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ACRONYMS/ABBREVIATIONS

AN C:; Antenatal Care
B A K: Bosofntwe Atwima Kwanwoma
EiBS M Community Based Surveillance Volunteers
DHA. District Health Administration
i DHMT: District Health Management Team
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E MO C: Emergency Obstetric Care

F G D: Focus Group Discussion
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HCC. Health Care Centre
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OOUTH: Olabisi Onabanjo University Teaching Hospital

OPD: Out Patient Department
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UFC.: Under-Fives’ Clinic
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UNICEF: United Nation Children’s Fund
W H O: World Health Organization
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GLOSSARY/DEFINITION OF TERMS

ACCESSIBILITY: How close a health facility 1s to the people, and the means of
getting to the facility. '

ALTERNATE SOURCE OF HEALTH SERVICES: Other means of health
services apart from the orthodox medical service

BASIC (PRIMARY) EDUCATION: Comprising Primary, Middle and Junior
Secondary School levels

HEALTH SEEKING BEHAVOIUR: Respondents’ attitude towards cure for their
sickness

MONTHLY INCOME LEVEL: Estimated amount of money that 1s received by the

woman within the month
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ABSTRALT
Pregnancy related complications are the leading cause of death among women in the
reproductive ages 15-49 years in developing countmies. Despite the interventions
instituted globally to reduce this mensce, muternal mortality is still high i the
developing countries. Research has shown that adequate use of antenatal and delivery
services can reduce maternal deaths between 10% to 45%, especially in the

developing countries.

The objective of this study is to assess factors responsible for the decreasing trend in
ANC attendance and delivery services as well as low utilization of family planning
services in the Bosomtwe Atwima Kwanwoma (BAK) district in order to come out

with recommendations to improve the matemal health services utilization

A descriptive cross-sectional study was camied out in 3 out of the 5 sub-districts in
BAK namely Kuntanase, Amakom and Trede. They were sclected by simple random
sampling. A multistage cluster sampling was employed to wentfy the respondents’
household. In all 18 clusiers of conumumities were selected and a total of | 80 women

within the age group of 15-45 years who had delivered at least once within the five

years preceding the study were interviewed through interview guide and focus group =
gl
i = -
discussions 5 _;, g
-
The modal age class was 30-34 years (26, 7%) with 19 4% uneducated. 806% of 5 N i
-
respondents camed monthly income of less than two hundred thousand cedis with & 3
-
e

unemployed being 6.7%. 53 3% claimed their husbands decided on the place of

delivery. 92 (51.1%) lived less than Skm away from health facilities and 50% walked

to health care facilities. 7 2% preferred to deliver at home and 56 1% preferred to
g——

deliver at public health care facilities. 11, 7% were using some modern family

xiv

Bukati=LE:i i



planning method 57 2% attended ANC more than 4 times About 80% of respondents
were satisfied with service delivery. The study also revealed other factors which
accounted for the downward trend in utilization. such as the influence on women by

the family members and delay in reporting to health facility when in labour.

It is recommended to the Ministry of Health that, health education on the benefits of
ANC and delivery at public health care facilities should be intensified Also there is a
need to disabuse the minds of both men and women about the erroneous impression

and the false beliefs on family planning services.



CHAFTER ONE

1O INTRODUCTION

1.1 BACKGROUND INFORMATION

Maternal mortality is defined as the death of a woman during pregnancy or
within 42 days of termination of pregnancy (WHO, 2001). The maternal
mortality ratio in the African Region, estimated at an average of 940 per
100000 live births, is the highest in the world The 50" session of the WHO
Regional commirttee had as subject for technical discussion “Reducing
maternal mortality. o challenge for the twenty-first century™. This was in
recognition of the magnitude of the problem and the need for prevention

(WHO, 2001)

OF all the health statistics monitored by the WHO, maternal mortality is the
one with the lurgest discrepancy between the developed and the developing
world It 1s on the average 18 times higher in developing countries than in the
developed world (WHO and UNICEP, 1996) Bveryday, at least 1600 women
die of complications of pregnancy and childbirth, Tn addition 1o the number of
deaths each vear, over 50 million more women suffer from maternal morbidity
and acute complications of pregnancy For at least 18 million of these women,

these morbidinies are long term and often debilitating (UNICEF, 1996)

In his overview of the historic development of maternal and newbomn care, Prof
Otolorin, Reproductive Heahh Advisar, Regionnl Centre for Quality of Health,

Uganda, traced the internntioaf-response to the unnecessarily high risk of death



during pregnancy for women m poor countries Reahiing that measurcs to prevent
direct obstetric deaths, which sccount for nearly 80% of maternal deaths worldwide,
can be affordable and effective, intermational organizations became involved in the

problem (WHO, 2002),

In 1987, the World Bank, the WHO, the UNFPA, UNICEF and international non-
governmental organizations organized the first International Conference on Maternal
Mortility Reduction, in Naiobi, Kenya, where the Safe Motherbood Initsative (SMI)
was launched. The objective of the SMI was to reduce the 1990 maternal mortality
levels by S0% by 2000. The international consultation on maternal montality reduction
held in Colombo, Sri Lanka, to mark the 10" anniversary of the Safe Mothethood
Initmtive, noted that maternal morality rates, despiie the efforts mode, remamed
unacceptably high and in some countries were increasing The Safe Motherhood
comprises of Antenatal Care, Delivery, Postnatal Care, Family Planning Services and

Post Abartal Care (WHO, 2002),

Pregnancy related complications are the leading cause of death among women in the
reproductive uges (15-49) years m developing countries. The highest maternal
moriality (gures are found i Bastern and Western Africa where in some countries,
more than 1000 women die for every 100000 live births (WHO and UNICEF, 1996)
The estimates for materml mortality ratio for the Africa Regional blocs are: 1060 for
East Africa, 1020 for West Africn, 950 for Central Africa, 340 for Northern Africa
and 260 for Southern Africa, compared to ratios of less than 30 in developed
countries. In some countries in the Region, one woman in 12 dies of pregnancy

related complications compared 10 ape in 4000 or even ong in 10000 in developed



cosstraes (WHO, 2001) In Kenya the mordence of maternal mortality s estwmated o
be 563 desthm per 100,000 hive bwtha: Mali 1750 per 100,000, Somabia 1100 per
100,000 and Ghana 214 per 100,000 live barthe { WHO, 2001)

Stwdies ndicate that grester number of maternal deaths could be avorled with
widespread accemibilty and atrluation of maternal bealth care services  For half
million women each year, the complications of pregnancy are fatal The causes of
these deaths are essentially the same around the world It o estimated that 127,000
women (25%) die due to haemorrhage, 76,000 (15%) due to scpais, 65 000 (12%) due
o hypertensive disorders in pregnancy, 38 000 (8%) due to obstructed labour, and
abmost 70 000 {13%) due 10 aboron (WHO, 1996) Inadequate medical facilities,
reatment of comphications and madequate medical personnel contnibute between 10%
and 45% of all maternal deaths (Benter, 1999)

Although the services may be available and accessible, they may not alwayy be used
duoe to lack of mformation on the available health facilitics or other constraints, which
may be social, cultural and economic. Complications arising from maternal obstetrica
conditions need pot lead to death. they occur because of severe socio-economic
deprivations that are prevalent in developing countmies. However, the socio-economic
factors do not operate in isolation, but in conjunction with access to health services

and ease of ransponation {Benter, 1999)

Maternal health care depends on the socio-economic and cultural milieu in which a
worman fives The WHO Expert Committee on maternal and child health (MCH)

stated that f MCH care progamwnes are 10 be effective, they must concern



themselves not only with immedinte causes of mortadity and mortality, but with the
social organization and values that characterize the populations (WHO, 1997).

This is because pregnancy and childbirth are entrenched in beliefs and customs that
affect health and health secking behavior. The resources available both to the family
andd the community determime the access that women have to maternal health services
The cultural set up also mfluenees health care behaviour and use of health services
Madern maternal hiculth services may be available but if cultore prohibits some
practices, women may not make use of them (WO, 1997). Most maternal deaths
result pot from lack of understanding of the nature of the medical and obstetric causes

but because their treatment are ingpproprinte, delayed or non-existent.

The delay is in deciding 1o seck help or i getting to the appropriate health care
laeility or in receiving the right treatment at the health care facility. Ideally, treatment
ought 1o stan early when matermal illness 18 mild, but because of the delay, treatment
often starts when maternal illness is well advanced Consequently, more mothers and
their babies die, the survivors take longer to recover fully, while treatment costs
increase, contributing further 1o the vicious cycle of poverty and ill-health (WHO,

2001)



1.2 PROBLEM STATEMENT

Childbearing is quite unsafe in sub-Saharan Africa. The high mortality and morbudity
ity this pan of the region i the direct result of the senous defects n the social, cultural
and economic backgrounds as well as in the madequacies n cxisting health facilities
(WHO, 2001) Rescarch has shown that adequate use of anenatal and delivery
services can reduce maternal deaths between 10% to 45%, especially in the

developing countries where maternal mortality is highest (WHO, 1997),

Maternal health programme effort in developing countries is seriously deficient,
particularly in the rural areas Rural women are disadvantaged wn many respects, but
especially regarding treatment of emergency obstetric cases. Both rurl and urban
woimen receive inadequate HIV counselling and testing and have quite limited access
1o safe abortion (Bulatao and Ross, 2002) There is inadequate information at present
regarding the level of utilization of maternal health services in the district. Similarly
the factors that affect utilization of the services have not been fully identified and are

poorly understood

Family planning prevalence and usage i inadequate in the Bosomtwe Atwima
Kwanwoma (BAK) District (BAK-DHA, 2002) The trend of reproductive health
services utilization in BAK District shows a gradual decline from year 2000 through
o year 2002 For Antenatal Care (ANC), there was gradual decline from 97% in
2000 and 92% in 2001 1o 90% in 2002 Supervised delivery declined from 96% in
2000 10 93 6% in 2001 and declined further to 88% in year 2002, Famuly planning
services utilization has been on the lower side  From a low of 5% in 2000 (o about

6% in 2001 and 9% in year 2002 (BAK-DHA, 2002). Though utilization of family

U



planning seems 10 be picking up, it is rather slow and there appears o be peculiar
problems or factors that may mfluence the low patronage The reason for this failure
of utilization s unclear. Although the availability of maternal health services s very
important, s effectiveness can only be achieved through utilization of existing
facilities (Bemer. 1999) The study seeks w dentify foctors that influence the use of
various maternal health services i Bosomtwe-Atwima- Kwanworm District (BAK).
The study is useful for BAK District because if the factors influencing the maternal
health care service use are established, especially family planning. then appropriate
strategies can be devised to enhance the use of maternal health care services in the
distract. That way, matemal merbidity and mortality could hopefully be reduced

1.3 RATIONALE FOR THE STUDY

It an effort 10 decrease maternal and under-5 mortality rates, Ghana's Ministry of
Health has established standards for maternal and child health services with limited
results. Poor birth outcomes are a major concern in Ghana. The Ministry has cited
several instances where traditional and cultural beliefs appear to influence health
secking behaviour and maternal and child health practices and outcomes within the
country.

Traditional cultural beliefs have been identified in government health reports as an
important factor that impact on the health status of women and children and the
Bosomtwe Atwima Kwanwoma District is not an exception. The study 18 supposed (o
come out with facts to support this assertion and to identify soltions that would help
modify mothers® behaviour towards the use of health services. These beliefs may
Mmmhhﬂhﬁﬂ%ﬂnuhmufhmhhmsjﬂmmmm



place of delivery (home or hospital), and the type of health care practitioner chosen
Benter (1999), points out that “pregnancy is one of the arcas of female life in sub-
Saharan Africa in which cultural expectations and responses still influence and at
times dominate health status cither for good or for bad™.

Therefore in order to improve birth outcomes, and for that mutter maternal health in
the (BAK) District, it is essential to understand, among other factors, the socio-
cultural health beliefs, the impact they have on pregnant women's health behaviour
and to determine the effects of these behiefs on birth outcomes. The study seeks to
come out with findings that would be useful to the health decision makers (o bring
about improvement in maternal heaith services utilization, wnd also positive changes

i the health delvery system of the district

1.4 RESEARCH QUESTIONS

1. Are there any geographicol factors affecting the level of utilization af maternal
health services!

2. Are there any socio-cultural and demographic factors affecting the level of
maternal health services utilization, including fanly planning?

1. Are the expectations of mothers being met with respect to facility utilization”

4 What are the health seeking behaviours of the maothers?

5. What is the perception of mothers on the cast of care of maternil health services?



1.5 MAIN OBJECTIVE

To mssess factors influencing utilization of maternal health services in Bosomiwe-

Atwima- Kwanwoma Distrnct

1.5.1 SPECIFIC OBJECTIVES

|

| N

To determine the influence of distance in relstion to matermnal health service
utilization,

To wdentify the socio-culiural factors, beliefs and demographac faciors thot
influence the use of maternal health services,

To determine the expectations of mothers at the maternal health facilitics

To identify the health secking behaviour of mothers in the district.

To determmne the perception of mothers about the cost of care in accessing
maternal health services.

To make the necessary recommendations on improving utilization of mstemal

health services



Lo CONCEPTUAL FRAMEWORK

FIGURE 1: Interrelation between the causes and effects of low MHS

utilization
Deécroase Socio- Increase rate of Increase Maternal
Economic Status of Complications of Morbidity
the country Labour E.y. Fistine
Increase maternal montality ratio Delayed reporting to E:mpli::ll:nnﬁrnl' ‘
Incresse Infant mortality rate . heslth care facility [~ Prenacics hexd tabone
\ W |
LOW UTILIZATION OF
MATERNAL HEALTH SERVICES
Socio-cultural and Other Sources of Quality of Accessibility
Demographic factors Health Services Care
— Educational - Attitudes - Greagraphicel
Level of health workers
- Decision making of wamen -~ Waiting time — Availability
at Health facilities
- | = Ethmicity —Availability of — Financial
health
Personnel and
Equipment
-~ Cultural Practices and Beliefs

Souren: Author, 2004



Figure | above shows the conceplual frimework of the utibzation of maternal health
gervices. The possible factors influencing the problem in the middle are shown below,
The posnble effects are shown above (Fig 1), Fram the study, the socio-cultural and
demographic faclors considered were education of mothers, parity, age, women's

inability to make their own decision and cultural values and beliefs.

From the literuture, it was found oul thal socio-culliral fictors like low muternal
education and illteracy can affect matemal bealth services wiilization. Quality of carc
also affects wtilization For example poor attitude of health workers towards women
would prevent mothers from usmg services available The same applies to long time

spent @ health care facility and also non-availability of health personnel and equipment

In this study, the indicators for sccessibility were geographical, availability of services
and financial accessibility. Distance (o health care facilities has been found to be one of
the fuctors that affect health care utilization if it is longer. Also lack of health personnel
and equipment at health care facilities prevents the use of these facilities. Financial
sccessibility, nccording o the literature, hus been found to be o strong factor that affects
ubilization. Low-mcome levels and unemployment prevents women from using health

care facilities.

