt_CMl,II.,IIICullltIN _j611) 
GHtS~)OO '0 
GH(JOI-600 160 43.S 
01lt601 -1000 66 17.9 
GH~ -1000 62 

Hnlt"'II~. ,.ntTsta'u,tN ,",j6I1J 

IM4Ired(NHI"', '91 
IIMftd\Pnv_r Health Inu.ranu:, 37 
uo ....... Jl 9.0 

4.1 Knowledge on Periodic aaedical check-up among worken at Kanesbie market 

The results shO\,-ed that th~' proportion ofrespondenb with high knowledge about medu.:al I:hcl:k-

up was 90.8%. 5.9% had aver8i:c 1 .• nuwl~Ji:c and 3.3% had 10" knowledge. Table: 2 
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Table 2: luIowled.e ~('orl' on Periodic mnlical check-up amonK "orken al Kaneshie markl"· 

FrTqfincy Peruntagl' ('/.) 

12 
A\~p: 22 
High 334 

*Dcri,-ed from Liken Scalc(Minish'), of Heallh. Ethiopia, 2011) 

Jl 
59 
90.8 

Majoril) (48. 1%) strongly agreed 10 the assertion lhal PMC is important for asymptomalic person 

while 38.0°/, had kno\\ledge on the claim that PMC are to screen for diseases and 8(t educated by 

the doctor about healthy lifest)'k. Moll respondents had know1edlleaboullhe Significance Of 

importance: of PMC and 61.4% agreed to the statement that PMC i:s a routine test performed to 

chcckthcnverallhuhhofanindividual. 

Most respondenl5 (66.6%) had knowledge and agreed 10 the assenion that PMC is necessary 10 

estal'llish a health baseline. Additionally. 64.1 % a1$O agreed that PMC encourages worken to be 

heallh co~ious. Knowledge assessment table is shown in 1 able J 

Table 3: K.owll'dlC' of Periodic medical check-up amon~ "ur"""" al Kane!lhie market 

Variable FreQuencv 
Period ... edkal c~kup b i_pona.t for 
asYlPplomatKpersoa 
Stron(tlya~ee 177 
A~ee 162 
Neutral 24 
Di~aree I 
Slron~lydi~gree 

p .. riodicmedkalcb«kupareIOKreenfor .itnses liN lei flIunted bl .lIe dodor 
abcHllbnltllllifestyk. 
SlronEI~ ap1X 142 
A~ 2~ 
Neutral 10 
DiSll8J'CC S 
~1r<'>n~lyd.sa~ 

Periodic medial clleckup as used to pre .... e 
dOC:lor-plittHlrdlltionsilip 
SlnlflFlr~e 

31 

Pen:enlase 

48.1 
44.0 
6.S 
0.3 
1.1 

38.6 
2S .6 
2.7 I., 
0.5 



A",,< 169 
45 .9 

NC'ul~l 59 
16.0 

OISlgK"C 
47 12.' 

StronSI) disagree 6 
\.7 

PeriodtclAt'dkalclt«kupisaroliliaetes( 
periormedtocbe<'k)ollro\eraliltelllt", 

129 35.1 
StrOngl}ligree 

~!:al 
226 6\.4 

10 
~ 7 

nl ..... ~rec J 0.8 

~t"108Iydisas"':~ ° 
0.0 

PukMiic .. edicalche<'kupisnKessaryto 
establh ... ItdU .. btueli_ 

29.4 
Strongly.81ft 108 

~!:al 
245 66.6 

12 ) .) 

Di.ag.ree 2 0.5 

Stronglydlsawee I 0.2 

Periodic medical ch«kups eACOUnice 

workers 10 be heal1h con.«ious 
Sironglyagrec II) 

64 .1 
A,.., 236 
Neuttal 10 2 .7 

Oit.agree 6 \.6 

Stronllydi""grce 3 0.8 

Periodic Meelkal dlt'Ckup i. workcn should 
aj,,'aysukqIlHtkM.lalHHlte:urcisc. diet and 
drugoraicollollUe. 
Stron[t.ly &(p"ec 31 

Asre' 19 5.::! 

Netrtral 20 5.4 

Disagree 209 56.8 

Slh\Oltly disagree 19 24.0 

Perioditmedicalch«kupsbouldaiwaYI 
cour I"e patieal't beart, lungs, and the pulse 
alHlbloodprnaun',a.dbloodaDduriDc 
trllts. 

SIJOf'I!!lyagrce 25 6.8 

~:::al 
13 4.9 

15 '.0 
Ol~e 175 ·H .6 
Stron"ly dl"gru I3S )5.7 

J2 



Allllnualphy,icalmedicalnaminationsis 
tOu'rH undn ,h .. National He.llb I_ura .... 
S, .... ItM'. 

Str~l~avn: 14 
AarH 12 
Neutral 10 
Oisagr« IX) 

"'lron (,! l ~ d isagree 

., 
) 1 

" 245 
60.3 

4.3 Propor1io. or rnpo.dmts wbo pnctiC'C'd Periodic medical check·up and their reaSHS 

'The: results showed thatlhe proponion of workers who had periodic mcdkal ~heck·up al Kaneshie 

market was 46.7% (Table 4). 

