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ABSTRACT

Improving young mother's reproductive health and fertility in Ghana requires access to

adequate, timely and appropriate knowledge on usage levels and the management of

barriers and side effects of contraception.

The aim of the study was to assess use and barriers regarding Family planning among

young mothers (18-28 years) attending health facilities in the Garu- Tempane District of

Northem Ghana.

This was a descriptive cross-sectional study utilizing both quantitative and qualitative

data collection methods. The study was conducted among 720 young mothers attending

health facilities. Quantitative data was analyzed using SPSS to generate frequencies and

associations. Qualitative information were coded into key themes and used to explore the

factors influencing the use, barriers and knowledge of side effects of family planning.

Awareness of family planning among young mothers was 89.4%. Ever use of family

planning was 54.8% whiles the current contraceptive prevalence rate (CPR) stands at

33.9% with injectables being the most preferred method of use. Bivariate analysis of

current use showed significant statistical relationships with marital status and family

unions that mothers belong to

Lower levels of current use given the presence of a high awareness of family planning in

the study and also higher levels of ever use may indicate the existence of barriers.

Additionally, a high unmet need for Contraception among pregnant mothers in this

population study further reveals the existence of numerous factors militating against the

use of family planning in this population. Therefore, efforts at improving access to family

planning on demand, changing attitudes of providers towards clients and proper education

on family planning to reduce misconceptions and fear among others, would go a long way

to improve family planning use among these young mothers.

111

www.udsspace.uds.edu.gh 

 

 

 

 



ACKNOWLEDGEMENT

I wish to thank my hardworking supervisor Dr. Paul Armah Aryee who kept faith with

me, guided me and took time to continually review my work and advise me despite his

busy schedule. Your guidance, assistance, patience, criticism and encouragement saw me

through this project work and I want to say Thank You.

I am grateful to the Management and staff of the Garu- Tempane District Directorate of

Ghana Health Service, the District Assembly staff as well as all departmental heads and

administrators who supported me in various ways during my period of field placement,

field analysis and this final thesis work.

My sincere appreciation and thanks also goes to all lecturers and staff of the University

for Development Studies, Department of Community Health and Development who

lectured me in the different course models which enabled me to come up with this area of

research interest.

I cannot forget to extend my sincere thanks to all staff in the various health centres, CHPs

compounds and clinics across the entire district as well as my research assistants that

supported me throughout my data collection and analysis processes.

SHALOM TO ALL.

IV

www.udsspace.uds.edu.gh 

 

 

 

 



DEDICATION

This work is dedicated to all young mothers who have an unmet need for family planning

and who desire to live a life of dignity and out of want across Africa.

~
I

J
Cu \:, 'I .), t. » J .;b &J i.t"

L r B It R

v

www.udsspace.uds.edu.gh 

 

 

 

 



TABLE OF CONTENTS

CONTENTS PAGE
DECLARATION ii

ABSTRACT iii

ACKNOWLEDGEMENT iv

DEDICATION v

TABLE OF CONTENTS vi

LIST OF ACRONYMS viii

OPERATIONAL DEFINITIONS x

LIST OF TABLES xi

LIST OF FIGURES xii

CHAPTER ONE 1

INTRODUCTION 1

1.0 Background 1
1.1 Problem Statement 4
1.2 Research Questions 4
1.3 Justification and Significance of Study 5
1.4 Main Research Objective 6
1.5 Specific Objectives 6
1.6 Framework on Contraceptive Use 7

CHAPTER TWO 10

RESEARCH LITERATURE 10

2.0 Introduction 10
2.1 Knowledge, access and use of contraception globally 10
2.2 Progress and Changing Trends in Contraceptive Use in Africa 13
2.3 Reproductive Health and Contraception among Young Mothers 15
2.4 Overview of Family Planning Efforts in Africa 15
2.5 Overview of Family Planning and Contraception in Ghana 16
2.6 Knowledge, Use and Unmet Needs in Ghana 19
2.7 Young Women Utilization of Contraceptives 24
2.8 Barriers to Contraceptive Use among Young Mothers 30
CHAPTER THREE 32
RESEARCH METHODOLOGY 32
3.0 Overview 32
3.1 Study Setting 32
3.2 Study Design 33
3.3 Study unit 33
3.4 Study Population 34
3.5 Sampling Techniques 34
3.6 Data collection and instrumentation 36
3.7 Data Collection Procedures 37
3.8 Secondary Data 39

Vl

www.udsspace.uds.edu.gh 

 

 

 

 



3.9 Pre-test of questionnaire 39
3.10 Ethical Considerations 40
3.11 Quality Control Measures 41
3.12 Data Management 41
3.13 Study Variables 42
3.14. Data Analysis 42
3.15 Response Rate 44
3.16 Study Limitations 44

CHAPTER FOUR 45

RESULTS 45

4.0 Overview 45
4.1 Univariate analysis of Socio-demographic Characteristics Use of family
planning Barriers to use and Unmet Needs 45
4.2 Bivariate Analysis of Use barriers and unmet needs with socio- demographic. 58
4.3 Predictors of family Planning Use using Multivariate Analysis 63
4.4 Key Determinants of Current Use of Family Planning 64

CHAPTER FIVE 66

DISCUSSION OF RESULTS 66

J

5.0 Overview of Discussions 66
5.2 Socio Demographics Characteristics with use 67
5.3 Factors that affect use of Family Planning 70
5.4 Barriers to use 74
5.5 Level ofunmet needs among Pregnant Mothers 78
5.6 Determinants to family planning 79

CHAPTER SIX 80

CONCLUSIONS AND RECOMMENDATIONS 80

6.0 Conclusion 80
6.1 Recommendations 81
5.2 Areas for further Research 82

REFRENCES 83

APPENDIX A 96

QUESTIONNAIRE INSTRUCTION 96
FOCUS GROUP DISCUSSIONS FOR WOMEN 108
FOCUS GROUP DISCUSSIONS FOR MEN 111
RESEARCH ASSISTANTS CONSENT FORM 113
RESPONDENT INFORMATION SHEET 114

APPENDIX B 115

Central Themes ofFGDs and In-Depth Interviews with Mothers and Men 115

Vll

www.udsspace.uds.edu.gh 

 

 

 

 



LIST OF ACRONYMS
.:»:

1 (

AIDS - Acquired Immune Deficiency Syndrome

AOR- Adjusted Odd Ratio

AR - Acceptance Rate

CCG - Christian Council of Ghana

CHPs- Community Based Health and Planning Services
_J

CI Confidence Interval

CPR Contraceptive Prevalence Rate

DHD - District Health Directorate

DHMT- District Health Management Team

FGD - Focus Group Discussions

FGDI - Focus Group Discussion Interviews

FP Family Planning

GDHS- Ghana Demographic and Health Survey

GSMF- Ghana Social Marketing Foundation

GYRHS- Ghana National Youth Reproductive Health Survey

HDD - Hard Drive

HIV Human immunodeficiency virus

ICPD - International Conference on Population and Development

IEC- Information, Education & Communication

LAM - Lactation Amenorrhea Method

MDGs- Millennium Development Goals

NPC National Population Council

OR Odds Ratio

P- Value- Level of significance

Vlll

www.udsspace.uds.edu.gh 

 

 

 

 



PC Population Council

PPAG - Planned Parenthood Association of Ghana

RHD - Regional Health Directorate

SPSS- Statistical Package for Social Sciences

SSA Sub-Saharan Africa

STI - Sexually Transmitted Infections

TFR Total Fertility Rate

UN DESA- United Nations Department of Economic and Social Affairs

USAID-

WHO -

WIFA -

United States Agency for International Development

World Health Organization

Women in fertility Age

IX

www.udsspace.uds.edu.gh 

 

 

 

 



OPERATIONAL DEFINITIONS

Barriers to use: Factors or hindrances impeding the use of family planning services.

Contraception: Acts or methods used to prevent the occurrence of pregnancy other than

abstinence

Contraceptives: This refers to associated factors or agents that are used to prevent any

occurrence of pregnancy now or later in the future other than abstaining

from sexual intercourse.

Family planning: This defines the use of contraceptives for planning the size of a family

with respect to the timing (when to have) and the number of children to

have.

Knowledge: Having facts in the mind about the side effects associated with use of family

planning

Unmet need for family planning: An individual who has the desire or want to either

space or limit child bearing, but currently not using any form of

contraception.

Use of family planning: Refers to current or ever use of family planning at the time of

interview.
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CHAPTER ONE

INTRODUCTION

1.0 Background

Worldwide fertility rates have been declining and contraceptive use has been increasing

for the past two decades. This trend notwithstanding, many women who desire to stop

having children or delay their child bearing are not meeting these demands for

contraception (Ashanti-Sarpong, 2007).