The above would contnbute to low matemal health services utilization. Mention should
also be made of the fact that svailability of other sources ol health services may lead 1o
low malemal heallh services utilizalion. [T the services ut these wrcas are considered



convenient and cheap by the mothers, they would be patronized. One should not loose
vight of the fict that these other services are also closer 10 the mothers, e g spinitual
churches, fetish priests, herbalists etc The low ulilization of matemal health services may
lead 10 delay in reporting 1o & health care facility which may in tum lead o increased rate

of comphications of pregnancy and thence 1o mereased maternal morbidity and mortality

Low maternal health services utilization may also have direct effect on matermal morality
und morbidity, High maternal monality ratio and high infant mortality rate are algo poor

ndicators of the socio-economic stus of & country.

L7 STUDY METHODS AND DESIGN

1.7.1 Stuly Type

A descriptive cross sectional study was employed to carry out the study in the district
L.7.2 Soudy Site

The study 100k place in the Bosomtwe Atwima Kwanwoma District. They included the
following sub-districts Kuntanase, Amakom and Trede

1.7.3 Sewdy Participants

The study population consisted ol 180 women in the fertile age (15-49) who had lved in
the district for at least 5 yvears and who had delivered at least once within the Syears
preceding the study

1.7.4 Sampling

Simple random sampling wits used 1o select three oul of the five sub-districls (Kumnitanase,

Amakom and Trede) in BAK. A Multistage Cluster Sampling method was used 1o come

T



up with the houscholds within which the respondents belonged In all, 18 clusters of

communitics were selecied and a total of 180 women who had labored ot least once

within the five years preceding the study were mterviewed After multistage cluster
samnpling, a systematic sampling was used (o select the actual households within which

respondents Ived m the communmities

1.7.5 TABLE OF VARIABLES

VARIABLES
Accessibiflity tu
bealth eare facility

| Geographical

2 Avallability

* Financial

INDICATORS

| MHsiance f[rom nearest
health care fucility

2 Meuns of transport W
health Macility

3 Time taken to get to the
nicarcst health care facility

1. Availlability ol health
personnel eg  Doclors,
Nurses

2 Availabihity of essential
ohstetric cwre  (BEOC)
services mn the facility

Cost of maternity cure

DEFINITION

OBIECTIVE

How far & healh
fucility is from
mothers (km),
By what means do
mothers get v Lhe
health fcility
How long it tikes to
gel lo the nearest
health flicility

Number and type of
health professionals
in a health facility
Types of EOC
services provided wl
the fucility

Ability of molthers

One

L ERARY
EWANE Nisge o= COIVERDITY OF

TR L

SCIENCE mbw TECHNOLOEY




SCIVICES o pay for services
Soclo-demographic | 1 Matemal age Age w1 last bwth | Two
and cultural tate
fnctors 2 Mother’s Bducation Level of education
of mothers
3, Mother's Occupation | Wiat  mothers  do
for a living
4 Income Tlevel of|Estimated amount
mothers of money earned at
the end of the
month
5 Number of children | Number of children | Two
bam ever bom (not
necessarily  those
alive)
6. Marital status E g Single, married,
divorced elc.
7. Religion of mothers Religious affiliation
of mother
B, Paternail education Husband's
educational level
9. Paternal ocoupation What the husband
does for a living
“Socio-cultura) |, Decision maker on | Person _responsible | Two
Beliefs and Values | chaice ol place of delivery | for linal decision on

2 Beliel in gods and

choice of place of

delivery
Effet of dol

— e




fetish

worship on

maternity  services
utilization

1 Antenntal cure

Atttude towards ANC
atiendance

I Time of saning
ANC.

Utilization of MHS

| Family Planping | | Attitude and bellefs Perception of |

(FM mathers on the use
ol FP and
Barriers 1o the use
of FP

< Practice level of FP

utilization

2 Frequency of
ANC visits
1 Availability of | Presence of  health | Number of Doctors
Health workers workers @ (MCH) | and  midwives al
facilitics health facilities
Expectation of | I. Wating mume of| Number of hours [ Three
Maothers on Service | mothers at the facility mothers expect 1o
Utilization spend at the facility
2 Prvacy given 10| Presence of the | Three
mothers doctor, nurse and
the client, with or
without a relative

3 Attitude of health

wiorkers 1o mothers

The way mothers
are lalked to in the

= I‘




climic

Assistance  offored
to mothers ag and
when neoded.
Timely asessment

of progress of
labour,

Paying attention to
patients’ complamts

Health seeking | |. Other weus of secking | Avimlability of other | Four
Behaviour of | health care sources of health
mothers care
2 Choice of plice of | Deciding on where
delivery o deliver (home,
THA or health
[acility)
Perception of | Views of mothers on lees | Affordabilty  of | Five
mothers on cost of | charged al health Mcilities | services provided

care

fhigh, low or moderate)

Source Author, 2004

L& DATA COLLECTION TECHNIQUES AND TOOLS

1.8.1 Seurce of Primary data

To obtain primary duta, respondents svere interviewed by means of structured inlerview

guide The questionnaires were administered in such a manner that, respondents

understood the questions first, belore amswering them. Some Community-Based

15




Surveillance Volunteers (CBSV) and health care providers were trained on basic skills in
duts collection, which helped in the collection of primary data.

Focus Group Discussions (FGD) were organized to obtain qualitative primary data and 1o
get an n-depth understunding on their perceptions of maternal health services utilization,
by way of focus group discussion guide.

1LK.2 Sources af Secondary Dam:

Sources of secondary dats were the District Hospital and the District Health
Admmistration, basically from the BAK, Annual Reporr, 2002, and from other
departments within the Administration and the Hospital, which were of relevance to the
study

LA3 Date Handling

The data collected on the variables identified was amalyzed using EPLINFO 6.

1.8.A4 Prevest

This was carmied out in the Ejisu-Juaben District. in iwo separate communities namely,
Onwe and Akyenakrom This dsinet shares boundary with the BAK district, in the
North,

L2 LIMITATIONS

The tools used in oll cases of data collection required the presence of the data collector
{interviewer). This increased the cost, effort and time needed 10 collect the data. Hence
there were limitations of time, financial resources and transpor.



The data was dependent an the client's availability at home, at the time of its collection,

since mowl of them leave their homes carly for their farms,

1.10 SCOPE OF THE STUDY:

The study is abou! the utilization of matemal health servicess, which is concerned with
Women In their Fertility Age (WIFA) in the study area. The total population of the
WIFA, sccording to the BAK District's Annual Report 2002, is 37453, This s aboul
23.2% of the lotal population in the districl, which is 156,127 180 respondents wha are

indigenous or had lived in the district for #t least 5 yews were imerviewed

The study was limited to the usage of maternal health services and was also concerned
with the reason why the women were nol using the services provided by the health care
facilities in the district Other variahles of much mporiance were the age, educational
level, martal status, distance to heakth care facilities. influence of relatives on the women
when it comes (o decision-making in choosing the type of health care, cultural and

tradinonal behiefs and thew nfMuence on maternal health services utihzation

L.11 PFROFILE OF THE STUDY AREA

Bosomiwe- Atwima-Kwanwoma (BAK) & one of the eighteen (18) districts in the
Ashanti Region of Ghuna Kuntnase, the district capital is about 28km from Kumasi
The distnct shares common borders with Atwima, Ejsu-Juaben and Kumasi Metropolis
to the North, Asante-Akyem North on the East, and Amansie-East and West on the

South
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The district covers an area of approximately 681 7995 km, which represents about 2 5%
pl’ the towl area of Ashanti Region Extrapolilion from 2000-year census figures has
BAK a8 having a population of 156,127 with a growth rate of 3.4% Women In their
Fertility Age (WIFA) form 23.2% of the total population, adolescents form 21 8% und

children below 5 years form 15.3% of the total population,

The main economic activity of the populace is farming. Cassava and Maize are the major
crops grown. Plantain and shallots are also grown in the Bosomiwe urea while Sugarcane
is grown in the Atwima arca. People around the Inke do fishing in the Lake Bosomiwe
The people in Atwima are ulso engaged in craft making mainly carving

The district has four (4) secondary schools namely, Jachie-Pramso, Atwimamman,
Cardimal Tonko and Beposo Secondiry Schools. There are also three vocational schools
These are St Michael, St George and Osei-Tutu vocational/Commercial Schooks at
Pramso, Kuntanase and Esreso respectively.

The road network from Kumasi, the regiondl capital 1o Kuntanase and to Abono is a
second-class road. Most roads around the Lake and in Atwima area are not motorable. All
the five sub-district cemtres huve telecommunication systems. There are 120 communitics
inn the district, most of which ure connected to the National electricity grid and 94 out of
the number had a wholesome water supply



The total number of health care facilities is twenty (20), comprising 2 Hospitals (one of
which s a mission hospital), & Health Centres and 12 climcs Of the 12 climics, § are
mission clinics, another & are private maternity clinics and the rest sre community clmics
The doctor’patient ratio s 1° 19,516 The number of outreach pomts, tramed Traditional
Hith Attendants (THAs) and trained Community-Based Surveillance Volunteers
(CBSVE) are respectively 59, 34 and 122 thus a1 least there s one CBSY in cach
COmmnIy

On Out Patiemt Depantment (OPD) antendance, there was consistency in the increase of
female attendance to health institutions over their male counterparts from year 2000 Lo
2002 Jachie-Pramso sub-district attended 1o 70% of total OPD cases m the distict. This
is because a lot of patients from the Kumasi metropolis, Amansie-East district and other
parts of the region use 51 Michael Hospital a1 Jachie.

In the year under review, 88% ol all expected deliveries were supervised and 75% of all
supervised deliveries had postnatal care Only 65% ANC registrants had Tetanus Toxoid-
2 vaccination Family planning acceptor and modemn contraceptive prevalence rates arc
still low. The district’s acceptor mte wus 6 8% Teenage pregnancy was minimally

reduced from 13 6% o 13.0%



The Top-10 Diseases in the district for years 2001 and 2002 is shown in the table below,
Table 1.11

CLINTCAL TOP-10 DISEASES

2001- DISEASE NUMBER 2002 — DISEASE NUMBER
Maluria 26930 Malaria 35043
Dharrhoca 47 ARIL 6872
Skin Diseases 1581 Dimrhoea 3779
Intestmal Worms 1529 Pregnancy Related 2673
Rheumatic Pams 1471 Skin Disease el
Pregnancy Reluted 220 litestinal Worms 2243
Hyperteniion | 167 Hypertension 1691
Anaemia 1083 Rheematic Pains 1624
Pneumonia 536 Acuie Eve Infection 1456
Gynaecological Dis. 515 H/ Occup. Accident 1276

Source: DHA-BAK, Annusl Repont 2002

From Table .11, Malaris continues (o take u firm lead amongst the top 10 OPD cases.
Hyperiension is emerging as a serious healih problem in the disiict OF interest in (he
table is pregnuncy reluted diseases From a sixih position on the (op 10 list of disesses in

vear 2001, it moved to fourth position in year 2002.

LI2 ETHICAL CONSIDERATION

Permission (o carry oul the study was first obimined from the Department of Community
Heahh, School of Medical Sciences, KNUST. In the district, permission was sought from
the District Chief Exccutive, the District Health Administration, District Health
Mimagement Team (IYHMT), and the Medical Superimiendent of the BAK Disirict of
Ashanti Region, Ghana



Vertal consents were given by the three selected sub districts® healtlh manugement teams
1o purticipale in the siudy. The various communilies selected under the clusier sumpling
were entered either through their unit committees, or through their chiefs and elders; und
they were duly briefed on the importance of the study and how the resulls, und the
recommendations therealter, would be used to improve the health delivery system in the
district and how they were going to benefit in the long run from the study

Care was taken to ensure that, there were no inlerruptions of respondents’ work during
data collection and that respondents were made to understund the study from the
beginning The responses from the respondents were recorded verbatim 10 ensure
consistency i duta collection.

113 ORGANIZATION OF REPORT

The first chapter deals with the background information of the study, problem statement
of the study, rationale, research questions and objectives of the study. The problem
analysis has been presented schematically as o conceptual framework. The study methods

and design as well as data collection 1oals and techniques were described  briefly

Chapler twio i5 also a write up of review of related litersture. In chapter three, the results
of the analyzed duta were presented both graphically and in o tabular form with o brief
description of the results. In chapter four, the study results were interpreted and discussed
comprehensively by comparing the analyzed resulls with previous works
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Conclusions were drawn from the discussions m the previous chapter to form pant of
chapter five The other pant consisted of the recommendations made to DHMT, GHS and

MOH based on the conclusions

The report was adequately referenced and the author(s) of cited publications duly
acknowledged Individuals, group of individuals and organizations that assisted in diverse
ways in this study were also acknowledged

1L.14 DELIMITATION
Maternal health service is very broad. Hence for the above limitations, the study was

confined to antenatal, delivery and family planning services



CHAPTER TWO

L0 LITERATURE REVIEW

Maternal mortality must be considered a violation of women's human rights necessitating
changes n legal, political, health and educational systems to provide more equitable
women-cetitered health services through strong pannerships between governments and
commumtics (UNICEF, 1999). Greater imvestments in basic sociul services (health,
education, nutrition, water and sunitation) are essential to achieving safe motherhood
Men, parents, in-laws, families and neighbours need to join efforts 1o support women in
improving their lives and health. They must also help break down bharriers 1o health care
by mitigating distance, cost and socio-cullural obstucles by providing education,
integrating customs and (raditions, and enhancing women's status and decision making

powers (LUUNICEF, 1999)

1.1 Actlons to Reduce Maternal Mortality

Reduging matema] monality requires coordinated, long-term efforts m the household and
community levels as well as at the level of national legislation and palicy formulition,
cspecially in the healih secior (UNICEF, 1999), Making high quality ohstetric services
dvailable o all women during pregnancy and childbirth is eritical 10 supponting the above
actions. Health services for women should focus on the prevention of unwamed
pregnancies, the prevention of complications during pregnancies and the appropriste

management of any complications that do occur



This implics

*  Chent-centered family planning services and information that offer women, men
and adolescents the choices that meet their needs

* Basic prenatal and postnatal care o detect and manage nutritional deficiencies,
ind to treat endemic diseases such as malaria, hetmimhic mfestutions and sexually
tnsmutted  diseazes.  Prophylactic care should include tetanis  foxoid
mmmunization, anti-malarial tablets, fron/folate supplementation and voluntary
counseling/testing for HIV

* A skilled attendance with midwifery skills present al every binth, with the
capacity to provide lirst nid for obsietric complicutions und cmcrgencics,
including hife saving messures when nceded At Jeast four basic Essential
Obstetric Care (EOC) for every 500,000 population,

= Good quality obstetric measures al reforal centres lo treat complications
including fucilities for blood transfusion amd caesarean section, at least one
comprehensive Essential Obstetric Care 10 perform this, for every 500,000
population

» Contraceptive counseling for women afler childbirth und for those who have
experienced obstetnc complications (UNICEF, WHO, UNFPA, 1997).