About 24.7% ofrespoll\lenl~ ..... ent for medical check-up once a ~c"r. 10.9 % ,,"'Cnllwicc a year. 

more: than twice a year (11 .2%),9.&% went for medicill check-up once every IwO years .whilJl 

43.5% "enl for check-up once for a period more than two yean and the) fonned the majorily 

General examination (52 .5%) was the well·kno"'ll type of lXriodic medical checkup. Out of the 

255 rnpondnus who had undergone medical checkup, 225 (88 .20/,) sought for health c~ in a 

M!>pitBl(Appc-ndix2) 

Olrtoft.hc responocnts who had never gone for medical check-up. I'hgh cost of scrvlce(41 .6'/e). 

not having time (40.7'Yo) and not sick enough (39.g'le) were the predominant reasons perceived to 

ha,'c inllucn...:OO them nol to go for PMC. Respnndenls reasons are shown in (Figure 4). 



Tabte 4: Proportion of "'or ken "bo pracliced Periodic medkal cbeck-up 

V_rUble frequency PerftDtale 
Ever •• dergeDe.edical('b«kup(~=l368) 
Yes 255 
No 113 

FrequeDc)-' OrlRedicalc~e('hp(N=368) 

Once a year 

Twice a year 

Morethant\\ic(8),car 
Once every I\\'o years 
>Two years or never 

Outcome 
Periodic 
Non-periodic 

50 
4S 

i;: 
I" ., 

91 

40 

41 
)6 

160 

172 
196 

I 

69.3 
30.7 

24.7 

10.9 

11.2 
9.8 
43.5 

46.7 
53.3 

I 
ficun 

4: Participanl:<i reasons for nol b.\io2 PeriodiC' "edicsl check-up (-Multiple 

respoos<) 
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..... "~sf)cialion bctwccn socio-dcmul:nlphic characte ristics a nd pract ice or pt'riodic medical 

checkup 

A bi, anatc analysis using Chi-square was used to dc:tenninc iftheTe existed signifICant associalion 

beh'cen independent variables (socio-demographic characterhti~s and knov.Jedge) and dependent 

variable (periodic medical checkup). 1k results revealed thai. age (p '" 0.001). sex (p - 0.001). 

marital status (p . 0.001). educationallevd (p '" 0.013). average monthl) Income (p - 0.1,",,8). 

health insUIllDCe status (p = 0.037) and knowledge (p " 0.003) Wl:te the factors found to be 

sil!!nifkantly associated with pcnodit: medical ~heckup at S~ level ofsipificancc(p $0.05). Other 

demugraphic variables such as employment status (p" 0.316) and tcligion (p=-O.140) were assessed 

but were found not to be significantly asso~i.ated with periodic medical check-up (Table 5). 

Table 5: AssOC'ialion between socio-de mogr. ph ic cha racteristics aad periodic medic. 1 

Check-up 

Periodic llHdicall"ht'l'kul' __ _ 
Periodk(%) 'u"-flt'r todic p-value 
0(%) n (O/.) TotaIS (%) 

Age group 
18·25 19(25) 57("75) 76( 100.0) 
26-35 49(41.2) 70(58.6) 11 9( 1000) 
36-4S 41(52.6) 37(47.4) 78lIOO.O) 

63(66.)) 32(33 .7) 95(100.0) 

S" 
M.k 54(34.4, 103(65.6) 157(100.0) 

118(5S.9) 93(44 .1) 211(100.0) 

M. rital.aac .. 
Sln@k 43(29.5) 103(70.5) 146(1000, - 113(57.9) 82 (42.1) 19S(ICKI.0) 
Sq>omed 10(S2.6) 9 (47.4) 19(100.0) 
DiVOKe<l 6( 100.0) 0(0.0) 6(100.0) 

0(0.0) 2(100.0) 2(100.0) 

[ duu cioaal lE'\-'eI 
f'IIotorm.lcduo;~IMIfI 11(31.4, 24(68.6) )5(100.0) 

)S 



p"""" 57(40.7) 83 (59.3) '010(100.0 

s-.s.., 40<48.&} 42( 5 1.2) 82(100.0) 

TcnlM\ 64(57.7) 47Col:! ,}) 111(100.0, 

E_pIoy .. entst ••• s 
0.3 16 

Profeul("'. I - I "hnl~.l1 26(52.0) 24(48.0) SO (100.0) 

Clerical 8(44.4) 10(55.6) 18(100.0) 

Tradin~ 85 (46.9) 96(53.1) 181(100.0) 

Skilled manual ::! 8{17J) 47(62 .7) 75(100.0) 

Unskilled manual 6(46.2) 7(Sl.8) 11(100.0, 

19(61.) 12(.18.7) 3 1(100.0, 

Religion 
112(51 .8) )32(100.0) Chrisuanily 160{48.2) 

M",1nn 12(38.7) 19(61.J) 31(100.0) 

TnKlittonal OID ,D) 1(100.0) I (IO(W) 

0tJ>m; 0(0.0) 4(100.0) 4(100.0) 