Ghana like many other countries within the African Continent is faced with the problem

of high population growth. It is however very worrying to note that, contraceptive use in

Ghana as in many other African countries are still low despite wide documented

evidences of the role of contraception in promoting maternal and child health.

It has been shown statistically that about 80 million unintended pregnancies are estimated

to occur worldwide annually. In developing countries more than one-third of all

pregnancies are considered unintended and about 19% will end up in abortion, which are

most often unsafe accounting for 13% of all maternal death globally (Guttmacher

Institute 2007, Marston 2004).

Premarital exposure to pregnancy risk is also very high, with a widening gap between

sexual debut and age of marriage, and increased sexual activity prior to marriage, placing

young women at increased risk when they are most socially and economically vulnerable.

Ghana has one of the highest levels of unmet need for family planning with about one-

third (35%) of its current married population in this category (GDHS, 2008). This unmet
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10-24 year-olds constitute about a third of the population.

need also extends to include 22% for birth spacing and 13% for limiting births. In Ghana,

According to the GDHS (2008), the median age at first sexual intercourse for women

aged 15-49 years is 18 years and by this age, almost half of these women (48%) reported

having had sexual intercourse. By age 20, 71% of the women have had sex. However,

among sexually active adolescents, 15-19 years, 92% do not use any modem method of

contraception.

In addition, 13% of these 15-19 year olds who are married or single are carrying a

pregnancy, which reaffirms the study by Ohene and Akoto (2008) showing that despite

adolescents being sexually active, majority do not always use contraceptive methods like

condom or if at all they use them inconsistently. The report clearly reveals that unmet

need for contraceptives is high among 15-19 year olds; which has increased from 50% in
;

1998 to 57% in 2003.

A more recent report also has shown that only 17% of married women in Ghana use

modem family planning methods, with the pills and injectables being the most preferred;

which representing 5% and 6% respectively (GDHS 2008). It is also evidenced that about

39% of women would prefer injectables as family planning options in the near future.

Another report by the World Bank has shown that unsafe abortion is common in Ghana,

especially among young women aged 20-24, with one in eleven women in the age group

having had an abortion in the 5 years prior to the 2007 Ghana Maternal Health Survey;

estimating that induced abortion account for 12 percent of maternal deaths in the Country

(World Bank, 2011).
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In Ghana, knowledge of family planning is universal and awareness is very high among

both sexes, with injectables, pills and condoms being the most widely known and used

methods (GDHS, 2008).

Despite these impressive levels of awareness, lack of knowledge of side effects among

users and many other barriers to use, remain influential factors that affect use now or in

the future.

For instance, socio-cultural norms and belief systems have been cited as negatively

influencing choice and use of contraceptives. Previous adverse effects as well as attitude

of health staff towards clients/users are among the many obstacles reported as hindrance

to overcoming unmet needs (Williams et al., 2000).

Young mothers also lack autonomy in decision making regarding access to material

resources and physical mobility to use reproductive health services, and in Northern

Ghana, for instance, women who practice family planning risk social exclusion or

ostracism from their husbands or family members (Adongo et aI., 1997).

In many parts of Africa and Ghana for that matter, the huge burden of unmet needs for

contraception use and family planning services by young women can be overcome by a

concerted effort in unravelling the many complex factors that determine effective use.

_/

It is in this regard that this research was undertaken to investigate the issues surrounding

use as well as factors restricting use by young mothers in order to provide information for

stakeholders and policy formulation in addressing the low use and barriers to family

planning in Northern Ghana.
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1.1 Problem Statement

The GDHS (2008) reports the number of women in Upper East Region not currently

using any contraceptive method as 85.3% which provides a negative view ofthe efforts in

extending Reproductive health services to this part of the Country.

In the Garu- Tempane District of the Upper East region, despite intense community

education and sensitization programs on family planning use in the district, acceptance

rate (AR) to the use of family planning among women in fertility age (WIF A) category

has marginally increased over the past three years (2008 to 2010) from 23% to 28% (Garu

DHMT Annual Performance Report, 2010).

To maximise the benefits of family planning in reducing poverty and improving maternal

and child health whiles empowering adolescent mothers economically, there is a need to

understand the current level of use of contraceptives, young mothers' knowledge of side

effects as while as barriers militating against their use.

1.2 Research Questions

The Study will answer the following Research Questions Concerning the use of Family

Planning and Reproductive Health Issues among young Mothers.

-'
1) What is the level of awareness of family planning among young mothers?

2) What is the status of use of family planning services among young mothers in the

Garu- Tempane District?

3) What is the level of knowledge of side effects regarding contraceptives use in the

study area?

4
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1.3 Justification and Significance of Study

4) What are the barriers to contraceptive use and family planning services in the study

area?

5) What is the current level of unmet needs in the study area?

6) What are the overall determinants of use of contraceptives?

A better understanding of why young women have difficulty using contraceptives with

specific references to their perceived barriers and side effects when even they do not

want to become pregnant will strengthen Reproductive health strategies targeting at

improving access to, and use of family planning services by young mothers.

This falls in line with the recent assertion that identifying women's self-reported barriers

and benefits is central to any intervention to promote their use especially in developing

countries (USAID, 2007).

By incorporating the perspectives of young mothers and service providers in the district
.

on family planning use, more targeted interventions and policies aimed at improving the

level of use and addressing Challenges and barriers to use of family planning services

could be addressed. This will ultimately aim at improving health outcomes for women,

men and couples in the district.

Finally, method choice and availability from the study will be helpful to know the

preferred methods of use now and in the future so that more resources could be

committed in promoting those services in the district and beyond.

5
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1.4 Main Research Objective

The main aim of the study is to assess use and barriers of contraceptives among young

mothers (18-28 years) attending health facilities in the Garu- Tempane District of Ghana.

1.5 Specific Objectives

The Specific research objectives for this study are:

1. To determine awareness of family planning services among young mothers in the

studyarea.

2. To determine use of contraceptives and family planning services among young

mothers in Garu-Tempane District.

3. To determine their Knowledge of side effects of Contraceptives and family

planning services provided.

4. To identify the barriers to contraceptive use and other family planning services

among young mothers in the study area.

5. To assess the level ofUnmet needs among young mothers in the study population.

6. To assess the overall determinants of use of family planning services.

6
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The figure below depicts clearly the contraceptive seeking behaviour of young mothers in

a poor resource setting. Knowledge of mothers family planning use is influenced by

educational status of both mothers and their partners. A higher educational attainment for

both men and women or either of the two can influence largely the extent of family

1.6 Framework on Contraceptive Use

planning use.

Figure 1: Conceptual framework on contraceptive use.

USE OF FP SERVICES
AGE USE OF FP SERVICES
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Additionally, previous experiences from use resulting in future continuation of use or

discontinuation affects use levels in any settings if misconceptions and side effects

emanating from previous experiences are not well communicated to first time users.

Media exposure measured by the number of times women are provided information either

on the electronic print, radio or Television on family planning use also influences use.

Socio-cultural belief systems with regards to family size, access in terms of money and

physical access on demand provide great challenges for users of family planning services.

Others such as mother's time constraints resulting from competing demands on women's

time and misconceptions on previous use resulting from side effects make it difficult for

first time acceptors or previous users to continue to use family planning.

Cost in terms of commodities, supplies and transportation cost incurred in travelling to

the points of service are key to influencing the use of services.

Distance to use in addition to lack of services closer to clients in most settings leading to

travelling long distances for services may make it difficult for some women to obtain

services even in cases of covert use.

On time constraints to family planning behaviours, women's dual roles as care givers and

family economic bearers create competing demands on their time and make it difficult for

them to use services even when these services are near.

Client's views of provider attitudes and their perceived perception of the role the health

care system plays in meeting their health needs are important internal factors that may

influence use.

Finally, a woman choice to use family planning may be influenced by her current age as a

mother, her employment status as well as the kind of family union that she belongs to.

8
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Women who are within polygamous unions where partners tend to care more for children

rather than the welfare of both mother and child tend to demonstrate a positive attitude

towards family planning use.

9

www.udsspace.uds.edu.gh 

 

 

 

 



CHAPTER TWO

RESEARCH LITERATURE

2.0 Introduction

This Chapter reviews relevant literature with regards to use of contraceptives, knowledge

of side effects and access to family services. The review was considered from the global

stage and then zeroed into the African continent. The trend of contraceptives use in

Ghana was then considered with respect to the available literature.