2.2 ACCESSIBILITY OF HEALTH SERVICES

Women-friendly health services must be available, geographically accessible, affordable
and culturally acceptable in order 10 reduce maternal morbidity and mortality. Services
should include essential obstetric care (EOC) al the primary and referral levels, in order
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to minimize delays in deciding o seek care, reach a treatment facility and receive
adequate treatment st the Mcility (UNICEF, WHO, UNFPA, 1997),

L.L1 Geographical Accessibiliny

The geographical accessibility of the health facility and the availability and efficiencies
ol transportation affect women's ability (o access health services Speedy and easy access
to health services is particularty critical when il comes to the treatment of life threatening
eomplications

In & swudy to determine the utilzution of antenatal and maternity services in Mbeere
Districl, Eastern Province, Kenya, it was found out that the propartion of mothers who
utilized health FGicilities for untenatal and maternity gervices was 97.5% and 52%
respectvely, Utthzation of health facilines for materniy services was significantly
influcnced by the distance (o health ficility m that, mothers living less tan 5 km w @

health Mcibity utihzed the services better thun those living Skm and beyond.

The mijor constriint experienced by mothers included lack of transpont, lick of money
for transpor] and hospital fees (Mwaniki, 2002). This can be compured to the work done
by Foum and Duocic (2002) in Benin, which proposed to describe the wend of
unflivowrahle pregnancy outcomes and untenalal care utilization. The research observed
an increase of antenutal care utilization and one of the major Factors (hat contributed lo
this wus closeness (0 health care [icility. In miost riral settmgs, the tend appears 10 be

similar, talking aboul elfect of dstance on utilization of maternily services
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This is not to say thai the siuation in the urban centres is always good. This is because
Lamina and colleagues (2002), at the Olabisi Onabanjo University Teaching Hospiial
(OOUTH) m Sagamu, Lagos, observed in their study that while S27% gave
miscellimeous reasons for not delivering in OOUTH, 23.1% complained about distance
ard 1% about the time wasting altitude of the t=aching hospital set up.

In Lebowa, northemn Transvaal, m Eust Africa, the obstetric services utilization by the
community was also assessed It was found oul that antenatal coverage wis high w
93.5%; the propertion of health fucility deliveries was 74.6% while 25.3% of all births
occured ut home. Inaccessibility of matemity services like distance, among other facions,

was the common reason given for preference of home delivery (Uyirworth &1 al., 1996),

Still considering distance, the attitudes of pregnani women attending ANC clinic in Ak
Baha region of Saudi Ambia were assessed o detenmine thesr views on maternily
services. 49 9% of the women desired prenatal care services in primury health cure
centres, and the reason they gave was closeness 0 home (Al-Nusser, 1996), Dstance

cannot be overemphasized talking about the wtilization of maternity services worldwiile

Thie study 1o be carried out in BAK district will assess this variuble, und see how il
influences mothers. For example in rural Haryana, India, the impact of heallh centre
availability on utilization of maternity services was carnied out in four villiges. 600
married women with o delivery in the two years prior (o the study were inlerviewed. One

village had a primary healih care center (PHCC), one had a sub center, and two did pot



have an HCC, but were within Skm of such facility. Overall, 98 2% of the respondenis
had contacted health stafl for antematal care. 49.8% of deliveries in the PHCC village,
76.1% in the sub center village. and 75 6% in those without an HOC, were performed by
& traditional birth attendant (Kumar et al, 1997). Sometimes the availability of health
services does not guarantee their use by mothers, as it can be seen from above study.

Finally, some researchens used data from the 1993 Kenya Demographic and Health
Survey 1o study the variutions in the use of antematal services in Kenya The result
showed thm the wvailubility and accessibility of health services, amonz other

socioeconomic fictors were [bund to be responsible for variations in the use of amenatal

care in Kenya (Magadi e a/.. 2000),

222 Availability

The most important criterion for women-friendly health services, and especially maternal
health services, 15 10 be as closc a8 possible (o the conmnumty, Some levels of health
mfrastructure exist i most developing countries, however, even where health services
are available, they may be under-utilized, reflecting a dearth of trained personnel, non-
wvailability of drugs and supplies or poor qualily ol care provided (UNICEF, WHO,
UNFFA, 1997). All women should have access 10 a skilled attendam during pregnuncy,
childbirth and post-partum period. This attendant should be able 1o provide basic EOC
and refer women for comprehensive EOC, in case of complications. No woman should be
denied uccess (o life-saving EOC when complications oceur during pregnancy ar

childbirth.



One mdicator for messuring the availability of miternal health services could be the
propantion of women who receive EOC  Another indicator could be the proportion of
births aitended by a skilled hirth afendant.

In seeking health care, ane of the factors considered generully by health seekers is the
avatiabilily of a provider at post and the reputation of the provider. Asenso-Olkoyere and
colleagues (1996) ohserved that availability of docton or medical and lnboratory services

are the major attractions to hospitals,

in most of the private clinics in Winneha, in one of the districts studied (F futu-Awutu-
Senya), both men and women prefer attending private clinics because they perceive the
quabty of service 1o be higher at these facilities than i the government hospitals
Specifically, # was mentioned that availability of drugs ul the privale clinics and the
prompt service provided are the main attractions. Asenso-Okyere e al., (1996)

113 Financial Accessibility

Access 10 health services is miluenced by direct cosls, example services, dugs and
supplies, food during hospitalization and indirect cost like transpon. When complication
occurs, the woman needs 10 access specialized care . additionul cost 1o her and her
family. A pootly equipped facility requires the woman to purchase the necessary drugs
hersellwhich imposes unexpected and untenuble Bnancil burden on the woman @nd her
[amily, This ollen resulls in the woman gong (o the [acility ol o stage when il is oo Lue
to trent her (UNICEF, WHO, LINFPA, 1997),
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Brieger and colleaguss (1994), in their work on the utilization of maternily services by
pregnant women in o small Nigerfan community, followed 60 Yoruba women through
pregnancy o childinh. They found that although there wis o functioning goverment
facility which offered full range of maternity and antenatal services, most of the women
did not register for antenatal care until their sixth month of pregnancy or later, and 65%

delivered at home.

This behaviour is explained in terms of fees for delivery services, level of income,
culiural beliefs and education. It can be observed that provision of relutively accessible
services does nol guarantee their use and that other social and cultural considerations

must be taken into account

Simular work was done i Ragshabi District, Bangladesh The research examined (he
extent ol utilization and factors inlluencing entenutal care OF the 810 respondents, 30.1%
had antenatal checkups 69.5% of the women did not have any antenatal checkups for
reasons such as absence of complications and the feeling that it was not mundatory to
have such checkups, bul the most important factor influencing utilization of ANC was

low income (Hafez, 1999)

The behaviour of the women in Bangladesh can e compared 1o thase in Ghana [In
Ghara, although user churges, especially the cash and carry system for drugs has
precluded access for some categories of people 1o health care, the reactions of hoth health
care seckers und providers 1o the policy have been mixed (Asenso-Okyere ef al., 1996)
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The general consensus among health seckers was that the introduction of the charges has
led 10 a reduction in hospital attendance Asenso-Okyere and colleagues (1996) further
observed that, there was o feeling that most people tend to treal themselves when they
become ill, or delay going to the hospital for few days under a “wail-and see” strategy,
This 18 usually the case when the sickness is considered (o be mild, and therefore not in a

state to incapacitate the sick individual,

The women in Bangladesh also behaved in 4 similur manner. The common denominor
for these two groups of women can be attributed to cost of services. Another finding from
the above study was that, the negative impact of the user charges was exacerbated by the
dimmishing role of the extended family as the nucleus amily bond gets sirengthened
Health care expenses that used 1o be the responsibility of the whole extended family have

now heen virtually left with individuals with littke or no help from outside the household

The situation does not anly apply to rural communities but some urban centres as well In
a major Teachmg Hospital in Benin City in Nigeria, 378 pregnant women initiating
antenatal care were mnierviewed The results hud it that the sixth month was the peak
period for the initiation of antenatal care Late booking due 10 fnancial constraints was

observed m 25% of the respondents {Gharoro and Ighafe, 2000).

AbouZahr (1997), in a presentation & the Safe motherhood Technical Consultation in Sri
Lanka, noted that low unilizavon rates for maternal health services are caused by a minge

of fuctors: costs, mcluding the direct fees as well as the cost of transponation, drugs and
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supplies, multiple demands on women's time and women's lack of decigion-making
power within the family. The poor quality of services, including poor treatment by health
providers, also makes some women reluctant to use services. Financial constraint does
not only limit women from utilizing maternity services but also sometimes causes delay
in secking health services in agreement with Asenso-Olkyere and colleagues { 1996),

It was generally made known that people rush to hospitals and clinics when they have an
emergency like convulsions, accidents and when a pregnant woman starts bleeding. The
responses from participants of focus group discussion indicated thal patients now delay
more in reporting cases (o hospitals and clinics than earlier times when drugs and services
were free

Even though barriers to mastemity services are common in developing countries,
sometimes however, the soci0-cconomic status does not have effect on maternity services
utilization. Gniffiths and colleagues (2001) in Maharashtra, Indin, noted that socio-
economic status was not found 1o be 4 bamier 1o service use when women perceived the
benchits of the service Lo outweigh the cost, and when the service was within reasonable

distance of the respondent’s place of residence.

A large number ol women perceived private services 1o be supetior to those provided by
the government, although cosl often meant they were unable to use them. The provision
of services did not ensure that women used them, they had to first perceive them o be

beneficizl to their health and that of their unborn child  Respondents identified the poor
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quality of services offered at government institutions to be a motivating factor for

delivering at home.

2.3 SOCIOCULTURAL AND DEMOGRAPHIC FACTORS AFFECTING

UTILIZATION OF MATERNITY SERVICES.

[nternational indicators for poor pregnancy outcome are: maternal education, maternal
age, number of previous births (parity), first trimester of prenatal care visit and income
level. These factors may be associated with traditional cultural beliefs. The traditional

cultural belief has been identified in government health reports as an important factor that

impacts the health status of women and children (Forbes, 1997).

Ethnic culture and ethnic membership may have more .impact on behaviors than
perceived barriers or benefits. Results in a study of under-fives in Ghana, supported the
placement of ethnicity at the forefront of theories and analysis of child mortality in Africa
which incorporate social, as distinguished from entirely epidemiological considerations

(Brockerhoff and Hewitt, 2000).

Recently, traditional cultural norms have started to be analyzed in relation to birth
outcomes. Advocates for the inclusion of the components of ethnicity have supported the
contention that traditional cultural norms are powerful influences on health beliefs, which

may also influence health-seeking behaviors (Abotchie, 1997).
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The components of ethnicity group membership, ethnic culture and ethnic membership
have been identified in some studies as psychosocial and structural variables which may
serve a8 moderating (actors associzted with health behaviors., Group membership requires
individual conformity to behavioral values of the membership group The endorsement of
services by family members and others sigmficant 1o the individual his been found 10
affect the willingness of the individuil 1o use services (Bond, 1965, Lambert, 1962),

Some studies have found that ethnic culture, representing patiems of behavior and
beliefs, was previously identified as the most significant component of ethnicity (Keefe,
1992). Severny and susceptibility are components of hcalth belicfs that have been
ientified m severn| health belief model studies as important factors i predicting health -
secking behaviors and birth outcomes

Culteral barriers 1o health care, relating 1o the lack of aulonomy and decision-making
power, often affects women's access 1o health care. In some areas for example, women
are not allowed to leave home unaccompanied. while in others, women are not permitted
o be attended by male health care providers Sometimes the fear of not having her
cultural values respected mhnhits a woman from accessing the needed healthcare To
elimimate these barriers, health services should be organized in a way that respects
women, their culture, religion and beliels (UNICEF, WHO, UNFPA, 1997),

Men often hold the stnngs to financial as well as other assets. They decide on what

women can do and cannot do, and comsequently how thoy will be treated in many
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to make them aware of their responsibilities (UNICEF, 1999)

Among traditional healers (spiritualists, fuju men and herbalists) and midwives in Ghana,
several culural factors have been associated with birth owtcomes including  dietary

laboos, religious beliefs, superstitions und the use of various indigenous trestments

{Marshall, 1989},

Paternal occupution has been used ag proxy for income in several studies, ds ncome cun
be difficult 10 measure scross cultures in developing countries (Caldwell, 1986; Fosu,
1964) This proxy was onginally identified as professional, government and military
posilions. These occupations were believed to contribute 1o alfording the family a higher

standard of Iiving and increased access 10 care by “westemn” siyle medical pracirioners.

Although foods differ depending upon the particular ethmic group, specific foods are
balieved by each ethmc group to contain special elements thut are nesded during the pre
and postnatal period These beliefi are reinforced as desirable behaviors. Different herbs
are used in Ghana to make speciil soups (o start the production of breast milk, special
types of greens sre eaten 10 slop cramping or unosual blood flow, and other foods ure

eaten 1o increase the mother's hacmoglobin level (Forbes, 1997),
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These behels may inlluence such bealth-secking belaviors as the tvpe of health care
system to use, the place of delivery (hbme of hospital), and the type of heahh care
practitioner chosen Therefure, in order to mprove binh oulcomes, it s essentml to
understand socio-cultural health beliefs, the impact they have on pregnant women's
health behavior and to determine the effect of these belielt on birth outcomes (Forbes,

1997).

Demographic characteristics affect utilization of maternal health services worldwide In
Botswana a study to assess the [kctors associated with non-use of maternal health
gervices wius conducted by Letamo and Rakgoasi (2003), They observed that leenagers
were less hkely to seek prenatal care, to have thewr babics delivered by qualificd persons,
and to seek post-natal check-up. From logistic regression analvsis, it can be observed that
low parity women were less likely to use maternal services. Another finding was that,
women with low educational level, those residmg in rurdl aress, und those with low

socipeconomic status were less likely 1o use maternal services.

The story 18 similar in Ghana where the relative importance of selected charactenstics on
the uwse of matemal and child health (MCH) services n rural Ghana wus examined. The
analyses demonstrated that the use of MCH services tends 1o be shaped mostly by the
level of education, religious background, and region of residence, and partially by
cthnicity and occupation (Addai, 1998). Talking of religious affiliation and occupation,
Van den Heuvel and colleagues (1999) observed in a rural area in Zimbabwe, in their

work on the use of malerity services that, ninety-seven perceni of the pregnunt women
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uttended the untenainl care fucilities at least once Seventy-three percent came at least five

limes or more. Belonging 10 certain religious groups proved 1o be the strongest
explanatory factor for ni attending antenatal care facilitics, whereas unemployment and
being without o husband were wsocigted with deliveries outside the hospital

Barbhuiya and colleagues (2001) noted in & study carried oul in fourieen selected villuges
of Gazipur Thana, in Bungladesh that 83% of the respondents received anlemutal check-
up throughowt therr last pregnancy. Most of this group (88.5%) received this care from
health assistants or family welfare visitors, while anly 3. 1% received care lrom gaduate
doctors. Out of 505 respondents 91 3% was found (o have delivered ut home while only
3.7% occurred at matitutions. Study (ndings also mggested that there was an association
af place of delivery with level of education und family income of the respondents. Also

there was associabion of utibzation ol untenatal care with level of education and lamily

mcome of the respondents.