Average moa.ltly IIK:Hlf 

GH,SO-JOO 29(36.3) 51(63 .7) 80(100.0) 

CiH¢301·600 72 (45.0) 88 (5S.0) 160(100.0, 
GHe60I.IOOO 38(57.6) 28(42.4) 66(100_0) 

GHe >1000 33(53.2) 29(46.8) 62(100_0, 

HuUltiu.ra-.crllat.1 
In\uf'C'd(NHIS, 142(47.7) 156(52.3) 2911100.0, 
Inwral(Priullcllnlthln'UI"n"cl 21( 56.8) 16(43.2) 37(100.0) 
( 'n"HUl'Cd 9(27.1) 24(72.7) 33(100.0) 

Knctft'lt'CIge of periodic medical check 
.p 
Lo. 1(8.31 11(917) 11(100.0) 
Average 6(27.3) 16(72.7) 22(100.0) 
High 165(4941 169(50.6) 334(100.0) 

·SIcDifkant(p~O.05) 

4.5 Multiple l.ogistic regression .. nallsis oUaclon associated with PMe 

ACC. sex. marital status and educational le"el were the factors found to be statisticallY 5iBnificant 

when mulliple logistic regres.s.ion "as conducted on factors that signifICantly influenced P\1C at 

the bivarialC: k"el (Table 6). 

The raul." "ho"ed that workers "hu ,",ere abo\'c 45 )caJ"s were 4 .7 limcs mon: likely 10 ha"'e 

pcdodk medical c:heck~up compared to those between 18.25 years (AOR - 4.7; 95e;. CI"' 1.92~ 
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II 7&1 Also. worl.~rs "ho are between )6-46)taI'S had Increased odds of pnctlcing periodic 

Imdical ('hc~k-up compared 10 Ihose belWl"Cn 18·25 y~ars (AOR-3.3: 95% C)-I.)2-4.7.96). 

h:-male "orkers "crc 1.9 limes more likel)' 10 have periodic mrdic.1 check- up compared 10 their 

malt countcrplU1$ (AOR 1.9: 95"". CI"'I 18-3 Ill. Wtlh rqltds to manlal ~"Ius.. workers who 

were married ""CTt' 2.7 limes more likely to M\'t periodic medlC.1 check· up rel.tive to those who 

~ single (AOR- 2.7; 95% CI' 1.48·5.15). 

Workers who hid .ulined tertiary education were 5.81imn more likely to have periodic medi~1 

check· up ~mnl*c:d to those with no fonnll educltion (AOR- 5.8n: 95°,4 C)--2.00·16 78) 

Workers who han: hit.:h knuwledge on medicil check had 6.2 times the odds ofpraclicing periodic 

mediCilchcck· upcompamJ to those with low knowledge (AOR- 6.2: 95o/.CI-I.72·IJ.7J). 

AVft"ag¢ monthly income and health insurance stilus which WlS sianlficant 411 the bi\anale loaiS1ic 

regn:s~iun level were found not lobe stntislically significant in the multiple logistic regression 

1ew:1 and were therefore no1 included in the model (Table 6) 



Tahir t.: \Iultiple lo~iSli(\" regrts,ion o( the (a(ton anod.'t'd .,. it" periodic medical check· 

"r - - - -
Mtdinl dlHk up 

Periodi(' ~on.p('riodk ('OR(9~O/oCl) AOR(9~°.41 

Ai( - R(O/.) 

18·25 19(2S) H(75) ref ref 
2~)S 49(41.2) 70( 58.61 2.1 (1.I1·J,96) 1.1(0.85·3.1 
) .... S 41(52 6) 37(47.4) JJ(1.67 .... 58) J.JOJ1·7.' 
4S' 6l (66.3 ) 12m.7) ~.~(J.02·11.~) ".i(I.92.1I, 
Sn 

54(34") IOJ(&5.6) ref ref 
118(55.9) 93(44 .1' 2.42(1.57-3.71) 1.93 (1.I8.l 

Sill81e 4)(295) IOJ(70.5) ref .. f 
113(57.9, 82 (42.1) J.J (2.09-~.21) 2.1 (U8-!i.1 

Separaled 10(52.6) "(4 7.4) 2.7(1.01-7.01) J . I(0.95·1 o.~ 

6 (IOCtO) 0(0.0) 0.0 
0(0.0) 2(100.0) 0.0 

11(31 .4) 24(68.6) ref 
Primary S7('0.7) 83 (59.J) 1.49(0.68-3.29) 1.4(0.55--3.7 
Setonda~' 40(·UI .8) 42(51.2) 2 .08(0.904.79) .2 .1 (O .77~S .1. 