2.1 Knowledge, access and use of contraception globally

A study conducted in Nigeria indicated that knowledge of at least one method of

contraception had increased contraceptive use in young men and women and was

estimated at 74% (ani and McCarthy, 1990). Gage-Brandon and Meekers (1993)

concluded after studies in Botswana, Kenya and Zimbabwe that 90% of sexually active

unmarried women know at least one modem method in these study areas. Other studies

by Agyei and Epema (1992) and Kalk et al. (2001) have shown that knowledge and

awareness of contraceptives is high at 86% for males and 83% for females.

Accessibility and availability of contraception has an influence on family planning uptake

among young men and women. This makes women decide on what methods of

contraception to use. Evidence from studies by Thang and Anh (2002) and Meekers and

Klein (2000), showed that contraceptive rates increased in both Vietnam and Cameroon at

close to 95% because facilities providing family planning services were only one

kilometre from them.

10
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Global use and issues with contraception has been linked closely with financial capital as

a long term measure for continuity of use. Hennink and Madise (2005) indicated that

most African countries are faced with financial problems because of the reduction in

donor funding which led to charging clients in order to generate revenue for expanding

health service facilities. This action has been seen as likely to have an effect on

contraceptive use, since poor people may not afford to pay. An example is shown by the

r declining client numbers observed in Swaziland after the Ministry of Health increased

in condom sales because of a 60% condom price increase (Hennink and Madise, 2005).

prices by 300-400% (Hennink et aI., 2005). Again, in Bangladesh there was a 29% drop

In addition, Stephenson and colleagues (2007), have stated that in communities where

Blanc, Curtis and Croft (2002) pointed out that quality of family planning care is an

important indicator of contraceptive continuity and enhances good care by satisfying

clients' needs and improving their services.

health centres have more staff and where they can offer more services like counselling

before providing clients with contraceptives, that is commitment of staff, is associated

with availability of services anytime. RamaRao et al., (2003) have also shown that

Health education and access to information increases the use of contraceptives because

women who are living in high-quality environments are more likely to practice

contraception compared with those in poor environmental settings.

women become familiar and gets knowledge about family planning, and also accept it.

According to Fikree (2000), approximately fifty percent of women using contraceptives

in Pakistan were influenced by family planning messages they got from health providers

as well as mass media. Parental support and discussion about family planning with young

men led to an increase in condom use (Meekers and Klein, 2000). Kane et al (1993)

S
(}9 BUJ·.; t)"'1
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argued that in Gambia, knowledge of at least one method of contraceptive is very high,

and 76% of young people reported that condom is the most effective and efficient method

of contraception for people of their age. These single men and women reported that

condoms are easier to access and can prevent both unwanted pregnancy and STls

including HIV/AIDS and they are used privately as most of them have attended family

life education (Klein et al., 1993).

High levels of care lead to greater influence for young people to use modem methods of

family planning. RamaRao et al., (2003) have again shown that 61% of women whose

needs were assessed used modem methods compared to 51% of those who were not. This

may indicate that when young people understand their needs and have social support,

they are likely to change their behaviour towards adoption of contraceptives.

According to Debpuur (2002), in communities where there is out-reach of nurses to

clients, there is high knowledge of modem methods of contraceptives. This means that

where programs were well organized and implemented, contraceptive distribution and use

can be highly consistent.

High rates of contraceptive use were found to be in communities where health providers

give women the opportunity to choose their preferred method of contraception (Hogan et

al., 1985). Blanc et al, (2002) reached a similar conclusion, stating that clients, who

receive the method of their choice, as choice has a strong influence on contraceptive

pattern of the community, increased the continuation of contraceptive use in Indonesia.

This is because they build up trusting relationship with staff and it enables them to be

open. Adequate counselling about benefits and consequences of contraceptive use was

influential in Gambia and Niger (Blanc et al., 2002).

,.
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2.2 Progress and Changing Trends in Contraceptive Use in Africa

Sub-Saharan Africa has the highest average fertility rate in the world. In 2009 the average

number of births per woman was 5.1 more than twice as many as in South Asia (2.8) or

Latin America and the Caribbean (2.2) (World Bank, 2009). The average contraceptive

use prevalence (22%) is less than half that of South Asia (53%) and less than a third that

of East Asia (77 percent) (World Bank, 2009). As a result of these patterns, the region is

growing at a faster rate (2.3 percent) than other regions of the developing world,

including both Asia and Latin America (1.1 percent each) (UN DESA, 2008).

Trend data on modern Contraceptive Prevalence Rate (CPR) over the past 20 years show

that some countries have made remarkable progress in increasing access to and use of

family planning. Countries such as Namibia and Zimbabwe started out with high levels of

contraceptive prevalence in the 1990s and saw their rates climb steeply over the next two

decades.

Other countries, such as Malawi, Madagascar, and Mozambique, began with relatively

lower CPRs in the early 1990s, but these rates sharply increased in the following years.

Progress was apparent not only in Southern Africa but also in countries in East Africa,

where increases in Zambia, Uganda, and Tanzania were particularly noteworthy (Mona

Sharan et al., 2011).

The data presented below in table 1 provides the TFR across Africa by sub regions. It

demonstrates clearly the lagging gap by SSA and the need to act in order to improve

fertility levels in this part of the continent.

An indicator of progress in family planning adoption is the change in the type of

contraceptive methods used by family planning acceptors. The use of traditional methods

13
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Table 2.1: Fertility rate in sub-Saharan Africa

tends to be higher in settings where acceptance of family planning is low and use of

family planning programs is weak (Mona et aI.,20l1).

J

REGION TOTAL FERTILITY RATE(TFR) 15-49

World 2.7

Developed Countries 1.6

Africa 5.1

Eastern Africa 5.5

Middle Africa 6.3

Northern Africa 2.0

Southern Africa 2.9

Western Africa 5.8

Source: World Population Data Sheet, 2006

Traditional methods have a high failure rate compared with modem methods and are

therefore not considered an effective mode of contraception. Trends in contraceptive

choice show that in many countries of the region, use of traditional methods has declined

and use of modem methods increased. The use of modem methods has increased most

markedly in countries that had the greatest increases in CPR (Madagascar, Malawi,

Namibia, Zambia, and Zimbabwe). Use of traditional methods in these countries has

either remained stagnant or has decreased. Kenya, Tanzania, and Uganda showed

increases in use of modem methods while maintaining use of traditional methods (Mona

et aI., 2010).

In West African countries such as Benin, Ghana, Burkina Faso, Cameroon, Senegal, and

Togo, traditional method use declined and relatively modest gains in modem method use

were observed (Mona et al., 2010).

14
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2.3 Reproductive Health and Contraception among Young Mothers

Some studies in Africa (Muhwava, 1998; Burgard, 2004) have demonstrated that a large

proportion of young women are exposed to the risk of conception and lack appropriate

information or counselling services leading to a high incidence of adolescent childbearing

situations. In a study in Kenya, young women wanted to hear more about method choices

they could use, however, most were not satisfied with the information they were provided

in order to make informed choices (Ndhlovu, 1995).J

Providing more complete and accurate counselling in meeting the needs of young users

has been associated with high satisfaction rate as well as client retention (Townsend,

1991).

Social and economic changes, including urbanization, industrialization and education,

have eliminated many of the traditional restraints on early sexual activity outside

marriage and have exposed many adolescents and young people, especially adolescent

girls, to the risks of unwanted pregnancy and abortion, which, in turn, increase the risks to

their reproductive health and well-being (Dixon-Mueller, 1993).

2.4 Overview of Family Planning Efforts in Africa

The 1974 World Population Conference held at Bucharest was concerned with rapid

population growth that seems to be the barrier on development and puts pressure on the

economic growth in many SSA countries (Weeks, 2005). Moreover, countries were

advised to set goals as well as to meet them. Countries were also encouraged to provide

family planning services.

15
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After ten years, there was a follow-up conference, the 1984 International Population in

Mexico City that emphasized on meeting the 'unmet needs' for family planning and

education.

At the 1994 International Conference on Population and Development (ICPD) Program of

action, many governments made a commitment to provide reproductive and sexual health

services (Lush, 2002). More emphasis was put on the provision of family planning

services to the lowest marginalized person, thus enabling couples to make informed

choices (Lush, 2002).

Again, the conference concentrated on empowerment of women to take responsibility of

their own reproductive health. In other words women should be free to plan their family's

future. Most developing countries including Lesotho, after the aforementioned

conferences, decided to implement the recommendations and provide contraceptive

services. They realized that high growing population was worsening the standard of living

and inhibiting development and economic growth of their countries regardless of their

efforts to improve health facilities.

2.5 Overview of Family Planning and Contraception in Ghana

Ghana's earlier family planning efforts were introduced by the Planned Parenthood

Association of Ghana (PPAG) and the Christian Council of Ghana (CCG) before the

government's population policy was unveiled in 1969.