According to the Ghana Statistical Service (1998), data collected on the effect of
education on unlizavon of muemity services showed that, as woman's education
mereases, the likelihood that she would not recetve any antenatal cure decreases sharply
from 19 percent of binhs to women with no education to only 3 percent of biths to
women who have some secondury educanon Use of 2 doctor for amtenatal care mereases
from 17 percent among births to uneducated women to 39 percemt of births among
women who have some secondary educition. Younger women are mare likely to use

antenatal services than older women This is especially true with regards to care of
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doctars and nurses or midwives Similarly, lower birth order i associated with greater
use of services provided by medically trained health workers ¥Young women and low

parity women are more likely than older, high parity women to deliver at a health cure
facility. A child born in an urban area is twice us likely 10 have been delivered ai & health

facility as a child born in a rural area in Ghana (Ghunu Stutistical Service, | 998},

Education and other demographic factors continue to influence maternity services in
developing countries Rajna and colleagues (1998) observed in a study carried out in
Uttar Pradesh, India that education had direct as well as indirect effects through antenutal
care and family formation puttems on neonatal mortality. Maternal edueation ulso has o
substantial effect on luter childhood mortalily, The study in the BAK District would come

out with findings 1o either suppon the ussertion or otherwise.

In a related study camried owt in rural Bangladesh, findings revealed that the socio-
demographic factors such us the age of the woman and occupation of husband had no
assoction with the prevalence of maternal knowledge The knowledge was much greater
among credit forum participants than non-participants, although exposure to the medma
and the education of women had also played a significant role in ruiging the level of
knowledge Multivariale analysis suggesied that the dumtion ol credit programme
participation and exposure (0 the media were significantly more likely 1o ruise the heallh
knowledge among women when the influence of demographic und socio-economic

factors wus controlled (Hadi, 2001).
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Alsa, the pattern and determinants of maternity services utilization were studied in & rural
community in Nigeria. OF the 488 randomly selecied women, 93% registered for prenatal
care in o health care institution, only 51% delivered in a health care institution while 49%
dehvered at home mainly under the care of TBAs. Fuctors found to be most associated
with the use of health institwtions for delivery were matermal education snd occupation,
religion, and occupation of the husband. Maternal age, parity and marital status and place
of residence were not significantly associaled with the choice between home and
imstitutional delivery (Nwakoby, 1996)

Sull on demographic factors, Swenson and colleagues (1996) observed in Vietnam that
most pregnant women received prenatal care services from midwives or medicul
assistants (34 8.51 2%). Less than 5% received prenatal care from a physician. Level of
education and utilization of prenaal care were positively associated. Higher parity
women were less likely to use prenatal care (47 1% vs. 68 8%), perhaps reflecting that
they were more confident about pregnancy and felt less need for prenatal care

The Ghana Statistical Service (1998) had a stmilar result with regards to parity, Maternal
age did not affeet utilization of prematal care, regardless of parity Urban women were
more likely 10 use prenatal care than rural women and those living in the provinces where

infant mortality wus higher than 40/ 1000 live births

Similar studies in Nigeria and Tunisia on socio-cultural and demographic charucteristics

can be compared 1o the ones above.  Some churacierstics of the booking visn were
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studied in a major teaching hospita) in Benin City, Nigeria involving 378 pregnam
women mitisting antenatal care The resulls hod it that majority of the paticnis were
middle cluss (52, 1%), while 87.5% have a secondary or tertary education. The mean age
of the mothers was 29.7 years, and o mean parity of 1.3 Primigravidae constituted 329
of the patients, the number of mothers booking declined with increasing parity.

The suxth month was the peek perind for the initiation of antenatal care The decision to
attend University of Benm Teaching Hospital for antenatal care was tiken by the husband
alone in 52% of the cases Late booking because of ignorance was observed in 41.5% of
the patiens respectively (Gharoro and Ighafe, 2000)

In Tumisia for instance, a survey was conducted on 1190 women who delivered at the
maternity ward of the Fattouma Bourguiba University Hospital center in Monastir, to
evaluate the coverage rate of prenatal care and to identify the determinanis of the correct
prenatal follow-up among users of the central matemmity ward. 458% of the women
receved adequate prenatal care (ie, 4 prenatal visits) 14.4% received no prenatal care

The frequency of adequate premutal care decreased with age (51 78% for 15-24 vears.
45.29% for 25-34 years, and 35.51% for 35and over, relative risk = 1.34). Bused on
occupation, mothers who did nol work recewved the least number of prenual care
(40.47% vs. 535.63% for moderate profession and 51.76% for superior profession, RR=
1.36). Women who received the least amount of prenatal care were illiterates (39 89% vs

53.18% for secondary education and 67.69% for lgher education, RR =1 86) Women
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whose last pregnancy resulted in poor outcome (foetal death or miscamiage) were more
likely to receive adequate antenatal care than those whose last pregnancy had & good
outcome (54.7% vs 33.6%, RR = 1 47) Wamen who experienced a medical condition
during pregnancy were more likely to receive sdequate prenatal care than those who had
no such problem (53.7% ve 45.2%). Primiparous women were more likely 1o receive
adequate ANC than multiparous women (55 7% v 38 7% for parity 2-4 and 21.7% (or
parity 5, RR = 1.77). The influence of parity continued even when the researchers
controlled for age (Soltani o al , 1993),

In a related work that determined the utilization of ANC and the associstion between
quality of ANC and maternal literacy, occupation, age and parity, in South Kanura district
of Kamataka Stae, the findings indicaled that socio-economic status, religion and
matriarchal system were significantly associated Characteristically, those who do not
receive any ANC were illiterate, poor, multiparous unskilled mothers over 30 years of

age and who lived far away from a medical fucility (Chandrashekur, 1998),

Demographic characienstics usually do not operate alone. They occur logether with other
socio-cultural and socioeconomic fictors Adamu and Salifu (2002), in & rmural
community in Kano state, in Northern Nigeria, observed in their study that the majority
of the women (88%; Cl= 81 §-94.2%) m the study area did not attend for untenatal care,
and 96 3% had planned to deliver or had delivered at home without a skilled attendant
Major barriers identified were economic, cultural and those related w the women's
perception of their condition. Another study carried out by Fatmi and Avan (2002), in
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antenatal care during their last (most recent) prognancy, and owt of them 72 3% (47)
recerved it from the government bealth care provider Women whose hubands were in
white-collar jobs were utilizing antenatal care services significantly more (AOR = 2.4,
95% Cl I.Id-ﬁ}mtnnummﬂmhuhndlmhth:—mlhrm
The study found that social status and economic condition of a WOIMAN re an important

determinant of wtilization of antenaty) care.

Similar findings were observed in rural Rujusthan, India, where Gupta and Gupta (2000},
studied the reasons for the poor uptike of nefermals 1o specialist medical units in 4 group
ol 276 women Of the 276 cases that were referred, 242 (88%) of the women (ailed 10
attend for specialist consultation. A range of geographic, cultural and socko-economic
fuctors was identified as mfluencing decisions to attend referral units

In much the same way, Magadi and colleagues (2000) showed that delivery care in
Kenya s determined by a wide range of factors: socioeconomic and cultural factors
associaled with the individual woman or her household, her demographic status or
reproductive behavior relating to a specific birth, as well as availability and accessibility
of health services within her community.

In addition, & significan variation in delivery care behavior is observed between women
and between communitics, implyving thal there are unobserved actors wilhin familics and

commumities that have a significant effect on dehivery care. The woman or farmly effect
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facility. There are reports indicating a worsening of women's health in transitional rural
societies in sub-Saharan Africa A study was done in Ethiopia, to reflect the health
Murwmnhnmlmmdmm&m&mm&mmw
factors that have potential influence on the health of women in the context of a low-

ncome setting

The result had i that: poverty, traditional practices, poor social status and decision-
making power, and lack of access 10 education were among the highly prevalent socio-
cultural factors that potentially affect the health of women m Butwjire Though the
majority of the women use traditional healers younger women show more tendencies Lo

use health services (Berhane, 2001).

Also Sido and colleagues (2002) carried out a3 study i a rural area i Kano Siate A total
of 152 women were interviewed. Women that deliver at the health care ficilitics were the
controls while those that deliver elsewhere were the cases. The resuhs were as follows:
33 (21.7%) delivered at health care facilities, 117 (76.9%) delivered at home, while 2
(1.4%) delivered in TBA houses. The cases were of higher parity (p=0.007) and the
copirols hud o higher level of formal education (p=0.005). The mother in 47. 1% of casecs
and 6.6% of controls look the decision about the place of delivery. In all other instances,
the husband decided. OF the 63 cases that the husband decided, 10 (15.9%) would have

decided dillerently.



24 FAMILY PLANNING UTILIZATION

Attituide and Practice of Family Manning

A study o describe the utilization of reproductive health services (family planning.
antenatal care, and delivery services) and the socioeconomic determinants for wtilization
of health services was conducted in rural Vietnam Alogether 1132 mothers with
children under 5 yews of uge were inlerviewed about antenstal, delivery, and family
planning services utilization during a five-vear period. The resulis had it that: Seventy per
cent of the women used contraceptive methods, with the intrauterine device being the
mast common The use of the mtriuterine device was positively associated with the
number of children alive but not with olher sociodemographic fictors in the mothers
Thirty per cent of the women had sttended an antenstal clinic for check (Toan ef ol ,

1996)

Simularly, Younis and colleugues (1995) assessed the patterns of contraceptive use by
rural women in Egvpt. 1,781 mirried, sexually active women were involved.  They were
classificd according 1o the type of contraceptive method used. There were statistically
sigmificant difTerences of method users according to the level of education, occupation,
history of pregnancy wastage, time lag between last lnbour and administration, breast
feeding, menstrual characters and the type of last method used.

In a related study however carried out by Ferrinho and colleagues (1991) in
Hophuthatswana, South Africd, the results for family planning showed that, 97% ol the

miothers knew of modem methods of fertility control but only a minority (37%) was using
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them It was also found that maternal education i positively related to utilization of
modern methods of fertility control

Still considering the practice of family planning, Ordonez (1991) analyzed the
sociodemographic changes affecting tural Colombian familics The most imporiant
determinamt of rural fertility decline has been family planning Between 1969.90, the
proportion of rural women using contraception hus increased from 10 to 60%. 47% of
women i union do not desire more children, with poorly educated mothers of 3 or mare

children least hikely to want more children

In a smilar study by the same outhor, 7412 household mterviews and 8647 mdmidual
mterviews with women aged 15-49 years were completed Among all respondents and
respondents cutvently in union respectively, 57.6% and 86.0% had ever used a method,
and 39.9% and 66.1% were curtently wsing 4 method Among all respondents und
respondents currently i umion respectively, 52.2% and 78.9% bad ever used u modern
method and 33.0% and 54.6% were currenily using a modem method

Among women in union, 14.1% currently used pills, 12.4% IUDs, 22% mnjectables,
1.7 vaginal methods, 29% condoms, 20.9% female stenilization, 5% wvasectomry,
11.5% some traditional method, 6.1% periodic abstinence, 4.8% withdrawal, and 5%
others Equal proportions of rural and urban women were sterilized  The prevalence of

female stenlization declimed with education and ncreased with fumily size. 37.5% of



urban and 47.7% of rural women, 44.0% of illiteraie women, 51.8% of women wiih

primary and 57 8% with secondary educations used modem methods (Ordonez, 1991),

According to the GDHS (1998}, one in two currently married women reported ever using
a contraceptive method, with 38% having ever used a modern method and 31% having
ever used a traditional method. The most popolar medern method ever used was the pill,
followed by the condom. The percentage of currently mirried Ghanalan women using a
FP method us at the time of the survey is 22%. Current use ol 4 modern method i higher
(13%) than current use of a traditional method (9%). The most widely used modern
method s the pill (4%), followed by injectable and the condom (3 percent each)

L5 EXPFECTATION OF MOTHERS IN THE USE OF MATERNITY SERVICES
In & study to determine the utilization of antenatal and maternity services by 200 mothers
of Mbeere District, Kenya, it was found out that the propartion of mothers who utilized
health facilnies for antenatal und maternity services wis 97 5% und 52% respectively

(Mwamki e al., 2002),

The major construint experienced by mothers included delay in admission (o health
facility once mothers repont in labour, shortage of drugs and essential supplics, lack of
commitment by stall, poor quality of food and lack of cleanliness m the health care
facilities Most health facilities i developing courtries are faced with similar problems
as above, which serve us a barrer to the use of maternity services. The study in BAK

district would determine whether this fact holds for the districl



A household survey of Solenzo district of Burkina Faso was carried out in order (o study
the utilizition of trained birth attendants (TBA) versus professional health workers as
providers of under fives' clinic (UFC), antenatal (ANC), and malemily care (MC)
Overall utilization by the target groups varied between 13 per cent (UFC), 31 per cent
(ANC), and 32 per cent (MC) The presence of a village health post did nol increase
utilization of MCH care. Furthermore, those who did utilize preferred 1o choose another
sourcc of care the professional midwife for ANC, the traditional ‘old woman' for

delivery.

The determmants of utilization were assessed. Wrong attitudes of health staff towards
patients were one of the major reasons that hampered the use of health facilities A strong
case 15 made for improvement of quality of care before extension of geographical
covernge (Nougtara et al, 1994). In the study by Jido and collcagues (2002) already
mentioned above, it was also found out thut safe and supervised delivery was the reason
for health facility delivery in 28 (84.8%) 75.6% were satisfied with the care they had,
whale only 2 (1. 7%) of the cases will have therr next baby m hospital On improvement off
attendance 73 (48.0%) wanted hospital stall to be frendlier, 43 (28.6%) wanted
improvement in the number and quality of stafT and 44 (25 9%) wanted services Lo be
free

The perception of the quality of the services of 4 provider is very imponant in the choice
of health care provider Ascnso-Okyere and colleagues (1996) observed that many
residents of Kade (one area covered by the study) and its environs prefer 1o go to a



nearty mission clinic where charges we relatively higher instead of the government-
owed Kade Health Centre (which also had a doctor at post) becsuse of the perception that
they would receive befter quality services at the mission fucility than the government
Facility Many discussants in the Kwaehibirem district were also not satisfied with the
operations of the health centre at Kide.