T",,.,, 64 (S7.7) 47(42.3 ) 2.97(1.33-6.65) 5.8(2.00-16: 

Monthl)iaromr 

~y, \b " SI(O) .7) 

GH~301·600 72(45.0) HH("S.O) 1.44(0.82·249) 0.·'(){11.47~ 1 .9 
GH¢601 . IOOO 38(57.6) 28(42.4) 2.J8(1.22--4.65) 1.8(0.81-3.1 

)J(B.2) 19(46.8) 2.01(1.02·3.93) 0 .14 (0.32.l. j 

~I.tus 

In ~lIfC"JfNHIS) 142'''7.7) ISO(S2 .)) 
Insurcd,J>mak) 21(S6.8) 16(43.2) 1.44(0.72-2.87) 09(0 ... .2·.22. 
Knowledr:t' 
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t(J~ 1(81) 11(91 .7) rei .. r 
A~!!t' 6(27.3) 16(72.7) ".1 (0.4J.9.21) ).~(O.85·_q 

High 165(49.4) 169(50.6) 1'.7 (1J7.18.", 6.2(1.72.11 , --a ("/.) reprnellts frequcn('} (percentage), ('ON: represents Crude Odds Ralio. AOR 
repr~als Adjusled Odds Ralio aad CI represeals ('oofidt'o('e inlt'n-al 
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CHAPTER FIVE 

S.I Knowtedge of "orkC'n at KaoHllk market on puiodic m~dH:al ('heck up 

AgoodknowicdgcandundenlarkJing(lflhe attitudeandpn:\cntivehc:alths«kingbchaviourof 

a communit) ' \ needed when designing population-specific health programme!. (Eke. Joe­

)k«hebelu & Okoyc, 201 21 In Ihis study the proponion of workers wilh adequate knov.tcdac of 

periodic medical check-up "a~ QO.80,o. This finding is consistent with the work ofEkeet al .• (2012) 

who conducted a study on knowledge of periodic medical check-up among traden in South EuI 

Nigeria and found the proportion with high knov.ledge 1(1 be 89.MiI. The reason for this high 

knowledge in my study may be due 10 the daily health educational programmes about periodic 

iMdica1 clted.-up on mass media in Ghana. Most of tile radio stalton have daily health discussions 

in differenllan~ua8es . Additionally. a lot of marketing has been done by health facilities especially 

herbal and homeopathic clinics encouraaing thc public 10 go for thorough medial check-up. 

Funher. moS1 of the respondents might ha\e their educa1ion on PMC at their places of worship 

since most of them were either Christians or Muslims. In rccenltimes. most religious bodies have 

bccnac:tivelyenpg:edinpublichealtha"'8fene5Screation. 

5.2 Proportion of ""orkers who practiced periodic medical check up 

In this study. the estimated proportion of Ytorkers who practice p~tC at the Kaneshie market Ytas 

<46.~/o. This finding &&rees with the work by F.ke e1 al.. (2012) on the practice of periodic medical 

checkup among traders in South Ea~ '" I~eria where the proportiun or traden who pnlCticcd 

p:riodic medM:a1 che..::~·ur was 45.4 %. This finding ho\\cvcr is contrary to a similar croll 

sectional study on periodic medical. check-up conducted among residents in a community in south 



\\ I.;,km Nigeria where the proportion of period medical check-up wu esaimlled 10 be 79.2-/_ 

Ulesanmi .. Omo&oso Bridl=el. Alele. 2015) . "'ut1hermon:. the results of the present study are 

conlrary 10 findings from (Danquah. 2017) who studied routine medical and dental examination 

among adult in Tema. Communit), 20. In thIt rncarch. periodic medical check-up anlORI the 

n:sidenu was found to oc hR_I°;,. However • • t must be nolcd that the t\'tO lattef 5tUdin did not 

focus on workers but the whole community. Workers are a pa:uliar group with lheir own social 

cbaJlengn that cannot be generalized for the whole population 

The fmdings of this study regardin@ those who practiced PMC was surprisinaly low (:onsidering 

the extent of knowledge of the respondents and preventive health campaign in Ghana at the 

moment by both the governrncnt and Non-GovernrnentaJ organizations. media and some religious 

bodies. rUr1hcnndl'e, with the presence of health facilities including hospitals. plwmacies and 

herbel centres in the building, it was expected that the practice will be high because of che 

proximity to thcseheahh facilit ies. 

The reason for the lov.~r level of periodic medical chel.:k-up amona: workers who participalf:ti in 

this cum:nl study might be dray,ll from the reasolUl given by the respondent! who had never gone 

for check-up. The excuse: of not havina: time was very prominent. The busy engagement of these 

wortc.ers mr.de it difficult for them to leave their work place. Their business module often was not 

IInICtUred well enough 10 aUoy, them to comfortably leave cheir stores or stall, 

Additionally, majority felt they were overtly healthy and did not need to seck any medical 

assessment. TIley also complained thlt the financial cost of going for such evaJuahon discOUflllfed 

mllst uf thC'm from Hoinc for periodic medical check-up. 



This 'iridin, was of concern as Sub-Sahara Africans includin, Ghanaians law hj~ f'1kS of 

diagn" ...... J and wldiagnosed chronic diseases (Dala] et aI .. 20 II,. Indeed. prevcntive scnriccs 

including PMC are wgentiy needed lO curb the burden of chronic diseases in Ghana. 