In 1969, Ghana adopted a comprehensive national population policy with the main aim of

curbing the rapid growth rate of her population, which was 2.6% at that time. Though the

policy document encompassed all areas of human and social behaviour which directly or

16
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indirectly affects the demographic process of the country (National Population Council

(NPC) 1995), considerable attention has been given to the growth rate of the population.

A national family planning program was launched in 1970 with the principal aim of

providing couples with information on and access to modem contraception, which has

been government's preferred means of birth control in the country.

Initial progress experienced significant results in the late 1970s since more Ghanaians

were aware and started to use despite shortfalls in supply (Agyei-Mensah, 1997).

The Ghana Social Marketing Foundation (GSMF) was established in the 1980s after

carrying out a successful USAID Social marketing program to create more awareness and

use of family planning in the Country. This was followed by a method mix in the 1990s

which sought to ensure that family planning services were available in public sector

facilities and diversified in order to meet the choice, quality and increase accessibility for

use.

Ghana's population policy had to be re-launched in 1991, redesigned under the revision

of the National Population Policy in 1994, shifted to the reproductive paradigm following

the ICPD recommendations and re-launched again in 2001, as it could not achieve its

objectives (NPC, 2000).

The population growth rate, which was around 2.6% per annum at the time of adoption of

the policy, was targeted to reduce to 1.7% by the year 2000. Use of contraception

increased noticeably between 1988 and 2003, but total unmet need has changed little

between 1988 and 2003, actually increasing slightly from 31.5% to 34%.

In 1988, there was little difference in unmet need between rural and urban women;

however, there is now a widening gap in unmet need between the two populations. In the

17
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past 15 years, while the unmet need in rural areas has increased by 16%, unmet need in

urban areas declined by 9% (GDHS Reports, 1988, 1993, 1998,2003).

Table 2.2: Fertility levels in Ghana from 1988-2003

Region 1988 1993 1998 2003

Western 3.2 14.4 8.7 17.7

Central 4.9 7.6 13.1 13.2

Greater Accra 10.6 18.0 17.4 26.0

Volta 5.8 7.7 12.1 19.3

Eastern 3.9 12.9 19.6 21.5

Ashanti 6.5 8.0 14.0 21.0

BrongAhafo 5.2 14.0 14.8 24.8

Northern N/A 5.1 5.6 7.7

Upper East N/A 7.2 7.5 9.7

Upper West N/A 5.1 9.1 19.5

TOTAL 5.2 10.1 13.3 18.7

Source: GDHS 1988-2003

Current use of contraception varies with urban-rural and regional residence, and level of

education and wealth. Women in urban areas are more likely to use modem methods of

contraception than women in rural areas (19% vs. 15%) according to GDHS, 2008. From

the above table, prevalence of modem method use ranges from lows of7.7% and 9.7% in

Northern and Upper East to highs of 24.8% and 26.0% in Brong-Ahafo and Greater

Accra in 2003.Data from the GDHS 2008 indicates that, use of modem family planning

varies by residence and region. Modem methods are used by 19% of married women in

urban areas compared with 15% in rural areas.

18

Modem contraceptive use ranges from 6% of married women in the Northern region to

22% in the Greater Accra and Brong Ahafo regions.
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Modem contraceptive use increases with women's education. Nineteen percent of

married women with more than secondary or higher education use modem methods

compared with 11% of women with no education. Use of modem methods also increases

with household wealth. Twelve percent of women in the poorest households use a modem

method of family planning compared with 21% of women in the wealthiest households

(GDHS, 2008).

Although fertility remained high in the first two decades of Ghana's family planning

program, between 1988 and 1998 the TFR fell from 6.4 to 4.4, with the current rate of 4.0

from the recent GDHS Report (2008).

2.6 Knowledge, Use and Unmet Needs in Ghana

Knowledge of modem family planning methods increased at each of the three successive

GDHS conducted in 1988, 1993 and 1998. The highest increase occurred between 1988

and 1993 when the proportion of currently married women who knew any modem

method increased from 79% at the 1988 GDHS to 91% at the 1993 survey. It then rose

rather slowly to 94% at the 1998 survey. The rapid increase between 1993 and 1998 has

been attributed to gains made by re-launching of the program in 1991 (Ministry of Health

1992). At the 1998 GDHS, 92.5% of all women and 93.1 % of currently married women

indicated that they knowl at least one modem contraceptive method. The proportion of

all men who said so was 94.6% and the corresponding figure for currently married men

was 96.0%. Knowledge about any traditional method is also quite high, 73.2% among

currently married women and 79.4% among their male counterparts. Lower percentages

of all women (69.4%) and all men (69.5%) know about at least one traditional method.

Knowledge about a source or a place where family planning services are available was
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also high. Eighty-one percent of currently married women and 86% of currently married

men knew where to obtain a modem family planning method as recorded at the 1998

GDHS. This implies that physical access to family planning services is probably not a

barrier to contraceptive use for the most married men and women.

/

The GDHS 2008 reports that there has been a monumental increase in contraceptive use

among currently married women in Ghana, from 13.0% in the year 1988 to 23.5% in

2008. Consequently, the proportion of sexually active unmarried women usmg a

contraceptive method was noted between 2003 and 2008, from 43.5% to 50.4%.

Despite these impressive increases in contraceptive use over the years from table 2 below,

other studies have indicated that CPR is still low. Current contraceptive non-use among

married Ghanaian women is 76.5% whiles 50.4% of married women had ever used any

method of contraception.

Table 2.3: "Family planning Acceptor levels in Ghana

REGION 2002 2003 2004 2005 2006 2007 2008

Ashanti 14.2 14.0 13.2 14.1 15.3 15.2 15.7 •

BrongAhafo 34.4 34.8 47.9 41.0 42.9 40.9 36.3

Central 22.2 24.2 33.6 32.6 37.0 29.6 33.0

Eastern 25.8 32.1 25.6 24.7 35.0 33.3 33.1

Greater Accra 28.8 25.1 18.5 17.7 20.4 16.4 63.9

Northern 14.1 14.3 16.7 19.4 17.8 20.1 26.0

Upper East 16.5 18.7 20.2 20.7 26.7 27.4 26.2-

Upper West 33.4 31.4 44.6 53.9 54.3 85.0 59.8

Volta 20.6 26.2 29.9 25.7 27.9 23.7 21.6

Western 11.4 13.8 23.2 13.8 15.2 13.9 19.6

National 21.0 22.3 24.3 22.6 25.4 23.2 33.8

Source: Adopted from facts and figures 2002-2008 (GHS)

~-
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Women's knowledge about family planning and contraception has been shown to be high.

About 97.8% of all women and 97.9% of married women knew of any method of

contraception, emphasizing the point that, knowledge about contraceptive methods,

whether modem or traditional methods among men and women in Ghana is high whiles

use still remains low (GSS 2003).

About 17% of married women currently use a modem method of family planning whiles

7% of the same category of women use traditional method of family planning (GDHS

2008). Use of modem family planning methods varies by place of residence (rural/urban)

and region.

Northern region had the lowest rate of 6% whiles Greater Accra had 22% had the highest

percentage of married women age 15-49 who use modem methods. It was also found that

modem methods were used by 19% of married women in urban areas compared to 15%

in rural areas (GDHS 2008).

Over the decades, opposition to use of family planning especially opposition from

respondents who do not intend to use in the future has become an important factor fer

non-use as compared to women who are currently using.

On contraception discontinuation over the decades, women who had stopped usmg

contraception due to health concerns were likely to have unmet need for limiting births

whiles women who stopped because they wanted a child was likely to have an unmet

need for spacing (Pav Govindasamy & Emmanuel, 2000).

Expert knowledge on the contraceptive practices of women in Ghana suggests that

contraceptive use is low and hence women are using induced abortions to terminate

unintended pregnancies that occur (Biney, 2011).

U D d
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The medium age at first marriage has risen slowly over the last two decades from 18.7

years for women aged 40-49 years to 19.6 years for women aged 25-29 years, according

to the 1998 GDHS results. The median age at first sexual intercourse has not changed

much during the same period. It rose insignificantly from 17.5 years for women aged 40

years and over to 18 years for women aged 25-29 years.

:I

At the 1998 GDHS, more urban women (17%) than rural women (11%) were using a

modem family planning method.

There were differentials in contraceptive use by education, with the highest rates of use of

modem methods among women who have education up to secondary level and beyond

(20%) compared with 9% among those with no education. The difference between all

men (20%) and all women (13%) is also significant. It has been speculated that most men

use condoms, not with their spouses but with other partners. If men were using condoms

with their wives it could reduce the rate of unmet need for contraception among married

women and unwanted pregnancy too.