Their contention was thal, apart from being asked to buy some of the drugs from outside,
there are no laboratories to help in disease dingnosis. The attitude of health workers has
been one of the factors considered by patients in the choice of a health care provider.
Many health care seekers have resorted 1o traditional medicine because both the herbalist
and the fetish priest devote a lot of time (0 the patients and 5o there is a personal touch 1o
the treatment that is offered The attitude of health workers in the orthodox system has

been an wsue that has bothered many health care managers for some time now

One thing that was clear during the focus group discussions was that, health care seekers
in the rural areas have a more positive impression about the prescribers at the health posts
and health centres, as opposed to the negative impression from urban health seekers abouwt
the health care professionals in the hospitals, Many nice things were said about the
medical assistams in the rurel communities. Specifically, mention was made of the
paticnce they have in the consulting room, thewr willingness to respond to emergency
calls and their follow up visits Lo putients who have been detuined or sdmitied (Asenso-

Okyere ef ul., 1996).
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L6 ALTERNATE SOURCE OF HEALTH CARE

Most communities in Ghana have fetish priests and herbatists who provide health cure for
a number of illnesses. Same of these providers are contacted after the patient had tried in
vain 10 obtain a cure from onhodox medicine providers. However, there are many

instanices of first visits o fetish priests and herbalists, especially when the cuuse of the
illness is perceived in the beginning to be supernaturul

Some key mformants in the Awutu-Efitu-Senva district, during the study by Asenso-
Okyere and colleagues (1996), disclosed that because of their belief that every disease is
caused by some mishap in the fumily, many people corsuli fetish priests when they, or
members of their family are sick before they would attemypt any other form of treatment,
In much the same way, these socio-cultural beliefs affeet the utilization of maternity

services by pregnam women

There are also spwitual churches that try to heal discases through prayers Some
sicknesses are considered by some people to be spiritaal in nature, and as such healing is
sought through faith, prayers and fasting It was also revealed through Focus Group
Drscussions (FGD) that most of these churches were patronized by women and children
and so the healing powers of their leaders were stressed maore by the women in the
discussion groups than the men who scemed 1o be sceptical about their efficacy.

In many rural commumities, the only contuct of the inhabitams with modern medicine is

through drug peddlers who move from one wvillage to the other to sell drugs The drug

_—-——'"1'5
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peddlers also give injections. Either the paticnl asks fbr a purticular medication, of the
drug peddier prescribes the medication based on symptoms that are described to him
Thus the drug peddiers 1end o )l 4 vacuum that exists in the rural ureas and provide a
convement service 1o the inhabitants Due to several reasons including comvenience and
(uick service, patronage of drug stores und pharmacy shops for consultation on freatment
15 increasing in many places. Disease symptoms are described to the pharmucist or dmg

store attendunts, who would then suggest the medication 10 be purchased for freatment.

Some drug stores even provide dressing services for cuts and ahrasions and some give
injections to patients at the shops Drug peddlers and drug store operalons provide
services that are closer 1o the people and also cheaper than regular health care providers
because they do mol puy for consullations. In Asuom, nurses were of the view thal
patients attempt some treatment by buying drugs from the drug stores and come to the
health centre only when the condition becomes worse. In other areas like Kade, covered
by the study, the nurses thought thin people patronized the drug stores in order 1o avoid
the payment of hospital fees (Asenso-Okyere ef ol 1996),

In a study done 10 analyze reasons for use and non-use of antenatal care services and
malaria treatment among pregnant women living i rural areas in Uganda, findings are as
follows Parity ind distance significantly mfluenced ANC atiendance, but level of
education, religion and marital status did not Malarin as perceived by the pregnant
women is common and multiple health service providers are used for s treatment. About
66% of the mothers reported having suffered from malana during the curent pregnancy,
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of these, more than half had received treatment outside the formal health delivery sysiem
Self- treatment with drugs hought from ordinary shaps wias commonly reported. Nerly
all women knew about the antimalarial drug chloroquine and 83% thought that it wag
used for the treatment of malaria (Ndyomugyenyi ef a/., 1998),

Self-medication or self-prescription 15 widespread among all classes of people. People
accumulate knowledge on diseases treatment Fom previous illnesses or through
neighbours and when they or other members of their households get sick of the same
disease or show similar symptoms, similar treatment is offered The treatment may be
pharmaceutical or herbal preparations. Sometimes drugs left over from the treatment of a
previous divease are used (o treat discases with similar symptoms ( Asenso-Okyere ef al ,
1996).

2.7 PERCEPTION ON THE COST OF CARE

Studies have shown that when fees are mereased ai government healih cure fnciliies, use
by the poor decreases (Waddmgton and Enyimayew, 1989) and that the poor wc
proportionately less likely 10 use more expensive medical facilities, such us those
provided by missions (Ndeso-Atanga, 2000 and Fosu, 19594), Others have shown that
travel is a large portion of the cost of accessing health care i Africa, and that the poor
are less likely to use more distant facilities (Gertler and Vander Gaag, 1990).

Economic or financiil access refers 1o factors related (o cost of seeking cure, obtuining

care and following through with treatment. Economic sccess includes transportution cost,



direct fees paid for care at the health fucility and medication anid other consumables It s
impartant 1o note that, for the poor people in many developing countries, the cost of
medicines and transportation ofien accounts for the majority of the total cost for bealth
care compared 0 direct fees for service (Katherine and Shaw, 2000),

Economic cast of health care thut people fice can lead to inappropriste and sometimes
dangerous health practicss, particularly for the poor. There wre many examples of
countries where il is common practice for the poor when they are ill, to bypass treatment
from a medical provider 1o avoid paymg direct fees and transport cost and go directly 1o
drug stores or traditional health care providers (Katherine and Shaw, 2000).

These observations have led most policy analysts to conclude that the interest of Africa's
rural poor are best served by giving priority to the lowest-cost-possible facility close to
their homes The standard view of health secking behaviour, especially in the developing
countries, contributes 1o u restrictive view of the results of the empincal studies

mentioned above ( Leonard and Leonard, 2000),

In this view, health centers provide a series of curative interventions to patients who live
within their catchment area. When patients suffer from an iliness, they evaluate the costs
they can expect 1o incur against their budget constraints (that 15 the amount they are able
or prepared 1o pay for health care) and il they can afford service, they seek care, Centers
of higher quality care are secn s augmenting the utility that patients gain from visiting a

center but cannot affect the budget constrmnt. Thus if a low quality inexpensive center s



nol affordable, o high quality more cxpengive fucility is even less affordable
Governments are responsible for providing basic health care at a price that the poor can
afford. I‘!‘pu*icchmrl:uuﬁludmphtﬂmhngamum:ﬂﬂ:huicgmd,ﬂﬂmml
receiving necessary level of health care (Leonard and Leanard, 2000),

According to the paper by Leanard nmd Leonard (2000), they held a slightly diflerent
view from the existing empirical findings from other peaple’s work already mentioned
above. First they reviewed health care as an investment good, and nol & normal economic
good (Grossman, 1975). When a person fulls ill, the purchase of health cire can make o

substantial difTerence in their ability to eam, consume and enjoy the fruits of their lsbour

The cost of obtaming health care is compared not to the budget constrainl, but 1o the nel
difference in utility (that s personal benefit) that the consumption of health care can
make Health care improves utility by increasing the chance that a person will recover
from an illness. Higher quality health care has a greater impact on the probability of
recovery than lower quality health care does

According 1o Leonard und Leonard (2000), with perfect capital markets, budget
constraints are Jess likely 1o be u bimding constraint on the health seeking activities of the
poor (that & people should bomow to purchase good health care that has a high
probabbity of makng them well) OF course capnal markels are not perfect, but there is
increasing evidence (hal, health seeking decisions oflen involved loans or granls from

exiended families or suving socielies activities that improve cupital markets (Haile



Mariam, 2000). The view of Leonard and Leonard is somewhat consistent with the
empirical evidence mentioned above, but is further supported by the following
observations. Although the rural poor of Africa are more likel ¥ 10 2o 10 the less expensive
and nearer health care facilities, substantial number of them is also traveling to distan,

NGO providers (Ndeso-Atanga, 2000; Haile Mariam, 2000},



CHAPTER THREE

3.0 RESULTS

3.1 ACCESSIBILITY TO HEALTH CARE FACILITY

1.1.1 Distance to Health Care Facility

JTABLE 3.1a
Distance Frequency (n=180)  Percentage
Less than Skm
92 51.1
3= 10km 53 29 4
More than 10km 21 1.7
Don't know 1 7.8
Total 180 100.0

Souwrce: Auathor, 2004,
Table 3.1a shows the distances from respondents’ residences to the nearest healthcare

facility. 92 (51.1%) lived at distunces less than 5 km from health facility, 21 (11.7%)

lived more than 10 km away from healthcare facilities.



Fip. 2

MEANS OF TRANSPORT TO HEALTH CARE FACILITY
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MEANS OF TRANSPORT

Source: Author, 2004
From Fig 2, majority of the respondents, 90 [50%) accessed health care fucilities by

making use of vehicle, (71) 34,9% walk 10 health care facilitics.

Whilst 131 (72.8%) said they got 1o the health care facilities within an hour, 24 (13.3%)

said it takes them more than 2 hours to get to health care Facilities.
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TABLE Y1k

DISTANCE (Km) AND CHOICE OF PLACE OF DELIVERY

DISTANCE Home THA Pubilic Privam  Other  TOTAL

(Km) Health  Health

Facility  Facility
Less  tham 7 21 44 12 L n
Skm.
Percemtage. 7.4 2.8 478 1¥.0 A7 100.0
S-10km 4 21 24 2 2 51
Percentage. 7.5 196 453 AR N 1000
More than 0 4 13 0 4 11
10km.
Fercentage. 0.0 19.0 61.9 0.0 19.0 100.0
Don't | 3 8 0 o 14
Know,
Percentage. 7.1 357 572 0.0 0.0 1000
TOTAL 12 51 89 4 4 |8
Percentage. 6.0 54 49.5 1.7 7.7 100.0

Source: Author, 2004

From Table 3 1b, it was revealed that 47 8% of respondents living less than Skm away
from facilities delivered at public health ficilities. 45 3% of respondents living between
- 5-10km and 61.9% of those who staved more than 10km away from facilities also
delivered at the public health fcilities. 14 out of 180 respondents did not know the
distance from therr residences 1o the nearest health care facilities
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Age of Women
20-24 4 28
23-29 37 206
334 4 267
%+ 41 2.8
Educational kevel of Respondents
Education Frequency Pereentage
No education 33 194
Primary 138 66
S55 2 i
Ternary 5 28
Occupation Frequemcy  Percentage
Farming 89 494
Sell Employment 76 422
Paid Employment 3 17
Unemployed 12 67
Sumber of children born
Children Frequency Percentage
1-3 90 500
46 63 350
T+ 27 150
Income earned per month
Monthly income (Cedis) F Percentage
Below 200,000 145 LY
Between 200,000 - 300,000 29 16.1
S00.000 and beyvond [ LR
Marital Status
_ Status Frequency Percentage
Single 1) 183
Marmed 6l 119
Living-in 72 400
Separation ) 17
Divorced 11 ol

Source. Author, 2004



3.2 SOCIO-DEMOGRAPHIC CHARACTERISTICS:

Table 3.2a shows socio-demographic chamcteristics of respondents

On age distnbution, the modal cliss was 30-34 years, with 2 frequency of 48, this formed
26.7% of the wtal sample size The least frequency was 13, found in the age group of 15-
19years, making up 7.2% of the total sample

On educational level of mothers interviewed, 15 (19 4%) had no education, 138 (76.6%)
had had at least primary (basic) level education.

For the occupation of mothers, those into farming were 89, forming the largest
percentage of 49 4%, with unemployed respondents being 12 (6 7%) as shown in Table
324 above 50% of respondents had less than four (4) children, whilst those with more

than six (6) children were 27 (15%)

Income level of the mothers interviewed showed thai 145 (80.6%) eamed below
200,000 whilst only 6 (3.3%) eamed monthly income of more than ¢500,000,
For mantal status, 133 (73.9%) were in union. 14 (7.8%) were divorced and 33 (18 3%)

were single.

On religion, majonty, (80%) were Chnistians. On spouses’ education, 34 (18.9%4) were
uneducated, 17 (9 4%) had secondary education and 22 (12.29%) had teniary education
Conceming Spouses’ occupation, 20 (11 1%) were unemployed, 48 (26.7%) were sell:

employed, und 69 (38.3%) were farmers



Fig. 3 Cultursl Valees snd Beliefs.

DECISION MADE ON CHOICE OF PLACE OF
DELIVERY

100¢"
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o B 228

Self Husband Mother Father
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Source: Author, 2004

Of the 180 respondents, 25 (13.9%) claimed they made their own decisions about choice
of place of delivery. 96 (53.3%) said their husbhands ook the final decision. This is thown
in Fig ¥ above.
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The study also determined respondents’ knowledge and beliel of a god Ow of 180
respandents, 86 (47.8%) knew or had heard of 3 god in their villages. This is shown in

Table 3.2b below. 33 (38 4%) out of the 86 said the god was held in high esicem.

TABLE 3.2b Knowledge and Belief of 4 god

Presence of a god in the Community (n= 180)
Frequency  Percentuge

There is a god 86 478
There is no god 73 40.6
Don't know H 11.6
Total 180 100,0

Ability of the god to “give™ children (n = 86)
Frequency Percentage

Gives children 34 39.6
Does not give children 36 41.8
Don't know 16 18.6
Total 86 100.0

Effect of the protection on maternal health services nsage (n = 36)
Frequency Percentage

Protection affect ulilization 30 B3.3
Prolection does not  affect

)i & 167
ulilzation
Total 36 100.0

Source Author, 2004

Out of the 86 who knew of some god, 34 (39.6%) beheved the gods were able 1o
“provide™ babies for barren women. Of the total number of respondents, 36 (20%) were

under some form of “spintual protection™ (eg from spiritual church leaders, fetish

)

.



priests, native doctors etc.). Out of this number, 30 (83.3%) said it prevented them from
using maternity health services and 6 (16.7%) said the protection acquired did not prevent

them from using maternity health services (Table 3.2b ubove)



TABLE 3.2¢ EDUCATIONAL LEVEL OF MOTHERS AND CHOICE OF

PLACE OF DELIVERY
MOTHERS Home TBA  Public  Private Other TOTAL
EDUCATIONAL Health  Health
LEVEL Facility  Facility
None 5 12 9 3 6 15
Percentage 143 43 15.7 H.b 17.1 100,10
Primary 2 8 12 4 0 16
Percentage. 7.7 ns 462 154 0.0 100.0
JSS 4 i 31 6 4 54
Percentnge. 6.9 1.0 56.9 103 6.9 100.0
558 0 0 2 0 0 1
Percentage. 0.0 0.0 100.0 0.0 0.0 100.0
MSLC 2 17 27 2 6 54
Percentage. 17 IS 500 AT 111 100.0
Other 0 3 2 0 0 5
Percentage. 0.0 60.0 40.0 0.0 0.0 100.0
TOTAL 13 51 35 15 16 160
Percentage 1.2 83 472 H.3 59 1000

Source: Author, 2004,

Education of mothers as a socic-demogmphic characteristic was analyzed with respect to

facility utilization. It was observed that, as the level of education increases, the tendency

al mothers 10 use health facilities for delivery also increnses
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33 UTILIZATION OF MATERNAL HEALTH SERVICES.