5.3 The influence or sociodemoJitrapbic racton and knowledge on 'M practice or periodic 
medical check up 

lhe results of this study revealed UIOClalllln betwccn the practice of Periodic medkal check-up 

and some of the independent \ ariablcs_ The practice or J}MC was found to be associated with sc){.. 

older age. being manied. higher educational le\el and knowledge. However. a .. ~rage monthly 

income. profession. religion and insurance status of the respondents were not signirlCanlly 

associated "ith the practice of PMC. This findings are consistent with those of some prr\'ious 

studicswhichroundage. g .... -nder.educationallevcl.andmaritalstatustobesignificantlyassociakd 

with periodic medical check- up (Butto&. Mburu. 201S: Mwan.i & Mangeni. 2012). Additionally. 

('amar~ et al. (2012) reported thai the main prcdiclGn for a routine medical ~hc~k up were 

knowled,e. highcreconomicstalusandhlghereducalionallevel 

In the present research. sex oflhe markel worker significant!) influenced practice ofPM{' Female 

workers 81 Kanc:shie market had inc~a'iCd odds of having pmodie medical check-up compared to 

lheir male counlerparlS. This findin~ is Con.""lcnt with the study by Miyazaki et aI. (2007) that 

reported thai aduJt females in China practiced PMC more than mal~. It is gcncnIly lhoughllhat 

females suffer from more diseases and are more sensitive to their health status. This could also be 

anributed to indifferem attitude of most males regarding heallh care. 

The: age tlf a \\"Otker at Kaneshic market was significanlly usocialed willi praclice of PMC. As the 

age increased the odds ofpqctil;:int; perilldic medical check·up also incrascd. WOlken who art' 

abo~ 45 years were more likcly to havc periodic medical check·up eompared to younger workcn 



bcll\o.:n. )8.25 yean. This n=sult is consistent with the ",ork of Eke el aI . (2016) who found thai 

practice of PMC among traders in the South - Eastern part of Ni~eria increased with increasing 

age. Additionally. the finding oflhi!> shldy is in congruence with Pfr' iuus studies which sU"e)'ed 

adults In Germany and sho",-ed thIt younger people were less likely to partiCipate in hcalih checks 

than older people (Hoebcl etal .• 2014). Theimpactofageonthepracticecouldbcdueto the fact 

that physiological changes as one agn ~ often associated with increased polential illneaes 

(Miyazaki et aI .• 2007). f-unhennore. )oungcr workers mighllhink they wcre not sid.. enous.h tu 

go for heahhevaJuation. 

With regards 10 marital status, workers who were married were mort' likel) to M\e periodic 

medical check- up compared to those who were single. This is consistent wilh previous studies in 

the: l'K, by Dryden. et." (201 2) which found that non.auendees of PMC were more likely to be 

single. Again. Aka.fuah & S05S(lU ,:!OOS). ~h!iCovered that marital stltus played a major role in 

periodic: medical check-up among Ghanaians. This finding may be due to the fact thai living 

toeether with a partner is associated with a mutual "health monitoring", which coukl resuh in 

increased attention to medical status or symptoms. and a greater involvement in preventive health 

actions. In addition constant sharing of information between partl'K'n. could lead to the one who is 

more infonncd advisin. the otlk:r 

The associalion between educational level and PMC which shO\,-'Cd that there was a likely increase 

in routine medical examination among market workers with hiLther education IC\'el is not 

surprising . It isconsistem with study by Hoebel et al. (2014)who found significant associauon 

between educ:ationallevel and practicc of PMC among adults in Germany. HoWC\lC'f • it is contJwy 

to. study dont" h) He et al .. ( 2012) whu reported thallevcl of educalion did noc affect 1JIMkc of 

medi ... .11 rheck-up . The n=ason for the as..~iation in this may be due to the fact thai educated 



lI ll.! , • Il lu.lIs "ere more like!) tu read. acquire health information and understand the importance of 

pre\ent l\e healthsel"'ice , and laic aclion to protCCI their health bcfon: lhey fell sid. 

The assoclalion between level ofkno\\ledge ofPMC and practice of periodic medical check-up 

among panicipants of the study was fOWld 10 be statistically significant. Workers at Kaneshie 

market woo have high Imowlalgc on medical check had 6 2 times the odds of rraclu:mt: pcriudic 

medical ch«k-up compared 10 those with low knowledge. This is possibly due to the fact IMI 

individuals with high knowledge have better access to information in medical care compared to 

those with low knowledge. This lindina however does not agrtt with a study by Ilcsanmi ct at ( 

2015) . In this 5Iudy. average monthly income. profession. religion and insurance statu!> of the 

respondents were nOi sienilicantly associated with 1'\1(" The results for income and profession 

were unanticipated. II is contrary to what is expect«l. that low earners would tend to worry mainly 

about thcir financial sec:urity.rathcrthan about fu'lure health problems. Ihu'i. might not bel!:oing 

for PMC". Moreover. it COnlmsts the belief thai individuals with higher income earnings can bcncr 

afford medical care compared to the 10\\ income groups. These results, however. conlradtccs those 

of a study in Germany by Hoehel el al ( 2014) thaI found income and occupational status 

(profession) to he strongly associated with PMC among both men and ","'Omen .Likewite, Kura et 

aI 1201 3, reponcd thai pcople who had abo"c: 3\cragc: monthl)" income mostly had incrc:atedxccM 

to mediad check-lip. 