Unmet needs analysis of fertility preferences and contraceptive practices from the various

GDHS indicate that there are many women who either say that they do not want any more

children or want to delay the next birth but are not using contraceptives or need more

effective contraceptives women with unmet need for contraception.

The level of total unmet need for contraception was 39% (25% for spacing and 13% for

limiting) at the 1993 GDHS and 23% (11% for spacing and 12% for limiting) at the 1998

survey. The level of unmet need is still high despite the decline. The differences between

Wanted (3.7) and TFR (4.6) at the 1998 survey also indicate that not all demand for

contraception has been met (GSS 1994,2003).
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Total demand for family planning in 1998, made up of the proportion of currently married

women with unmet need for family planning (23%) and the proportion currently using

family planning (22%) was 45%. If all women with unmet need for contraception were

also using some method, the CPR would have been 45%.

The table below provides details of levels of use and unmet need levels between urban

and rural areas in Ghana. From Table 4 below, unmet needs among rural and urban areas

stands at 38% and 32% respectively. Also, women currently using any family planning

method stand at 24% with 27% in the urban areas and 21% in the rural areas (GDHS,

2008).The reasons given for non-use are varied as indicated at the surveys, but health

concerns and fear of side-effects are the most often stated.

Table 2.4: Family planning use among currently married women (15-49 years)

Indicators Urban Rural TOTAL

Women currently

using any family 27 21 24

planning method (%)

Women currently .
using any modem 19 15 17

family planning

method (%)

Women with an

unmet need for family 32 38 35

planning 1 (%)

Source: GDHS 2008 Report

At the 1998 survey, fear of side effects was the most frequently cited reason, accounting

for 16% compared with far lower rates of response for other method related reasons: lack

of access/availability, cost and inconvenience of use. Husband's opposition and religious
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opposition were not significant reasons for non-use at the 1998 survey (GDHS, 1998).

Earlier, these were prominent reasons for limited contraceptive use among women. The

introduction of strategies in the 1980s to involve men in family planning was a response

to the high rate of spousal opposition reported at earlier surveys (Piotrow et al 1997,

Ministry of Health 1992). The involvement of religious bodies in the National Family

Planning Programme is also aimed at removing religious barriers to contraception,

especiall y modem contraception.

2.7 Young Women Utilization of Contraceptives

Lack of adequate knowledge and awareness has been associated with use among young

women. The provision of a wide range of contraceptive methods increases the

opportunity for individuals to obtain a method that best suits their needs. Ross et al

(2001) confirm that prevalence of contraceptive use is highest in countries where access

to a wide range of methods is uniformly high.

Also, in most societies women are found to be prepared to travel long distances for advice

and contraceptives, especially for methods which require infrequent or no further visits.

Data from the GDHS 2008 indicates that, there has been an increase in the use of

contraceptives among married women since 1988. From a contraceptive prevalence rate

of 13.0% in 1988, to the current trend of 23.5 % ( 2008) indicating that the country is on

course to reducing fertility levels (GSS, 2003). Despite these, non-use of contraceptive es

by non-married women stands at 76.5% indicating that Ghana's CPR is still low and

might not have explained for fertility reductions from 1988 to 2008 (GSS, 2008).
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Although there have been reported incidence of the declines in teenage pregnancy,

premarital births still remain a challenge to young women (15-24) with majority not ready

to bear full obligations of motherhood (Creel and Perry, 2003).

Effective Contraceptive utilization by adolescents enables them to mature well, go higher

in their educational levels as well as become economically better off to cater for any

children later in life. Despite these decades of evidence of the benefits of young people

use of contraceptives, serious challenges still confront their effective use of services.

Evidence has shown that, awareness over the years of family planning utilization among

many populations has increased (Agha et al 2008); although it does not guarantee regular

use.

Appropriate Utilization of family planning has also been noted and has been proven to be

largely due to the lack of knowledge and the management of problems associated with

contraceptives services (Chaibva et al., 2009; Mbambo et al., 2006).

In a single study in South Africa, a higher percentage of adolescent mothers (90.2%)

reported to have used contraceptives prior to their babies births indicating that knowledge

and access to services can enhance contraceptive utilization (Ehlers, 2003).

Also, young women communicating with their partners or mothers have been noted by

several studies to have an impact on long term utilization of family planning services. In a

study in Namibia, young women in rural areas who had discussed contraceptive use with

their mothers were seen to have adopted the use of contraceptives than women in urban

areas (Nelago et al., 2008). This can therefore be concluded that parental discussion of

contraceptives with young adolescents is vital to tackling the low levels of contraceptive

utilization in settings of low uptake.
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Utilization of family planning services has also been shown to affect young women by

provider's limitations. Studies in Tanzania have indicated that, family planning providers

limit contraceptives access to young unmarried women (Speizer et al., 2000) whiles other

contraceptive providers in Ghana supplied contraceptives only to women with proven

fertility on the basis that, contraceptives ,especially injections could cause permanent

infertility (Stanback and Twum-Baah 2000).

In Zambia, client's utilization and acceptance of family planning services was due to how

thoroughly they were examined by service providers (Ndulo et al., 1995).

Additionally, family planning utilization has also been seen to increase with the provision

of a wide range of family planning opportunities by providers to individuals that best

suits those (Ross et al., 2001). Apart from these, convenient times for young people to use

family planning are another challenge affecting utilization. This pre-supposes that, single

clinics offering family planning services to the general populace may exclude a large

proportion of young adolescents since they view opening and closing times and attention

for them as inconvenient for their effective utilization of such services.

Clients perspectives suggest that clients beliefs about quality of services, previous

experiences with services as well as their perceptions of how the health system support

them also influence their level of use of contraceptives(Williams et al;2000,Kelley and

Boucar 2000).

Apart from these, fertility related reasons account largely for the non-use of family

planning services Gizaw and Regassa, 2011). Fertility reasons mostly cited were

abstinence from frequent sex, infrequent sex and breastfeeding practices. According to

Abebe and Nigatu, (2002) method related reasons such as fear of side effects, high cost

providers bias resulted in 32.4% of non-utilization of family planning services.
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A major key determinant to young Namibian women's contraceptive use was whether

Approval of family planning services has been seen also as a predicator of the likely use

now or in the future of contraceptives. Women's approval for use was identified as been

six (6) times higher than those who disapprove of the use of contraceptives by themselves

or others. Current contraceptives use from Abebe et al., (2000) was also influenced by

wife's perception of her husband's approval of family planning services.

they had any communication on sexual and reproductive issues with their mothers

(Nelago Indongo et al., 2008). However, qualitative data from the study revealed that

family planning discussions with mothers had significant interaction effect leading to

contraceptive use. In addition opposition of husbands and others from use also affects to a

large extent young people's autonomy to the use of contraceptives. Women in a study in

Ethiopia who refused to seek family planning due to opposition from husbands was

10.9% (N=551) (Gizaw and Regassa). A Nigerian study (Feyisetan and Bamiwuye, 1998)

showed that women did not want to use family planning due to their beliefs that their

husbands disapprove of the family planning. Husband's opposition from use was also

attributed to their perceived side effects of family planning among women (Gorrette et al.,

2010).

Apart from these, another population based study in Ethiopia indicated that lack of

- knowledge particularly on the sources of family planning methods also had effects for

non-users. The data reports that, 4.4% of non-users of family planning were mainly due to

their lack of information on the sources of family planning options available for their use

(Abebe Gizaw and Nigatu Regassa 2011).
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rating of services as satisfactory among users (Whittaker, 1996). Privacy can guarantee

that, stigmatization associated with the use of contraceptives can be minimised.

Utilization can thus be affected by young people if they are continuously embarrassed

whenever they are seen at health centres waiting for family planning services. As noted;

social stigma associated with seeking care often affects young men differently than young

women (Creel and Perry, 2003).

Unmarried women are often stigmatized and perceived as promISCUOUS;noting that

increasing contraceptive utilization can be ensured by providing personalized

individualized strategies to men and women in accordance with their cultural norms and

values (Gorrette et aI.,2010) .

Cost of contraceptives have widely been supported by the idea that cost affects utilization

(Atuyambe et al., 2008; Touane et al., 2004).Cost for transporting clients themselves and

for the purchase of contraceptives commodities have prevented those without any form of

disposable income to access and use the products; negatively affecting utilization among

young people(Gorrette et aI.,20l0).

Enabling factors to utilization has been identified as important to helping change

behaviour patterns concerning contraceptive use (Gorrette et al., 2010). Women strategies

to ensuring use have been buttressed by the point that, a young woman decides on what

contraception to use on the basis on what is available and most convenient at the time

(Bugard, 2001; Bender & Kosumen, 2005).