3.3.1 Family Planning (FP) Utilization

TABLE 33.1a
Type of method Practiced Frequency (n=11) Percentage
Norplant Implant 3 14.3
Depo provera (Injectabile) 10 47 6
Pills B i8]
Total 2l 100.0

Source: Author, 2004,

Current FP practices by respondents showed that: 21 (11,7%) were curmently using some
form of modem FP method, 159 (88 3%4) were nol using uny FP method OF the current
users of modem FP methods during the survey, 3 (14.3%) used Norplant implmt, 10
(47 6%) used injecluble, 8 (38, 1%) used the pill (Tabled. 3. 1a),

TABLE 3.3.1b Reasons for Stopping FP Use

Reasons Frequency (n=30) Percentage
Failure of the method wsed 5 16.7

Due to complication/side effect g 30.1
Husband did not agree 3 9.9
Fmancial reasons 7 233

Other ] 20.0

Total &) 100.0

Source: Authar, 2004,
Respondents who had ever used some form of modern family planning methods, out of

the sample were 10 (16.7%) Reasons for stopping modem FP use were as follows: 5



(16.7%) because of failure of method used; 9 (30.1%) stopped because of perceived side
effects and 3 (9.9%), because of spousal disagreement, as shown in Table 3.3.1b sbove.

Fig4
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Source: Author, 2004
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follows: out of 150 respondents who had never used current FPP methods, 48 (32%)
annbuted i 10 complications or fear of side effects of the methods, 6 (4.0%) were
constrained financially, and a significant number of 70. forming 46.6% had no specific

ressons o give

wnfmmmmuri-'rmumm;mmm
total mumber interviewed, 96 (53.3%) believed it is & good idea; 38 (21.1%) did not
believe FP i a good idea and 46 (25.6%) could not made their perception known
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1.3.2 Antenatal Care Utilization

TABLE 3.3.2 Timing and Frequency of Antenatal Visits

First visit to the clinic during preguancy (N = 140)
Frequency Percentage

| 5t trimeésier 109 &0 6
Znd trimester i3 350
Ird mmester g 4.4

Frequency of visits to Anti-Natl Clinic (N = 180)
Frequency Percentage

No visil 5 78
14 umes 62 344
More than 4 times 103 572
As und when necessary 10 5.6

Source: Author, 2004,

Table 332 above shows that 109 (60.6%) attend ANC within the first trimester and 8
(4 4%4) artend withim the third trimester.

On the frequency of respondents’ visit to ANC clinic, 5 (2.8%) did not attend ANC at all,
62 (34.4%) anended ANC 14 times before delivery and 103 (57.2%) had more thim 4

ANC visits before delivery,

During ANC, 165 (91 6%) of mothers claimed services were provided by midwives and
15 (8.4%) ol respondents claimed they were attended to by doctors.



(a = 180) Percemtage
Docwor 26 144
Nurses Mudwile 154 LAY

Source Author, 2004

Al delivery, 154 (B5.6%) of respondents said midwives atiended them and 26 (14 4%)
claimed they were attended to by doctons

On importance of ANC to respondents, 166 (92.2%) believed it is beneficial 10 both
mother and baby and 14 (7 9%) did not believe ANC was important

On the reasons why ANC s imporant, out of the 166, more than half, that is 90 (54 3%
said the fetus position (lie) ts checked and 40 (24 1%) said it is good because drugs are

given

6 .{ﬂl“ﬂu" "
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334 Preferred Place of Delivery

Fig. 5
FREQUENCY
n=180
15 (8%) 13 (7%)
51 (28%)
101 (57%)

Source: Author, 2004,

On respondents prefirred place of delivery, from Fig. § above, 13 (7.0%) preferred 1o
deliver st home; 51 (28.0%) with traditional birth attendants; 101 (57.0%) preferred 10
deliver at public heslth facilities and 15 (8,0%) preferred to deliver at private health
facilities.

i



34 EXPECTATION OF MOTHERS.

TABLE 3.4.1 Quality of Maternity Care (N = 180)

Mothers' Expectation on Time Spent at health facility
Frequency Percentage

Less than an hour 54 06
Between | and 2 hrs 113 627
Dont know 12 67

Expectation on Privacy at the Public Health Facilities
Frequency Percentage

Privacy Ensured 154 BS.6
Pnvacy Not Ensured 23 12.7
Don't know 3 1.7

Health Provider Attitude towards Mothers at the facility
Frequency Percentage

Antitude Cordial, with Respect 153 850
Aftitude not the Best 17 04
Can’t 1ell 10 56

Satisfaction with Delivery at Health Care Facility.
Frequency Percentage

Sutigfied |42 78.9
Not Satisfied 38 21.1
Total IR0 1(HL.0

Source: Author, 2004,
From Table 341 above, 55 (30 6%) expected 10 spend less than 1 hour, 113 (62.7%)

expects 1o spend between | and 2 hours before leaving the health Gality

154 (85.6%) were satisfied with privacy at the health facility, 23 (12 8%) were no

satisfied with privacy at the health cure facility

P



Of the 150 respondents interviewed, 153 (85 0%) were satisfied with the attitude of
health workers at the health care facilities during ante-natal and delivery services 17
(9 4%) were not satisfied with health care providers and 10 (5 6%) could not iell or come
out bokdly 10 say whether they were satisfied or not

2 (78 9%) were satisfied with delivery services rendered by bealth workens 38 (21 1%)

were not satisfied with services rendered, as shown in Table 4 4 | above
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Source: Author, 2004,

From Figure 6 above, information on the alternative source of health showed that 6
(3.3%) consulted local pastors, 9 (5,0%) consulied herbalist, 96 (53.3%) self-medicated,

and B {4.4%) consulied fetish shrine.



3.6 PERCEFTION OF RESPONDENTS ON THE COST OF SERVICES

Fig 7

RESPONDENTS' PERCEPTION ON COST OF

SERVICES
n=180
B (5%) s B
38 (21% 56 (31%) & HIGH
B MODERATE
OLow
e €1 DONT KNOW

Source: Author, 2004,

Perception of respondents on the cost of services at health care facilities showed the
following: 56 (31.0%) believed cost of services was high; 77 (43.0%) believed it was
moderate; 38 (21.0%) belleved it was low,

i



TABLE 3.6.1 Table showing Perception an Cost of Services and Cheice of

Place of Delivery

FLACE OF DELIVERY
PERCEFTION Home TBA Public Private (Mher TOTAL
ON COST OF Health  Healih
SERVICES Facility Facility
High 5 IS 2 ] 2 54
Percentage B9 268 464 143 16 1000
Maoderate 4 4 42 7 10 L]
Percentage 5.2 N2 %45 9 1.0 1000
Low 3 I8 13 0 4 N
Percentage 7.9 474 M2 0.0 1.5 1000
Don't Know I 4 4 0 0 9
Percentage 1.1 -4 M4 0.0 0.0 1060.0
TOTAL 13 al 8BS 15 16 (1.01]
Fercentage 7.2 83 472 i3 89 100.0

Source: Author, 2004

From Table 3.6 1 above, 26 (46 4%) out of 56 respondents who claimed fees charged for
services was high delivered at public health care facility as against 5 (8.9%) who
delivered ot home Also, as many as 18 (47 4%) out of 38 respondents who claimed fees
charged for services was low delivered with TBAs as against 13 (34 2%) who delivered

at the public health care facility




4.0 DISCUSSION

4.1 Aceessibility to Health Care Facilities

The resedarch showed that about 41.1% of respondents lived more than Skm from heulth
care facilities. 51.1% however lived within Skm from health care facilities (Table 3.1a)
92 out of the sample population of 180 lived within Skm of health fucilities. OF these, 7
(7.6%) had home deliveries which were supervised by relatives; 21 (22.8%) delivered
with TBAS; 44 (47 8%6) delivered at the public health fucilities; 12 (13 0%) delivered a
the private midwives facilitics and 8 (8 7%) were respondents who were muinly hooked

for elective caesarcan soction and hence had 1o deliver at other hospitals (Table 3 1h),

Distance from facilities did not have any significant effect on the use of matemal health
services This 15 because the percentage (7.6%) of respondents living within Skm of
facilities who had home delivenies 18 similar to those hiving between 5-10 km who also
delivered ut home (7.5%). Also none of those who lived more than 10km from fcilities

even had home delivery.

Whilst 21 (22 8%) of those who lived within Skm of facilities deliversd with TBAs, 21
(39.6%) of those who hived between 5-10km of fucilities and 4 (19.0%) of those living
more than 10km away [rom facilities also delivered with TBAs. From Table 3.1b, there
may be a slight increase in percentuge that delivered with THAs, probably due 1o distance

but this was nullified by these living more than 10km from facilities, because it could be

13
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been demonstrated  Reasons usually grven for preferemee home delnery and or
delivery with TBAs was the suppon given 1o women in labour by their relatives and also
perceived high cost of care at the health institutions. Many also stiributed the reasons for
home delivery 1o unpreparedness as labour sets in. transportation problems and the fact
that thewr progress of labour were short-lived (some claimed they delivered whilst effort
were bemg made to arrange for transpor)

The use of Public Health Care Facilities (PHCF) for delivery was encouraging Whilst 44
(47.8%) of respondents living within $km used the PHCF especially the District Hospital
for delivery, a similar percentage 45 3% of those living 5-10km also used the PHCF for
delivery. Il is interesting to note that 13 (61 9%) of those who lived more than 10km used
the PHCF This goes to buttress the above point that, immespective of distance, mothers
were doing well in accessing the health care facilities (Table 3.1b). At the Mational level,
43% of births are delivered in health care facilities (Ghana Statistical service, 1998)

The study done by Mwambks and colleagues (2002) showed that the utilization of
maternity services was significantly mfluenced by distance to health facility Mothers
hiving within Skm reached 10 a health facility more than those living Skm and beyond
This study done in Mbeere District in Kenya, contrasted with the one done a1 the BAK
Disinet in the Ashanti Region of Ghana Uyirworth and colleagues (1996) assessed the
obstetnc services utithzavon mn Lebowa, East Afnca and found that one of the reasons

respondents gave for preference 1o home delivery was inaccessibility of matemity
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services in terms of distance In BAK. dstance did not sgnificantly affect matermity
services utihzation Alo Boeger mnd colleagues (1994) followed 60 Yorubs women
though pregnancy 1o childbinh They found that although there was & functioning
mhlhyﬁHWMHMnnnﬂlﬂwlmMuwu
range of matemity and antenatal services, most women did not register for antenatal care
until the sixth month of pregnancy, and 65% of deliveries occurred st home

It was concluded in the Yoruba study that provision of relatively accessible services does
not guarantee their use and that other socio-cultural considerations must be taken into
account. In BAK, it appeared from the study that provision of accessible services
relatively ensured their use

A study that can be compared 10 the one conducted in BAK District is the one carmied oul
in a rural community in Nigena by Nwakoby (1996) Of the 488 randomly selected
women who had childbirth within 2 years prior to the study, although 93% registered for
prenatal care in health care institution, only 51% delivered in a health care institution
while 49% delivered at home h was found out that, place of residence were not

significantly associated with the choice between home and institutional delivery



42 Socio-cultural and Demographic Factors

4.2.1 Educational Level af Mathers:

The study took into eccount the educational level of mothers as a demographic
charactenistic and choice of place of delivery. From Table 3.2¢, mothers who had no
education tend 1o use the home rather for deliveries than the health institutions. Out of the
35 mothers with no education, § (14 3%%) were assisted at binth by their relatives, 12
(34.3%) were assisted at birth by TBAs, 9 (25.7%) had their deliveries at PHCF and 3
(B.6%) prefermed to deliver at private health institutions, 6 (17.1%) had had 1o deliver
outside the distnct in Kumusi, through refermuls, due lo varnous complications in their

Previous pregnancies.

The trend that is observed is that. as the level of education increases, respondents tend (o
use health institutions for delivery rather than the home delivery or delivery with TBAs
(Table 3.2¢) This shows some relutionship between level of education of mothers and
choice of place of delivery. This is further strengthened by the fact that all the women

with secondary education had their deliveries at the PHCF

The educational level of mothers and utilization of muternily services in the BAK can be
compared with the work done in Ghana by Addai (1998). One of the factors considered in
the study was choice of place of delivery within the 3 years preceding the 1993 GDHS
The analyses demonstrated thit the use of MCH services tend 10 be shaped mostly by the

level of education of the mothers
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The Gurrent GDHS (1998) also has it that, women with no education who delivered at
hiealth facilities were 24.3% (similar 1o BAK district study which is 25.7%) and 75.0%
delivered wt home. For thase with sccondary education and above, 85.7% delivered at
health facilities and 13.7% delivered at home. Ghuna Statistical Service (1998) revealed
that s woman's education increases, the likelihood that she will not receive any antenatal
care decreases sharply from 19% of births 10 women with no education 1o only 3% of
births 1o women who have some secondary education. Other related works on matermity
services utilizaon which had educational level as an imporunt factor affecting it
includes the ones conducted by Rajna and collcagues (1998) and Barbhuiya and

colleagues (2001), as documented in the literature review.

In Peru, Elo (1992) in his study on the hypothesis that maternal education influences the
use of matemity services found matemnal education had a profound effcet on secking
medical care. The lack of access 10 education waus identified, among other socio-ctiltural
and demographic faciors thal potentially affect the health of women and the utilization of
matemal health services in a study conducted by Berhane und colleagues (2001) in
Ethiopia

These works can be compared with the results on level of education and choice of place
of delivery in the study done at the BAK District, which showed that the higher the level
of education, the more likely the woman would deliver at a health core fcility. Celik and

Hotchkiss (2000) in their study on the socipeconomic determinants of maternal healih
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422 Cultural Values and Beliefs:

From Table 32a, under marital status, it could be seen that 133 respondents were in
wmm,wﬂwmmufmhmmmInFi'Lndnl’u]
in such mantal relationship, 96 (53 3%) clamed their husbands decided the choice of
place of delivery for them. In most societies in Ghana, the husband is the head of the
household and the breadwmner and as such has a lot of influence on the woman
Traditional culiural beliefs have been identified in govemment health repons s an

important factor that impact on the health status of women and children (Forbes, 1997)

These belies may influence such health secking behaviours as the type of health care
system 1o use, the place of delivery (home or hospital) and the type of health care
practitioner to choose (Benter, 1999) From the Focus Group Discussion (FGD), it was
realized that those who were single were more likely to be influenced by their relatives
{mothers, [athers and other family members)

In a study conducted by Jido and colleagues (2002), involving 152 respondents, in 4
rural area of Kano State in Nigena, 13 (21.7%6) delivered at health facilities, 117 (76 9%)

delivered &t home while 2 (1 4%) delivered with TBAs. The mothers in 47_1% out of the
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76.9% and 6.6% out of the 21.7% took the decision about the place of delivery

themselves. In all other instances, the husband decided. Of the 63 cases that the husband

decided, 10 (15.9%) of the wivesﬁ would have decided differently.