The randing of no association between profeSSion and PMC" practice among workers aI Kaneshie 

market is differcm from the results of similar study by Sun et aJ. (20 J .. ) in China. as well as related 

study by Hoebcl et al (2014).This could be due to the fact thaI. regardless ofthc profession or 

occupallon . a.\1 "tlekers at Kaneshie market have busy ","ork ow:hedule which prc:venced lhcm from 



~"lIlr lor PMC', Mo~ver. occupalional heallh standards which cncoural,;.Cs w(lrkers 1~1 1,;.0 hlr 

I"\:gul.sr health e\'a)wnion is nol prioritized in mosl formal and informal workplaces in 0hana 



6.1 ('onclusion 

CHAPTER SIX 

CONCl.l-SION AND RECOMMENDATI()N~ 

The knowledge level about PMC was high (<)0.8%). howeveT. this did not tram.latc into practice 

ofP:-"1(' .among \Io'Orkersat Kaneshie mark(t which was low (46.70/,) 

1be stUdy also found that the practice of PMC among workers at Kancshie market was associatC'd 

wilh sex. hiahttlge. being. married. highereducalional level and knO"ledic Ontheothc:rhand. 

3\crage monthl), income. profession. religion and health insurance status oflhe participants were 

not significantly associated \\-;th the practice ofPMe. This low practice of periodic medical cheel<..-

up among the ,""orkers needs to be addrc,:,<:d because it has the pOlential ofafTeeting early 

ciet«tion, manabcment and prognosis of chronic diseases among these workers. 

6.1 RecommendlllioDS 

IllC Government and other stakeholders in health should organize medical outreach 

pr\lgr,unnw:=s in the market and other workplaces since the work schedule of majority of the 

wurkers at the Kaneshie Market discourages them from going (0 health facilities for it. 

Worken at the Kaneshie Markel should be encouraged to place more emph.uis on their 

health itTespective of their busy sehedules since high number of respondents hid 

knowledge of PMC bUl thaI did not Iran!>latc: into practice 

• Wheras thIS study focused on kno\\Jcdge and practice ofPMC among worker!l at Kaneshic 

marh"t. fUIU~ research should also investigate PMC in other work ploces. Ackiiltona1ly. 

the influence of the practice ofPM(' on morbidit), and mortality can be lCud~d, 
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APPE"OICES 

AP"P"'UIX I: PARTlClPA~TS I~FORMATlO:'ll SHEET 

PARnCIPANTS INFORMATION SIIH:r FOR WORKERS AT KANESHIE MARKET, 

ACCK\ 

STI IDY TITLE: PI'. RIO()lC MEDICAL CHECKUP AMONG WORKERS AT KANI· SHI~, 

MARKfT IN ACCRA, GHANA, 

INTRODl 1CTION: I am HENRY KUSI APPIAH. an MPH student II the School ufPublic Health 

University of Ghana Legon. I am conducting a research on the topic. "Periodic medical checkup 

among workers 31 Kaneshie market in Accra. Ghana .This is in partial fulfillment of the award of 

a Masler'sDegrec. 

BACKGROUND AND Pl·RPUSI· OF Ri::Si:.ARCH: I'eriodic medical checkup (PMC) has been 

proven to help in early detection of several asymptomatic infectious and non·infectious di5Ca~!'i 

including Hypertension. Diabetes mellitus. Brnst and promtic malignancy. This invariably affC'Ct 

tht morbidity and monalit~ rate of patients 

The aim of this study is to as~ss Periodic medical checkup among workers Ht Kannhie Market in 

Accra. (ihana. This will shed light on the knowledge and prevalence of the practice among workers 

in the market and thc reasons associated wilh this practice among this sCl.: tion of Ghanaians. It will 

also infonn hcalth 8uthoritie! in Ghana on the pr~·enljve htahh·St'Cking I'Ichavior oflhe wOfking 

fon:ein thepopulalion 

NATl 'RE OF RESEARCH: This is a cross sectional and quantitative study invol\·in~ a lutal of 

~()8workersatKaneshiemarkel. 

PARTICIPANTS INVOLVEMENT: If you agn:e to partll.:ipate in this study. you may be requimi 

to answer some questions on the knowledge and practice of p.:riodic medical chcdup. llle 

qucstion5willCl:quircapproximately20.25minulcs(orcompletion. 

PO-I ENTIAL RISK. : There is nllmmal risk involved in this study as ynu may be uncomfortable 

with .uu","uin~ ~ml! or the questions_ If 51JCh a situation happens. you can skip those qUitstions or 

withdra" from the study without penalty and without having to give any reasons. 



IU\:I' lliS AND COMPENSAnON: There is no compensation or direct benefit from yow 

pani~lp;mlln in this stud) . Howe,·er. the information obtained from this study \\'ill infonn the 

GO\lt:nunent and other stakeholders of Uealth in fannulating and implementing policies regarding 

Preven" ,, \;": l{ealth care including Periodk medical checkup. This will imariably affect the national 

and (!Ioh.ll hurden of communicable and nun-commWlicable diseases 

COSTS: Participation in this study \\ill be at no cost to yoo since questionnaires will administered 

topanicipants;llthemarket. 