Secret use of contraception was also identified with use (Gorrette et al., 2010) but also

identified as contributory to short duration and discontinuation of use (Blanc et al., 2009).

A study in Turkey (Ozlem, 2006) involving a national survey indicated that, the number

of living children a woman have seems to be negatively associated with contraceptive
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utilization. However, this seems not to be consistent with the view that, the odds of using

a family planning method increased with parity (Pasha et aI., 2001). In addition, accurate

counselling of clients for family planning services is associated with effective utilization.

Accurate counselling has been documented to account for meeting clients needs, creating

clients satisfaction and use whiles ensuring client retention (Townsend, 1991).

Another study also asserted that, counselling for clients prior to a project In the

Philippines on family planning was a major weakness in project implementation and

success (Costello et aI., 2001).

Young people perceived benefits of family planning were associated with an increase in

utilization of contraceptive services. Changing perceptions of the benefits of small family

size and importance of education accounted for influencing young people's use of

contraceptives (Gorrette et aI., 201O). Conversely, concerns about health and side effects

associated. with contraceptive utilization have been documented to have effects on under

utilization of services in low income countries (Casterline et aI., 2000, Byamugisha et al.,

2006).

Community and individual influence on contraceptive use among young women (Curtis

et aI., 2003; Rani and Lule, 2004) has also been shown to influence and determine to a

greater extent, immediate family members utilization of contraceptives.

Effective utilization of contraceptives could have positive effects on adolescents by

enabling some adolescents mothers postpone childbearing to complete their schooling

and to delay their marriages (Ehlers et aI., 201 O).

The above reviews show that there are many reasons and barriers reported by women for

the utilization or non utilization of contraceptives services.
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2.8 Barriers to Contraceptive Use among Young Mothers

Barriers still remain an obstacle to effective use of family planning services; most notably

among females who lack adequate knowledge and awareness of the services (Macphail et

aI., 2007).

Although knowledge about pregnancy, modem contraceptives and reproductive health

issues may be high in some settings, majority of young women in most studies (Castle,

2003; Rasche et al., 2000, Wood et aI., 2006) reported receiving little sex or contraceptive

education from parents and health service providers. This highlights particularly the fact

that, inaccurate perceptions of pregnancy risk and misconceptions lower use levels

(Wood et aI., 2006).

In addition, a study in Vietnam (Nguyen et al., 2006) argues that, young women were

rarely provided with adequate information about modem contraceptives and was

identified as a key barrier to use. This argument supports Ohene and Akoto 2008; that

lack of knowledge of where to obtain the condom, absence of family planning discussions

with partners and risk of sexually transmitted infections for young women was among

major barriers affecting use in a study in Ghana.

Kaufinan et al 2003 identified lack of concern over the possibility of pregnancy,

perceived invulnerability to pregnancy and forgetfulness barriers associated with use of

contraceptives.

Studies conducted by Population council (PC, 2000) and Bongaarts and Bruce (1995)

cited misinformation, rumours and pro-natalist views and opinions on side effects of

contraceptives resulting in more of these views received rather than the positive messages

leading to a huge barrier associated with use among women.
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Misconceptions of modem hormonal methods, especially with the view that their use

could result in infertility is often common with such beliefs been often reported to be

community wide (Gage AJ 1998, Campbell et al., 2006).
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CHAPTER THREE

RESEARCH METHODOLOGY

3.0 Overview

This Chapter presents the various research methodologies used to explore the outcome of

the research objectives of the study. It includes an outline of the study area, study design

and population, sampling and data collection procedures as well as ethical considerations.

Others include quality control measures, data analysis and management, study variables,

data analysis, response rates and limitations to the study.

3.1 Study Setting -~

The research setting was the~ru- Tempane District of the Upper East Region of Ghana.

The District is located in the South eastern comer of the Region. It shares boundaries

with: Bawku Municipal to the North; Bunkpurugu- Yunyoo District to the South; Bawku.
West District to the West; and the Republic of Togo to the East.

The 2010 population and housing census provisional results for the district gave a district

population of 132,237 at a regional growth rate of 1.2 % .This was disaggregated into

57,291 males and 74,946 females. The percentage of WIFA within the district stands at

24.0% per the population of the district.

The study setting is inhabited by many tribes; mostly Bimobas (66%) and Kusasis (24%)

with other minority tribes such as Busangas (4%), Mamprusis (4%) and Fulani's (2%).
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Evidence from previous studies in the district indicates that, women begin sexual activity

around the age of fourteen and most give birth before the age of eighteen. Birth control is

virtually absent, although spacing using Lactational Amenorrhea Method (LAM) is

sometimes practiced by younger mothers (Meij et aI., 2007).

The district has twenty five (25) health facilities currently providing health services

across six (6) sub-districts in the entire district serving 194 Communities. It comprises of

Six (6) Health Centres, Twelve (12) CHPS Centres, Six (6) Clinics and One (1) Medical

Centre.

3.2 Study Design

The design of the study was a descriptive cross-sectional one. This design was chosen

since the researcher was interested in finding out associations between knowledge of

side effect and barriers with use of family planning services.

3.3 Study unit

The study units were women between the ages of 18-28 years in the study area. In all,

twenty five (25) health care facilities offering family planning, reproductive and general

curative care services scattered around all 194 communities throughout the district were

involved. The health facilities were made up of six (6) health centres, four (4) clinics,

twelve (12) CHPS centres and three (3) privately owned health facilities all located in

Garu township. In total, Garu township had a total of eight (8) health facilities whiles 17

of the other facilities were located in 17 different communities in the district.
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3.4 Study Population

The study population was made up of young mothers within the study age category (18-

28 years) attending health centres across all twenty five (25) functional health facilities in

twenty two (22) communities in the district. Men within the age limits 25-40 years and

six (6) Midwives were included in focus group discussion and in-depth interview sessions

during data collection procedures.

3.5 Sampling Techniques

Techniques explored here includes sample size estimation, sampling procedures and
selection of respondents

3.5.1 Sample Size Estimation

The sample size was determined using Kish Leslie (1965) formula for survey sampling

for descriptive studies:

Where,

n = sample size of respondents for the Study

Z = Z score corresponding to 95% level of significance is 1.96

p = Estimated proportion of WI FA acceptors for the district (DHMT Reports 2010) is,. 28%=0.28

q =l-p =0.72
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Substituting in the formula,

= (l.96)2x0.28xO.72/(0.05i

= 3.841x 0.72x 0.28/0.0025

= 316

Therefore the sample size for young Mothers to be interviewed was 316. However, to

increase precision for better generalization of results, a final sample size of 720 was used.

3.5.2 Sampling Procedures

Purposeful sampling was used to select respondents who were waiting in queues for

administering the questionnaire at various health centres. The same mode of selection was

done for the respondents in the male and WIF A sub-groups for the focus groups and in-

depth interviews. This was done in order to meet the selection restriction for target age

and gender as key in meeting the objective of the study.

3.5.3 Selection of Respondents

Thirty (30) young mothers waiting in queues were selected purposively from each of the

twenty five (25) facilities for responding to the research questionnaire designed. Trained

Community Health Staff from all the four sub-districts where focus group discussions

were held were recruited to conveniently select mothers from mother-to mother support

groups as well as males from the communities to take part in these discussions.
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3.6 Data collection and instrumentation

Data collection was done from February-March 2012 by the Principal Investigator and

four trained Research Assistants who had good knowledge of English, Kusaal and

Bimoba. Both quantitative and qualitative data were collected.

3.6.1 Quantitative Data

The quantitative data was collected on the current age of respondents, age at first birth

and number of children currently living with.

3.6.2 Qualitative Data

A Qualitative arm of the research design was employed because some information

required for the study was provided by opinions, perceptions, ideas and experiences of

young mothers in the district. Thus, focus group discussions (FGDs) and In-depth

interviews (lDI) were also conducted to collect qualitative data.

A semi structured pre-coded interviewer administered questionnaire was used to collect

both quantitative and qualitative data from the respondents. Part one was on social and

Socio-demographic characteristics of individual participants included in the study. Part

Two examined the level of use of family planning products and services among young

mothers. Part Three explored perceived barriers of young mothers towards contraceptives

and family Planning whiles Part Four examined experiences with the use of family

3.6.3 Data Collection Instruments
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planning methods and services, and consists of questions seeking to find out young

Mothers Knowledge of side effects on contraceptive use.

FGD and IDI Guides were used for the focus group discussion and In-depth Interviews

respectively. These guides were made up of open ended questions that guided the

discussion procedures. The Principal Investigator together with two Research Assistants

conducted the FGDs and IDI interviews.