- A teenage mother of one, and a JSS graduate had this to say during the FGD;

“When I went into labour, I told my grand mum several times that they should take me to
the hospital for safe delivery but she refused and called in the TBA. After several attempts
at “pushing” had failed, I started bleeding and I didn’t see anything again. I woke up in

a hospital having been operated with blood hanging on me”.

This 1s a case where the discussant, probably due to her educational level, knew the
benefits of the delivery at the health facility but because she was a child, and the fact that
she was dependant and also the fact that she had to respect the elders’ decision, in a
typical Ghanaian society, she nearly lost her life. In other instances too the endorsement
of services by the family members and others significant to the individual has been found
to atfect the willingness of the individual to use services (Bond, 1965). In the BAK study,

13.9% of the married women however, were able to make their own decision on the

choice of place of delivery (Fig.3).

About 86 (47.8%) claimed there was a god in their communities but 33 (38.4%) believed

that the said gods were held in high esteem by the communities, and similar number 34

\
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(39.6%) belicved the gods can “give” children to infertile women. OF the 180 respondents
interviewed, 36 (20%) were actually under some form of “protection™ by some
supematural forces through a fevish, a god, deity, native doctors or spiritual church
leaders. As gathered from the FGD, the said protection was to provide secunity for their

lives, health, and prosperity and also against perceived evil forces that may attack them
with sickness and barreness. Of these respondents, 30(83,3%) out of the 36 consult their
spiritual protectors for medication and rituals when they are pregnant and they are more
likely 1o deliver at home than at health institutions as revealed during the FGD, It can be
observed that, a fifth of the total sample size of 180 were under some fom of protection

by supematural forces which may influence their decision 1o seek mulemnily services.

423  Family Planning Amitude and Practice:

Mention should also be made of some respandenis who belicved FP was brought so as to
reduce the number of children a woman was destined to bring forth. It was revealed in the
FGD that this belief had been one of the reasons for non-use of FP and some had 10 swop

the FP methods they were using when they got to know about this ermoneous idea

21 (11.7%) out of 180 imerviewed practised modem family planning methods. With an
mwareness percentage of 95.6%, the user percentage of 11.7% is inadequate, confirming
the distnct's 2002 Annual Report mformation. According to the 1998 GDHS, the
percentage of currently marmed Ghanatan women using a FP method at the time of the

survey 15 22 percent, almost twice the value for the study at BAK District,
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In BAK, the most widely used method is Injectable, which is 10 out of the 21 cument
users (47.6%) This was followed by the Pill (38.1%) and then Norplant (14.3%)
According to the 1998 GDHS, the most widely used modemn method is the Pill, followed
by Injectable and condom. A stedy conducted by Toan and colleagues (1996) in Victnam
on FP utilization had the following findings, 70% of the total number of 1132
respondents used contraceptive methods, with the intrauterine device being the most

COMmon.

A contriceptive prevalence survey was carried out by Ordonez (1991) in Colombia. In
all, 8647 individual interviews with women aged 1549 yewrs were completed. It was
found out that among all respondents, and respondents currently in union respectively,
98.2% and 99.7% knew some contmceplive methods, 94.1% and 97.9% knew some
source of FP, 57.6% und 86.0% had ever used a method, and 39 9% and 66.1% were
currently using a method These figures compared to the BAK digtrict study shows
clearly that FP utilization in BAK is on the lower side and we need (o do n o1, as health

managers 1o mcrease the acceplance rate

All women interviewed in the study who said they have heard of a method of
contraception were further asked if they had ever used a method 1o avoid or delay
pregnancy. 30 out of the 180 respondents (16.7%) had ever used a modem contraceptive
method In the 1998 GDHS, 50% of carmently mamied women reporied ever using o

contmeeptive method with 38% having ever used a modem method. In the study done at
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the BAK district, the reasons given for stopping the use of modem FP method wis
mainly the perceived side effects of the methods wed.

Some were also influenced by friends us they ([riends) namated their experiences with
methods they had practised previously, sometimes on their own initiatives without
consulting the appropriate authorities or through misinformation. These were made
known during the FGD. The wide gap between knowledge and ever use of FP could in
part be due to the fact that, having heard of o method (defined as knowledge in the
GDHS) does not necessarily imply the detailed familiarity with a method that may

actually lead 1o its use

Moreover, women who are either pregnant or trying 1o get pregnant may nol yel have the
need for FP even though they may have the kmowledge of it Some also contended that
they had just started bringing forth children and would wigh 10 have their desired number
of children before practicing FP. OF the 150 who had never used any FP methods, 70
(46.6%) attnbuted their non-use 10 no specific reasons. 32 0% said they were sfraid of
complications and 8 0% attributed their non-use to fear of premature menopause (Fig 4)
78.9% of the respondents believed FP 15 good vel this is not reflecied in the practice
There may be some socio-cultural factors within the communities thal prevent women

from making a free choice of FP.



4.3 Expectation of Care

T‘huemwd!uhemﬂﬁlﬁnﬁmnnthpmnrm with respect to time
spent at the health care facility. From Table 3.4.1, 55 (30.6%) expected to spend less
than an hour and 113 (62.7%) out of 180 expected 1o spend less than 2 hours in the
public health facilities during ANC visits: One observation noted al the public health

facility was that, usually most of the women attending ANC were seen within 2 hours, us

the clinic starts at 9 o'clock and closes between 12 noon and Ipm

Also 154 (85.6%) believed privacy was ensured in the health care facilities during ANC
visits and delivery. A similar percentage, 85%, believed that health care providers
attnude towards clients was cordial and with respect (Table 3.4.1). An intercsting
observation dunng the study was thal, most of the respondents praised the resident
midwife mainly, and & few of other nurses in BAK district Hospital for their dedication to
service and (heir canng nature and attitudes towands patients. This was also realized
during FGD.

From the analysis above, it can be observed that, women's expectations were somewhat
met or they were satisfied for that matter In the study by Mwaniki and colleagues (2002),
some of the findings observed were that: lack of commitment by health stafl, delay in
hospital admission and wiong attitude of health sl towands pregnant mothers among
others were the major construnis expenenced by mothers and which alfected thewr

matemnity services utilization
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“Pattem of Hospital deliveries” was 4 sudy conducted st OOUTH by Lamina ind
colleagues (2002) in Nigeria 72 of the deliveries were booked but percentage of patients
who had ANC at the Teaching Hospital and subsequently delivered in OOUTH was
47.6% Apart from 23 1% that complained about distance, 11% complained about the
time wasting attitude of the Teaching Hospital set up,

44 Health Seeking Behaviour of Respondents

It was realized that more than hall of the respondents 96 (53.3%) practised self-
medication, as the first step in secking health when they get sick (Fig 6). It is after self-
medicution has fuiled that they seck services from health care institutions. During the
FGD, it was realized that most respondents believed a lot of their ailments was malaria
and body pains from farming activities and therefore il drugs like chioroquine and
analgesics like paracetamol and brufen are easily assessible from the commumity
chemical shops, they see no reason why they should waste time and money 10 joumey 1o

health facilines. Most of these drugs were however abused.

From Fig. 6, it 1s observed that 57(31 7%) of respondents would want 1o report straight to
the health care facility when they fall sick 10 seek remtment. Dunng the FGD, some
mothers saw no reason why they should attend ANC. To them, pregnancy is & natural
occurrence and not a disease. In one of the two FGDs camried out, two out of eight

discussants had an entrenched position on this.



Similar work was done in Rajshahi District, Bangladesh The research cxamined the
mnfﬂﬂﬂmﬂmmmﬂtmh“ﬂmJﬂlh
had antenatal checkups 6% 3% of the women did not have any antenatal checkups for

reasons such as absence of complications and the feeling that 1t was not mandasory 10
have such checkups (Hafez, 1999)

Asenso-Okyere and colleagues (1996) mentioned in their study that. herbs have been
used 1o treat diseases in Ghana long before the advent of orthodox medicine Each
community visited during his study had fetish priests and herbalists who provide health
care for & number of illnesses. There are many instances of first visit to herbalists and
fetish priests if the cause of the illness is perceived 10 be supematural in the beginning In
BAK, there are quite a number of communities with gods that are worshipped by fetish
priests (47 8%), as shown in Table 32b The study showed that $% and 4 4% of

respondents consulted herbalists and fetish priests respectively (Fig 6),

Some of the reasons given by respondents were that the herbalists takes time to explain
thmgs 1o them and they also sympathized with their conditions and ailments. Asenso-
Okyere revealed that, in many rural communities, the only contact of the inhabitants with
modem medicine is through drug peddlers who move from one village 10 the other 1o scil
drugs Sometimes they give injections From the FGD of the BAK study, it was realized
that the few respondents who clinmed the amitude of health workers wasn’t the best were
maore likely to self-medicate and report at health fcilities when their sickness are
advanced and they happened 1o be those more likely to deliver at home.
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4.5 Perception of Mothers on the Cost of Services

Respandents’ perception on cost of services and choice of place of delivery revealed the
following: Out of 56 respondents who perceived services 1o be high, S(8.9%) delivered at
home, 15 (26.8%) delivered with TBAs, 26 (46.4%) delivered in public health care
facilities and & (14.3%) delivered in private health institutions. It means that, 34 (60.7%)
out of 56 respondents who claimed services were high used health care Bacilities for

delivery, as against 8.9% who delivered at home.

Also, out of 38 respondents who perceived fees for services to be low, it should have
been expected thut most would use the health facilitics instead of home or TBAs for
delivery but it wasn'l so because, 18 (47 4%) delivered with the THAs whilst 13 (34.2%)
delivered ut public health care facilities. It can be observed from this study that the

perception on cost ol services does not affect matemal health services utilization

Brieger and colleagues (1994), in their work on the utilization of maternity services by
pregnant women in 4 small Nigenan community, followed 60 Yoruba women through
pregnancy to childbirth. They found that although there was a functioning zovemment
facility which offered full runge of matemnity and antenatal services, most of the women
did not register for antenatal care until their sixth month of pregnancy or later, and 65%

delivered at home.

This behaviour 15 explained in terms of fees for delivery services, level of income,

cultural beliels and education. This work contrasts the one done in BAK distnict as cost of
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health care did nol affec utihization, in terms of choice of place of delivery and ANC
allendance.

In agreement with Leonard and Leanard (2000), probably the rural poor in developing
countries, and BAK district (or thal multer, are gradually becommg aware about health as
an investmenl rather than a normal economic good This & because majornity of the
discussants were prepared 1o sell their last propenty to mobilize funds to treat themselves

when they full sick und it doesn’t matter where such cure is sought

They held in their view, an sdage in Akan, trunsiated to mean “Jf you have life, you have
property” and hence would go every length within their capacity to source funds to seck
health with the help of their relatives

Ascnso-Okyere and colleagues (1996) revealed that, hecause of the extended fumily
system, formerly monies were mobilized from family members to cater for the sick
person. Unfortunately, of late, this i3 gradually loosing its socio-cultural touch, as the

nucleus fomily bond gels stronger

Having said this, Ndeso-Atanga (2000) and Haile Mariam (2000) still believe that even
though the rural poor of Aflrica are more likely to go 1o the less expensive and nearer
health facilities, substantinl number of them ure also traveling to distant health cure

facilities to seek cure imespective of cost of services

B



CHAPTER FIVE

50 CONCLUSIONS AND RECOMMENDATION
5.1 CONCLUSIONS

From the results of the study, the following conclusions were drawn based on the
research questions and study objectives.

A far as accessibility to health care facilities was concemed, geographical barriers did
riot affoct matemity services utilization in the study population, as more than half of the
respondents (51.1%) lived less than Skm from health care facilities. With respect 1o

means ol transpart, 39 4% had to walk due to proximity.

On financial sccessibility, even though 80.6% of respondents camed monthly income of
less than two hundred thousamd cedis, their perception on cost of services did not

significantly affect ANC attendunce and choice ol place of delivery

There seems lo be some relationship between the level of mothers® education as a socic-
demographic charactenstics, and choice of place of delivery, because as level ol mothers*

education ingreases, the tendency 1o utilize health institutions for delivery also increases.

Family plannmg utilization was found to be low, with only 11.7% of the total sample size

curently practicing » modem family planning method.



It was revealed from the study that over 80% of the mothers were satisficd with maternity
services provision in terms of privacy ensured and time spent at the facility, attitude of
health wotkers towards pregnant mothers and satisfaction during delivery at the health

cure fucilities,

Health secking behaviour of mothers was vaned Self-medication was high (53 3%), as
most of this category of women believed pregnancy is a natural process und they saw no
reason ‘why they should waste time and money at health facilities. Another 33 9% report
1o health institutions as a first step in seeking health care. The rest consulied herbalists,

local pastors or fetish priests,



51 RECOMMENDATION

From the conclusions drawn from the results and discussion of the siudy, the following

mcommendations were made.

I. The District Health Management Team (DHMT) should intensify health education
programimes especially on family planning utilization. The focus should be an disuhusing
mothers® perception on family planning as the rcasons usually given for non-use and

discontinustion of use of FP methods mostly centered on wrung perceplions about side
ellects

2. The DHMT should device strategics to cary the message of FP 1o the doorsteps off
mothers through frequent outreach visits and possible house-to-house education of

mothers lo increase coverage.

3. The Ghanp Health Service should intensify education on benefits of ANC attendance
1o the expectant mother and her baby, and the importance of seeking cure fom trained
health professionals a1 recognized health care facilities This would go u long way to

improve matemal health services utilization.

4. The Ministry of Health should come up with policies to sel up matemity waiting
shelters in the district for pregnant mothers who are at term to reside. This would
decrease the number of home deliveries and especially so for those who would have
wished to deliver at health care facilities but due to distance and or the fact that, as some

claimed, their labor process was precipitated (short-lived),

%0
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AFPFENDIX |

INTERVIEW GUIDE ON UTILIZATION OF MATERNAL HEALTH
SERVICES

BOSOMTWE ATWIMA KWANWOMA DISTRICT (BAK-D),

NAME INTERVIEWER
IN TERVIEW NUMBER
DATE LINIT AREA

L) PERSONAL DATA

i Thick as appropriate)

a. How old are you?
(1).15-19ys [ @)20-24ys 0 (3). 25-29yrs []
4)30-34ys 1 (5) 35+

b. What is your educational level?
(I)Noeducation [ | (2)Primary | | (3)JES [ ]
(4)558 [ ] (S)MSLC [ ] (6)Otherspecify ... ...