('ONFIJ)ENTlAl.ITY: All the infonnatiun col~ed from the study participants will be kept 

confidential and will not be traceable to thc participanlS. Data "ill be under lock and key and 

electronic versions will be password protected with only the PI having access to them. You will 

not be identified by name in any dissemination reports or publications resulting from this study. 

VOLUNTARY PARTICIPATION OR WITHDRAWAL: Participation in this study is volwltary 

and deeision to participate. stay or witlidraw fromSludy isatthediscmionoflhepartic ipantand 

will be of no consequence. 

OUTCOME AND FEEDBACK; Hndings from this research will be published in 8 peer reviewed 

journal. A report will also be sent to the Ethics Review Committee. 

FUNDING: This study is self-sponso~d. 

SHARING Of I'ARIIClPANTS INI·ORMATloN'DATA: The data will be used only by the 

Principal lnvestigator(PI)soiely forrcsearchandacademicpurposC!io. Data will not be shared 1A.ith 

any individual or organization and will be destroyed by burning questionnaires after five (5) years. 

Ethicalclearanc:ewill be sought again should the need arise for reuse orlhe data by the PI. 

PROVISION Of INFORMAHON AND CONSENT FORM: You will be given a copy orlhc 

information sheet and Consent form after it has been signed to keep. 

Any question" or additional information should be directed to the PrincipallnveSligator (PI) Henry 

kusi Appiah. Oepartmem ofBiologicaJ. Environmental and Occupational Ilealth. School of Public 

Health.l· niver5iI)' ofGhana, 

Phone contact: 0244991986. Email: uckpccu).ahoo.com 



Dr. Paul Kinpcly Botwe. Depanmnu or UiolOM1cai. ~.n\jronmenlal and Oc:cupmional Health. 

SchoolufPublic Heallh.UniveT'Sil) ofGhwI.l. 

Ph~ Contkl: 02059-14619. lm.lil: pual.borwe@uw.edu.au 

Or 

Miss Hann.UI f-'rimpong. of the Ethics Revitw Committee (ERO of the Ghana Heallb Service 

(GHS), 

PhontContact:0507041221.Email:bioryhlr,mMnsli!ghU!li'l.orB,l(~ 

S3 



APPESIJIX 2: CONSENT FOR\1 FOR WORKERS AT h. A '. "iIiI E MA RKET, ACCRA 

STl'DV TITLf. . PERlODIC MEDICAL CHECKUP AMONG WORKERS AI KANESHIE 

MARKn IN ACCRA. GHANA 

PA RTlnr"'!lH'S STATEMENT 

I ackno,",k'dge that I have read or have had the purpose and contents of the Participants' 

informalionsheet read and all I.jUl:stinns hive bC'en saw,factorilyexplained tome in a Janguag.e I 

Wldc<S1and (Twi .. . £\\c . ... Hausa. 1 undttsland the nalurc. risk and benefits of this 

study and that I may ",ithdraw at any lime from the study without any cunsequence. I have -

received a copy of this informed consent document l hereby consent to be included in this study. 

I voluntarilyag.ree to be pan of this research. 

Name or initials ofPanicipant . . .. IOC:OOE ... 

Signature Dale .... 

INTF.RPRETF.R 'S Sl·ATF.Mt:NT (where annlitablel 

I interpreted the ..:ontent and pw-posc of the participant information of the afore named participant 

10 the be$t Orm) knowledge in Twi ... Oa ... Ewe ... . ... tohispropnunderstanding. 

All questions and appmpriate clarification sought by the part icipant and am. wen were .Iso duly 

intC1'pmedtohis/hersalisfaelion. 

Name of interpreter 

Signatw'eofinlCrpretcr Dale .... 



'r A.ll \' f:NT Ufo' WITNf~S (wbere .nnliubkl 

I \\ .j' r rl .ent when the purptl~ and contents of the PaTttcipant Information Sheet was read and 

C"pl;lIned satisfactorily to the participant in thl: language Ilc 'sht understood 

(Twi. .(ia " .. J::wc .... Hausa. 

t confirm that hclshe was given the oppurtunity to ask question ... ~k clarifications and same lAne 

dulyansweredtohisJhersatisractionbefore\"oluntaril)agrceingtobcp4rtorthc:research 

Name/initial 

Signature OR rhumb Print 

Date: .. l\!Olactdetaiis 

INVESTIGATOR ST A TEME~T AND SIGNA Tl'RE 

I haveadel.juatdy infonnedthe panicipantand I cerlify that the purposc, proocdures, potential 

risks and benefits associated with this rcscarch have been cxplaincd tolheabove ind ividualtothe 

beSlofmyabi lity 

Researcher's Name . 

Sipture ... . ...... " ..... Dale 

ParticipantsIDcode . . 



APP}o:~DlX 3: QlTESTlONAIRE 

Dcarpanl,'ipant. 

The .1In! of this rescan:h is '0 assess routine medica1 e)l.amination among v.orkcrs at Kaneshie 

madt-'. Ihr qucstions will require approximately 20-30 minutes to complete. The findings of this 

research will contribute to improving polie) and promotion regarding Periodk medical chcd.up. 