3.7 Data Collection Procedures

Four Community Health Volunteers in four different sub-districts in the Garu-Tempane

district were trained as data collectors to help administer and collect data from

respondents.

3.7.1 Questionnaire Administration

The questions and structuring of the questionnaire was informed by the research.

objectives of the study. Questionnaires were administered by face to face interviews.

Respondents were attended to in antenatal rooms that ensured individual confidentiality

and minimised bias in responses due to other women's presence.

Respondents were introduced and taken through the questionnaire in the language that.

they better understood. Busy mothers who had no time to sit through were invited to

revisit the health facility on a specific day or provide full details of their names and house

details for a follow up home visits to administer the questionnaire.
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3.7.2 Focus Group Discussion

Four FGDs were held with women and men separately to elicit more information and fill

gaps with regards to the research issues were conducted. Each focus group had 10

members and in all, a total of forty (40) women and forty (40) men took part in these

discussions in four (4) sub-districts in separate health centres.

Men were included in the focus group discussions to also obtain a fair idea of their

influence in the use of family planning services by women at the household level. The

data gathered from these deliberations were useful since they served as an additional

investigation from young mothers to supplement the survey data from the questionnaires.

Groups were comprised of young mothers with the following Characteristics; young

mothers in school or out of school, widowed or divorced, never married or married, those

currently using family planning and with or without children, and those currently not

using family planning and with or without children.

Discussions lasted between two to three hours depending on women's responses to

leading questions as well as spontaneous questions that arose.

Semi-structured questions were designed to guide the discussions whiles all responses

were audio recorded for transcription from the local dialect to English. The audio

recording enabled respondents information captured in their 'right State' that ensured

Verbatim transcription after the discussions.

3.7.3 In-Depth Interviews

In addition, in-depth interviews were held with 12 women within the WIFA Category and

six (6) health Midwives on the study topic. Community health staff from each of the Sub
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districts identified two (2) women who were part of Mother-to Mother support groups in

their communities to be interviewed.

The view was to get women who were active and would make meaningful contributions

as far as child bearing and caring practices were concerned. Once the participants were

selected by health staff, they were given an option of either been interviewed at home or

at the health facility.

Home based follow up interviews were conducted after consent from husbands whiles

facility based interviews were conducted at the Antenatal rooms after respondent consent

to take part. Interviews in both situations were conducted in rooms that guaranteed

privacy and confidentiality to individual women.

Six (6) midwives working in health facilities providing family planning and reproductive

health services were also interviewed to ascertain provider's perception of the area under

study.

3.8 Secondary Data

Secondary data was collected from the Regional and District Health Directorate (RHD,

DHD), publications from other researchers and health facilities in the study communities.

3.9 Pre-test of questionnaire

A pre-test of the questionnaire was carried out among 25 young mothers attending the

Garu Presbyterian Health Centre. This was to validate the appropriateness of the tool,

whether it was too long or not, difficult or easy to understand, check for clarity of the
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questionnaire items and to eliminate ambiguity, difficult wordings or unacceptable

questions.

The participants in the pre test were chosen on voluntary basis and were given the

opportunity to seek clarity where necessary and to give their suggestions. Average time

taken to complete a standard questionnaire during the pre-testing was noted to be fifteen

to twenty minutes.

3.10 Ethical Considerations

Approval for conducting the research was given by the Garu- Tempane District Health

Management Team (DHMT) for using the Health Facilities and Communities for

conducting the research whiles awaiting ethical clearance from the School of Medicine

and Health Sciences of the University for Development Studies.

Respondents were assured of the protection of their identity by ensuring that only their

initial, thumbprints or signatures appeared on the consent form. No individual was

coerced, induced or deceived to participate in the study. Individuals had the right to

participate or to withdraw from participation once the process begun.

All participants were given the right to answer or not to any part of the questionnaire if

they considered it had an adverse effect on them. Privacy was guaranteed by

administering the questionnaire in antenatal rooms at the health centres whiles in-depth

interviews and focus group discussions were carried out in confined environments that

guaranteed willingness to participate fully.
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3.11 Quality Control Measures

To ensure quality control in the research, the following key points were observed;

1) Content validity of the questionnaire was guaranteed by the use of standardized

reproductive health tools to guide in the questionnaire preparation.

2) Four Community Health Volunteers were selected and trained by the Principal

Investigator as Research Assistants for one day on the content of the data collection

instruments, the methods and process of data collection.

3) The data collection tools (questionnaires and guides for FGDs IIDI) were pre-tested

among young mothers in Garu Health Centre before actual data collection begun. This

enabled necessary adjustments and corrections to these tools which ensured appropriate

responses during the actual data collection.

4) Field editing of data was done on a daily basis by the Principal Investigator after the

close of each day's data collection.

5) Data from Questionnaires were entered into SPSS version 16 and cleaned before

analysis.

6) The final designed questionnaire was reviewed by my supervisor for corrections and

expert advice to ensure all aspects concerning the study were covered.

3.12 Data Management

Data generated from the analysis were stored in HDD Drives and, Personal email inbox

for future references.
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3.13 Study Variables

Dependent and independent variables that were explored include;

3.13.1 Dependent variable

Level of use of family planning services among young mothers was the main exposure

variable. Other exposure variables were the socio-demographics that may influence use

(current use and ever use) of family planning .These were educational status, marital

status, family union, religious beliefs as well as employment status.

3.13.2. Independent variables

The following independent variables were investigated;

1. Knowledge of side effects

11. Barriers to use (family/partner support, satisfaction ,convenient times, cost of

services, provider attitude etc)

111. Unmet need levels among pregnant mothers.

3.14. Data Analysis

Data generated from data collection procedures were analyzed with SPSS with respect to

Qualitative data whiles content analysis was used to analyze Qualitative data as shown

below.
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3.14.1 Quantitative Data

Univariate analyses was done to generate frequencies, proportions and also to report

measures of central tendencies. This was also used to analyse exposure variables such as

level of use of family planning with relation to socio-demographic characteristics such as

educational status, age, marital status, employment status and number of children

currently living with. Bivariate analysis (Chi square) and multivariable logistic regression

analysis were done to generate Odds ratio and 95% CI in order to test for statistical

significance. Odds ratios were computed for the outcomes; knowledge of side effects,

barriers to use and unmet needs among users. At multi variable level, some independent

variables such as marital status, religion, and educational status and socio cultural beliefs

were selected and run in a logistic regression model to find the strength of their

association with regards to the use of contraceptives. Variables such as access on demand,

convenience on opening hours of health facilities, and partner support were run in a

logistic regression to find the barriers to the use of contraceptives. The variables studied

were considered statistically significant if the p value was < 0.05.

3.14.2 Qualitative Data

Recorded data from focus group discussions and key informant interviews was

transcribed in English and field notes were as well typed in English. It was analyzed

manually using the latent content analysis where notes from the field and transcriptions

were read through to generate themes. A report was then summarized and written

according to the thematic areas. These key themes from the data were used to compliment

the quantitative findings in the final report. Information obtained from observation was

coded and frequencies generated.
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3.16 Study Limitations

Although research assistants who were involved in data collection were taken around

their areas of residence, the heterogeneous nature of communities could have still made it

possible for some mothers to hide critical information that would have enhanced the

quality of the research.

Although mothers expectation was managed through providing an introduction into the

research area, misconceptions about the study especially how they will benefit from the

research was mixed and might have affected some responses particularly in relation to

current and ever use of family planning services.

3.15 Response Rate

. Although the calculated sample size was 316, a final sample size of 720 Questionnaires

were Prepared and used for data collection. All 720 questionnaires were returned with

responses representing a response rate of 100% in the research area.
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RESULTS

CHAPTER FOUR

4.0 Overview

The results obtained from the analysis of data have been presented in three sections in this

chapter. The first section represents results on the Univariate analysis of socio-

demographic characteristic of respondents. In the second section, results obtained from

bivariate analysis depicting associations or relationships are also presented. Further

analysis using multivariate statistics to explore for determinants of family planning use

are presented in the third section of this chapter.

4.1 Univariate analysis of Socio-demographic Characteristics Use of family
planning Barriers to use and Unmet Needs

In this section, Univariate analysis of socio-demographics is presented in percentages and

proportions highlighting use, barriers and unmet need levels among respondents.