¢ What is your present Occupation?
(1)Farming [ ] (2)Trading [ ] (3)Paid employment [ |
(4) Not working (unemployed) [ | (5) Fish monger [ |
(6) Seamstress | ]| (7) Hairdresser [ ]

Other Specify.

d. Number of children ever bom (How many children do you have?)
(H1-3 1 ] (2)4-6 [ ] @) 7 [ ]

¢  How much do vou eam in s month (estimate)?
1) Below 200,000 cedis [ ] (2)Between 200,000 - S00,000 cedis | ]

. (3) 500,000 cedis and beyond. [ |

.,-'-"--__-_



' What is your Marital Status?.
(1) Single[ ] (2) married | | (3) living—in [ ]
(4) Separation [ ] (5) Divorced [ ]

B) What is your Religion?
(1) Christian [ (2) Moslem [ ] (3) Pagan [ ]
(4) Other (specify) ..........ooooon0

IF MARRIED ANSWER (h) and (1)

h) What is your husband's education Level?
(1) Noeducation [ ] (2)Primary [ ] (3).JSS[ ] (4).888][ ]
(5). MSLC[ ) (6.) Other specify [ ]

i) What is your husband's Occupation?
(1) Unemployed [ ] (2)Carpenter [ ] (3)Tailor [ | (4) Farmer [ ]
(5)Mason [ ] (6) Paid employment[ ] (7) Artisan [ ] (8) Apprentices [ |
(9) Other Specify. ..o

SOCIO-CULTURAL VALUES AND BELIEFS

a). Who in your family, takes the final decision ns far as choice of place of delivery
15 concemed?

L. Self[ ] 2 Husband [ ] 3 Mother| | 4 Father| ]
S Inlaw [ ] 6. 0ther ] Speelly «cosmrenisimsansasininiss
b) Is there a god in your village? (1) YES | | (2INO| | (3) DON'T KNOW][ |

c) Is itheld in hagh esteem? (1) YES[ ] (2)INO[ ](3)DON'TKNOW| ]

d) Cun the god make women pregnant? (Does it give children?)
(DYES[ ] (2INO[ ]1(3)DON'TKNOW[ ]

f Am: there any forms of “protection” given you by uny body?
(1) YES[ ] (2) NO[ ] (3)DENTENOW][ ]



2) Does the protection, so acquired, prevent you from using health services?
(NYES[ ](2) NO[ ](3). DON'TKNOW[ ]

(1) ACCESSIBILITY TO HEALTH CARE FACILITY

a) How far is it from your resident to the nearest health facility?
I)Less than Skm| | (2)S-10km [ ] (3)10km+

b) What is your means of transpart to the health facility?
(1) Walking [ ] (2)Byroad (caronly} [ ]
(}) Walking and Use of Vehicle [ |

¢) How much time does it take you (o get to the public health facility?
(1) Less than an hour [ ] (2) Between | and 2 howrss [ |
(3)2 howrs and above [ ] (4) Don't Know [ ]

(1) UTILISATION OF MATERNAL HEALTH SERVICES.

n) When, during pregnancies do you first visit the clinic?
(1) "trimester [ ] (2) 2" mimester [ | (3) 3™ trimester [ |

) How many times do you visit Anti-Natal Clinic?
(MNowisit [ | (2)1=4times [ ] () Morethand times [ ]
(4) As ond when necessary [ ]

c) Who takes care of women when they are pregnant in the health facility?
(1) Doctor / Medical Assistunt | ] (2) Nurses / Midwife [ ]
(3)Other | ] Specify................

d) During delivery, who provides assistance in the health facility?
(1) Doctor [ ] (2) Nurses / Midwife [ |
(3) Other specify ...



E}Dnjnuﬂainkmmnmlmmﬂﬂihimpnnmﬂ
IDYES[ J(2INO| |  Give reasons for your choice

[} Where do you prefer to deliver? Give reason(s)
(1) Home [ | (2)TBA | |  (3) Public health institution | ]
(4) Private health institution [ 1  (5) Other specify ....... .
RBASONBY Lo aais o ssa, o bt i A

(IV) FAMILY PLANNING UTILISATION.
(8) Have you heard about family planning? (1)YES [ ] (2)NO [ ]

(b} If yes, what do you know about it?

() Do you practice family planning currently? (1) YES [ J(2)NO [ ]

(ii) If yes, which method?

(d) Have you practice farmily planning before? (1)YES [ ] (2INO [ ]

(e) Why did you stop practicing family planning? (Answer, if you are past user)
(1) Failure of the method used [ | {2) Due to complication / side effects
ofthe method | ]  (3) Husband did not agree to it | |
(4) Financial reasons | | (5) Other specify. ... ...

—



Answer () if answer 1o (¢) 15 NO

(1 Why haven't you practice family planning before”
(1) Religious reasons | | (2) Due to complications / side effects | |
(3) Financial reasons [ ] (4) Spousal disapproval [ 1
(5) No reason i 6) otherspecify ...

() Do you think family planning is good? (1) YES [ ](2)NO [ 1]
IfNowhy? ... ..

(V) EXPECTATION OF MOTHERS / QUALITY OF CARE,

(4) How much time do you want to spend at the health care facilities” (During ANC)
(1) Lessthan an hour [ | (2)Between land2hrs [ |
(A Morethan 2hes [ | (4)Donotknow [ |

(b} Do you get privacy at the public health facilities?
(MYES [ ] (NO[ | (3)Donotknow | |

(¢) Do the health workers relate to you nicely at the facility?
(MYES [ ] (INO[ ] (3)Cannottell [ ]

(d) When in labour, do the health workers regularly assess your progress and give you
the necessary suppont? (DYES [ ] (@NO[ 1

M1 ALTERNATE SOURCE (S5) OF HEALTH
(TICK AS APPROPRIATE)
a) Where do you go first you when fall sick?
1. Sec the local pastor for prayers [ ]
2. See the herbalist for herbal treatment [ ]
3. Midwife + Private clinic| |
4 Public health care facility [ |
5. Self-medication [ ]
8. Other, specily ... v e ieiaion



b) Why do you prefer 1o take that step and not others”
Ghve reasons for yourcholee

(VII) PERCEPTION ON COST OF CARE
(a) What do you think about the amount charged for services rendered at the health
facility, taking your monthly income into consideration”?

(IDHigh [ ] (2)Moderate [ ] (3)Low [ ] (4)Donotknow [ ]

b)  Does the amount charged hinder you m anyway from using matemal health

services? Give reasons . .............os

¢  How much do you expect to pay?

(I Low i ionr e nnns (€ 15000 codie)
CEY B i T { > 20000 cedis)
(3) Moderate o veerr (15000- 20000 cedis)



APFPENDIX 11

FOCUS GROUP DISCUSSION GUIDE ON THE UTILIZATION OF
MATERNAL HEALTH SERVICES IN THE BOSOMTWE ATWIMA
KWANWOMA DISTRICT

INTRODUCTION

The discussants were welcomed as they came in. In all 8 discussants reported for the
first FGD and 9 reported for the second FGD

They were made to feel relaxed. Tntroduction then followed

| introduced my sclf and then my scerctary. The importance of the secretary was made
known to the discussants. They were assured of the confidentinlity of the information
that they would give and that we as investigators were there 1o learn from them and
not the other way round. The presence of the Tape Reconder, camera and other tools
used in the discussion were also explained.

They were ulso made to mtroduce themselves ane after the other and their background
information; relevant W the topic under discussion, were collected. Rappart was then
established and the process began

| ACCESSIBILITY TO HEALTH CARE
1.1 Geographical Accessibility

I. In your own estimation how far is the distance from this community to the
nearest health care fcility?

2. Do you think it is far? What is your means of transport?
3. How much tme does it inke you to get to the health facility?

4. Is there any difficulty in renching the facility in times of labour? If so, does the
difficulty faced prevent you from using the fscility?



1.2 Financial Acoesaibiliny

| What do you think about the fees charged at the maternal health faciliny™®

1 Does the amount charged prevent you from using the services”?

! s 1t sppropriste for someone 1o sell all hivher properties o cater for his health”
(Explain)

1.0 Socho-cultural valses and Beliels

| What are your views about orthodox medical practice”

1 Who is the final decision maker when it comes to choice of place of delivery and
why?

1. Is ANC important? Give reasons for your answer.

4 Should a woman with many children still deliver at a health facility or home?
{Discussants should explain their views)

5. Is there a god in this community? If so do infertile women consult it in order to get
pregnant”

What is the influence of such a consultation on the woman's health seeking
behaviour?

3.0 Family Planning Utilization

| Is the idea of family planning good or bad” (Explain your answer)

2 If it is good, when is the appropnate time (o use the services?

1 Where can the information about family planning be sought?

4 Is it really true that there are a lot of side effects of FP as we’ve been heanng?
§ Why are people not using modem FP methods?

4.0 Expectation of Mothers
| What are your expectations as mothers with respect to FP and ANC utilization?
2 What would you say about the amtitude of health workers towards their clients”

...Ltl:-':q' of
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5.0 Health secking Behaviour of Mothers

| What are the ather places people go and seek for health services apan from the
health care facilities?

2 How do people compare the services at these places 10 the existing health care
facilities?



APPENDIX lIB: FGD SCENES




'|.|=i'f"."-1"]‘l'm M ot Cihuoon &) «emn atwanT) [ Tomnr

N AF b GHan _S'Hﬁwwlﬁr At Eeowd

— e

aHANA

Eyewivn 'F-AE'I'.}

Y Urrea £A5T

sal THELN Tl:l GO

e

e

"--- l.';'..r'-. l‘J - L N

-'"‘.’.l.rlqnm'. - AlapM

| GuULE of  Guimea



|
!
|
:

it G SR

T
57

S I..___.l..l.fl..‘.lul.l. Fl'}l%i!.! ..._E e R . I £ T T S T T W S S——a——

S

_

C F
e

Ph. .

g ...( 2

.. . | : ¢ t.!l/f \ Al\ & ..: ..m
INFZ A FAN L IHIVL ISEW R v EMY N e /l.” o et o, | , |

< m .. w..._. H\( CK: Y v A .. £

]
'
Dee e ma el b e e et b e g e PR B g L Ly R ———— Yy Sy o —— ey Lﬁnﬂm' PP Wi N PRSI A AR e

[ LAt L BTl L

B C— I.I.l.....l-..llr.tl....._._l.lrl.llll.L | A —— ———— L e i, W i —— R ‘ -

B000S¢ | F YIS
.bwwmgma VIWNOMNVYMAY YIWIMIY IMIWOSOS8 ..,

[

Py T P el ATy =TT By P Py ﬂﬂmm‘-wnmfi:r o el W P B e e i

C &



	0001_L.pdf (p.1)
	0003_L.pdf (p.2)
	0005_L.pdf (p.3)
	0007_L.pdf (p.4)
	0009_L.pdf (p.5)
	0011_L.pdf (p.6)
	0013_L.pdf (p.7)
	0015_L.pdf (p.8)
	0017_L.pdf (p.9)
	0019_L.pdf (p.10)
	0021_L.pdf (p.11)
	0023_L.pdf (p.12)
	0025_L.pdf (p.13)
	0027_L.pdf (p.14)
	0029_L.pdf (p.15)
	0031_L.pdf (p.16)
	0033_L.pdf (p.17)
	0035_L.pdf (p.18)
	0037_L.pdf (p.19)
	0039_L.pdf (p.20)
	0041_L.pdf (p.21)
	0043_L.pdf (p.22)
	0045_L.pdf (p.23)
	0047_L.pdf (p.24)
	0049_L.pdf (p.25)
	0051_L.pdf (p.26)
	0053_L.pdf (p.27)
	0055_L.pdf (p.28)
	0057_L.pdf (p.29)
	0059_L.pdf (p.30)
	0061_L.pdf (p.31)
	0063_L.pdf (p.32)
	0065_L.pdf (p.33)
	0067_L.pdf (p.34)
	0069_L.pdf (p.35)
	0071_L.pdf (p.36)
	0073_L.pdf (p.37)
	0075_L.pdf (p.38)
	0077_L.pdf (p.39)
	0079_L.pdf (p.40)
	0081_L.pdf (p.41)
	0083_L.pdf (p.42)
	0085_L.pdf (p.43)
	0087_L.pdf (p.44)
	0089_L.pdf (p.45)
	0091_L.pdf (p.46)
	0093_L.pdf (p.47)
	0095_L.pdf (p.48)
	0097_L.pdf (p.49)
	0099_L.pdf (p.50)
	0101_L.pdf (p.51)
	0103_L.pdf (p.52)
	0105_L.pdf (p.53)
	0107_L.pdf (p.54)
	0109_L.pdf (p.55)
	0111_L.pdf (p.56)
	0113_L.pdf (p.57)
	0115_L.pdf (p.58)
	0117_L.pdf (p.59)
	0119_L.pdf (p.60)
	0121_L.pdf (p.61)
	0123_L.pdf (p.62)
	0125_L.pdf (p.63)
	0127_L.pdf (p.64)
	0129_L.pdf (p.65)
	0131_L.pdf (p.66)
	0133_L.pdf (p.67)
	0135_L.pdf (p.68)
	0137_L.pdf (p.69)
	0139_L.pdf (p.70)
	0141_L.pdf (p.71)
	0143_L.pdf (p.72)
	0145_L.pdf (p.73)
	0147_L.pdf (p.74)
	0149_L.pdf (p.75)
	0151_L.pdf (p.76)
	0153_L.pdf (p.77)
	0155_L.pdf (p.78)
	0157_L.pdf (p.79)
	0159_L.pdf (p.80)
	0161_L.pdf (p.81)
	0163_L.pdf (p.82)
	0165_L.pdf (p.83)
	0167_L.pdf (p.84)
	0169_L.pdf (p.85)
	0171_L.pdf (p.86)
	0173_L.pdf (p.87)
	0175_L.pdf (p.88)
	0177_L.pdf (p.89)
	0179_L.pdf (p.90)
	0181_L.pdf (p.91)
	0183_L.pdf (p.92)
	0185_L.pdf (p.93)
	0187_L.pdf (p.94)
	0189_L.pdf (p.95)
	0191_L.pdf (p.96)
	0193_L.pdf (p.97)
	0195_L.pdf (p.98)
	0197_L.pdf (p.99)
	0199_L.pdf (p.100)
	0201_L.pdf (p.101)
	0203_L.pdf (p.102)
	0205_L.pdf (p.103)
	0207_L.pdf (p.104)
	0209_L.pdf (p.105)
	0211_L.pdf (p.106)
	0213_L.pdf (p.107)
	0215_L.pdf (p.108)
	0219_L.pdf (p.109)
	0221_L.pdf (p.110)
	0223_L.pdf (p.111)
	0225_L.pdf (p.112)
	0227_L.pdf (p.113)
	0229_L.pdf (p.114)
	0231_L.pdf (p.115)
	0233_L.pdf (p.116)
	0235_L.pdf (p.117)
	0237_L.pdf (p.118)
	0239_L.pdf (p.119)
	0241_L.pdf (p.120)
	0243_L.pdf (p.121)
	0245_L.pdf (p.122)
	0247_L.pdf (p.123)