Thank you, 

A STl D\ ON ASSESSMENT 01' I'ERIOUIC MEUICAL ("HECK UP AMONG 

WORKERS AT KANESHn: M..\RK~·r 

Pleasepro\'ide Iheappropnate n.'"'ponses to the questions below, 

Rl.-ospondl!ntslD, .. 

SECTION ONE ( DE~IUGRAPIIiC INFORMArlUI') 

~iiKS_-_~_~_-_+-__ _ 
~~--~---~I.M~.~I.---

2.Female 
3, What is your marital status'? t. Single 

4. What is your educational 
level? 

TIki IS your Occupation? 

2. Married 
l.Separated 
4. Divorced 
S.Widov.-ed 

I. No formal education 
2. Primary 
3. Secondary 
4 . Tertiary 

I . Professional I technical I 

l1'\anaI,:C'tlai 
2. Clerical 
3. Trading 
4. Skilled Manual 



S. Unskilltd Manual 
6. Civil Sen'ant 

6. What is yow current health 1. Insured (N~IS) 
insuranceslatus 2. Insured (Private Hralth 

Insurance) 
3.11ninsured 

7.Wh-;t~avcral;el)50-300( I 
monthly income? 

l))01-600[ ) 

))601-1000) ) 

8. What;, you, ,c1;g;"n" -t'i~"ii)~2,;~=t:="V'-'.JelL-"--1_-+-_-
2.Muslim 
3.TradilionalbeHe\'er 

~~ •. =othe=, _____ . ______ _ 

SEC-liON TWO (PRACTICE AND REASONS FOR \1WICAl. CHECK UP) 

9.Haveyoue\"crundergone I. Yes 
amedkal check -up? 2. !\iu(skiptoQ.16) 

10. ~~ic~dc=_::? for I ~ :~:~l~l~ medical condition 
3.Tuknllwhealthstlitus 
4.OIhers 

I (Spec;fy .... 
11 What type of medical I .General examination 

check-up do you 80 2. Ched. Blood pressure 
for'? 3 lknlal 

4. Earfc'}~andthroat 
5. 
Othen 

12. When did you go for the I.Lessthana~ear 
rnedic:.(check-up? 2. A year ago 

3. "J"woyears aio 
4. Fivcor more years 83D 

~----

1 ~ »0 not remember 

57 



14. Whkh ~lJe of facilil) LHospitai 
Was lhe ..:heck-lip 2.Pharmacy 
done'} 3.Uomeopalhi..:hospital 

4.11erbalclinic 
S.Outreach 
6.Others 

~ S".dfy ... 
15. ~oWfrec:aut:ntdoyOOSO 1.0f"llXaYcar 

lor~dlcalcheckup 2.T", .. icc8)'eaf" 

3. MOfe than two times in a)'eat 

~ : ~~~~~:veaB' 
16. Whal is your reason for I.Fear 
not doing medical 2.Highcost 
checkup"?( I ick as many as 3.Long wailing time at raci lity 
applied) 4. Not 5ick enough 

S.shyness 

L-_ .. 

6. Embarrassmem from slafT 
7. Stigmatization 
8.Don·lhaveti~ 

SECTION THREE (K~OWI.£I)" l OF MWICAL ( III:CK L P) 

17. Period;cm"hca1 CheCk~pI 1 .Strong1YAgree 
is important for asymptomatic 2. Agree 
perfOOn? 3. Not sure 

4. Disagree 
5.Stronglydisagrce 

-,-

,...",---c-,----t-- - - - - -



r--- S.Slronglydis.agrec: 

~~ maJkal ched.up I.StrongIyagrtt 
is a roullrIC tCSI performL-d 10 2.Aptt: 
chcck)oUl'O\crallhcalth. 3.Notsure 

4. Disagree 
5.Stronglydisagrec 

2 1. Periodicmcdical checkup 1.Stronglyagree 
is net:c",'W"Y to establi sh a 2.Agree 
healthl'>:l~line . J.NotSUl"C' 

4. DisagrCl.: 
S . Slronl!l~di~W'ee 

22. Periodic medical checkups I.Stronglyagree 
encourage workers to be 2.Agree 
health conscious 3.Notsure 

4. Disagrce 
5.Stronglydisagrec 

23. Periodic medical checkup I.Stronglyag,ree 
in workers should always ask 2.Agree 
questionsaboutexerci~. diet 3.Notsure 

1---1 
anddrugoraJcohoJusc. 4.0isagree rec ! 

5.StrOngIYdiSa~~ 

24. Periodic medical checkup I. Strongly agree 
should al\\'IIYs cover the 2.Agree 
p8tient'sheart.lungs.andthe 3.Not :»ure 
pulse and blood prcssure, and 4.Disagree 
blood and unnch:sts 5.Stronglydisagree 

25. Annual physical medical I. Slrongly agree 
clWllinations is covered under 2.Agree 
the National HeaJlh lnsurance 3.Notsurt' 
Scheme. 4. Disagrcl! 

5.Stronglydisagrt:!c 

- ___ L __ _ _ 

Tl-iANK yOU 

-
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