4.1.1 Socio-Demographic Characteristics

The results on socio-demographic characteristics of respondents are presented in table 4.1

below. It is evidenced from the table (Table 4.1) that majority of respondents (473

representing 65.7%) were within the age brackets of 26-28 years. About 191 (26.5%)

respondents were within the age brackets of 22-25 years whiles only 56 respondents

(7.8%) were within the age brackets of 18-21 years putting the mean at 25.0 (SD- 2.3)

and median age of 26. With respect to marital status, it is also evidenced from the table

that, 654 respondents (90.6 %) who were in the majority were married. Only eight (8)
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respondents (1.1 %) were widowed whiles 16 respondents (2.2%) were either separated or

divorced. In addition, 44 respondents (6.1 %) were never married.

a e " Istn ution 0 respon ents )y SOCIo- emograpi ICC aractertstics" .
Characteristics Frequency N=720 Percent

Age group

18-21 yrs 56 7.8

22-25 yrs 191 26.50

26-28 473 65.7
Mean 25 SD ± 2.32

Educational Status
Primary/JHS 161 22.4

Secondary/SHS 42 5.8

Tertiary 16 2.2

Never Educated 503 69.7

Religion

Christianity 351 48.6

Islam 339 47.0
Other 32 4.5

Marital Status
Married 654 90.6
Never Married 44 6.1 .
Divorced/separated 16 2.2
Widowed 8 1.1

Employment Status
Unemployed 687 95.2
Employed 35 4.8

Family Union
Polygamy 215 29.8
Monogamy 507 70.2
Ethnic Backgrounds
Kusasis 419 58.0
Bimoba 185 25.6
Busanga 93 12.9
Mamprusi 23 3.2
Other 2 0.3
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Table 4.1 above also revealed a large number (503 representing 69.7%) of young mothers

with no formal education at all and an appreciable number (161 representing 22.3%) who

had attended primary or junior secondary school. For higher education, very few had

secondary education (42 representing 5.8%) and tertiary education (16 representing 2.2%)

among respondents.

Monogamy as a family union was identified as the highest among respondents (507

representing 70.2%) whiles Polygamy stood at 215 (representing 29.8 %) of responses.

On Religious beliefs, Islam (339 representing 47.0%) and Christianity (351 representing

48.6 %) were seen as the two co-dominant forms of belief systems. Those that however

belonged to other forms of religious beliefs were 32 representing 4.5% of respondents.

Among Christians, 129 (36.2%) respondents were Catholics, 174 (48.9%) were

Charismatic/Pentecostals whiles 53 respondents representing 14.9% were Presbyterians.

On socio-economic status, 35 (4.8 %) of respondents were employed whiles 687

(representing 95.2%) of respondents were unemployed.

In general, respondents were more likely to be within the ages Of 26-28 years with n9

formal education and married. They were also more likely to be Kusasis, and for those

who were married, they were likely to belong to the monogamous form of marriage

umon.

4.1.2 Use of Family Planning

On the use of family planning, 396 (representing 54.8%) of young mothers said they had

ever used family planning with their partner's whiles 245 (representing 33.9%) currently

use family planning. Among family planning users, reasons for use included

preventing/delay in pregnancy (208 representing 83.9%) and preventing STIIAIDS (33
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representing 13.3%). Other reasons included the enhancement of sexual performance (2

representing 0.8%) whiles 5 (representing 2.0%) had no reason for use.

Mothers during FGDs talked about their current and ever use of family planning in their

homes. Some of their reported comments on current and ever use included;

"I use to use family planning after the birth of my second child. After] gave birth, I have

not been able to continue because of certain challenges. I cannot say because the nurses

stopped coming here to educate us".

"As for me, I tried it when] was advised by a friend and] have never regretted. Even

though] had few problems from the beginning, am still using it and its helping me plan

my family".

"I have kept quiet and not spoken because, I was one of the first to start this when the

nurses came into this community to tell us about it. I tried it and it was good, but we don't

get regular supply. For five months now I have not visited the healthfacility to askfor the'

service because some friends went and they were told at the health facility they have

none".

Some ofthe reasons mothers cited for the use or non- use of family planning during the

FGDs includes;

"The men disturb us a lot about child bearing. We want to stay healthy and strong. In

fact, ever since] started family planning, I really have peace of mind to concentrate on

my business and take care of my six children".
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"I have been using the injection for six months now and] think it's good. Am growing fat

and my husband says am looking nice these days and am happy for that. I want to

continue because] want to wait for at least 3years before] give birth again. Am happy

that it has come to help us the women ".

Sixty three (63) representing 25.3% of mothers had used family planning for the past

three (3) months whiles 37 (representing 14.9%) had used it for the past six months.

About 33 (representing 13.3%) however used it during the past nine months. One hundred

and fifteen (115 representing 46.2%) of users had been using family planning over one

year whereas 1 (representing 0.4%) had used it for the past five years.

Respondents who had used family planning for the first time did so at age 15-19 years (41

representing 16.4%). Eighteen respondents representing 7.2% had used family planning

when they were between 25-28 years whiles a large number of respondents (76.3%) used

it between the ages of20-24 years.

On the influence of method choice for use, a higher percentage of users (145 representing

58.2%) chose it themselves after initial counselling whiles 89 (representing 35.7%)

asserted that health staff and midwives chose it for them the last time they used it. In

addition 2 (representing 0.8%) of user's choice was based on recommendation from a

drug/chemical seller whiles 13 respondents (representing 5.2%) made choices based on

recommendations from friends.

On the most preferred method for use by discussants during FGDs, majority said they

would opt for the Depo-Provera than any because they are comfortable and satisfied when

they receive that option. They had the following views on this issue;
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"I have tried both the Depo and Norigynon and I think I like the Depo. It makes me look

fresh and fat and always willing to go back therefor the injection ... ".

"Most women come here and askfor the Depo because they are hiding from their

husbands and friends. They just take and go and come back with their cards anytime to

find out if there are due for the next injection .... " In-Depth Interview with Midwife

During separate FGDs with men, the following were some reported views on what family

planning option women prefer to use.

"most women who are using are hiding from us, how can we know if they are using any,

but some of them go in for the injection so that we don't know' '.

"After I visited the hospital together with my wife and the nurse gave us a talk on family

planning, my wife and I choose the two months injection since we both saw that one to

be convenient".

Satisfaction from the use of family planning showed diverse views. About three hundred

and ninety nine respondents (66.4%) said they were satisfied with the level of family

planning use whiles two hundred and two respondents (33.6% ) of respondents said they

were dissatisfied with family planning service.

Young mother views on satisfaction derived from their current or ever use of family

planning however showed varied opinions. Some of their reported comments were;

"Some of the nurses are very friendly. They encourage us to negotiate with our husbands

on family planning issues and are really supportive when we visit them ".
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"When I get there, I just move straight to the room to see the nurse since people are not

aware why I am there. Is always fast and the nurse supportive sometimes. Am always

happy and satisfied since people don't know why am there because of where the service is

given ".

"The young nurses sometimes speak anyhow to us because they feel we have never been

to school. They are not friendly at all and make me afraid to go there for services. I have

been going to the Clinic in town because of their attitude towards us anytime we visit".

"Is very bad to leave your work and come and sit in the queue for long before you are

attended to. I don't like the way the nurses make us waste time anytime we go there".

4.1.3 Barriers to use

Fear of side effects, refusal of husbands for use and lack of appropriate information

concerning family planning use were among reported barriers affecting use by young

mothers. A percentage of mothers (23.5%) cited fear of side effects as a barrier to use.

This percentage of mothers citing fear of side effects as a barrier might be attributable to

previous experiences or lack of their knowledge of family planning access and use. About

16.1% of respondents had been informed about the side effects of their choice of methods

whiles 5.4% of respondents indicated they had previously had side effects with their

choice of methods being used.
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Among the side effects experienced by mothers, delay in getting pregnant after intention

to give birth was 27.0%, excessive bleeding and prolonged menstrual period was also

35.1 % whiles absence of menstrual period and fatigue/dizziness was 13.5%.

Other side effects experienced were abdominal pams and induced abortions which

accounted for 24.3% of side effects.

During FGDs on barriers to use of family planning services by young mothers, the

following came up to buttress earlier findings of side effects experienced by mothers;

"I was having excessive bleeding continuously any time I have my menstrual period when

I was using pills. I became afraid because of these signs and have stopped for now".

"I started using family planning after the birth of my first child. I use to experience

excessive bleeding and severe headache during my menstrual period. I stopped using for

some time 'and has since had my second, third and fourth child. I don't know whether 1

will return and use family planning again. Some people say my 'blood' and family

planning don't meet".

"I was never informed by the nurses who came me the injection on what to expect or do

after I developed my headache. It was only after my severe headache associated with my

use of family planning that I was told by a friend that its normal to have such an

experience ".

"I did not menstruate for close to one week after I was expecting to. I am a woman but

felt that time that, I had like I have lost something within me. It finally came after two

weeks with the colour different. When I complained to friends, they said they were afraid
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of also trying any family planning method since they don't want to have problems with

their husbands ".

Among mothers who experienced side effects, 30.8 % of them discussed these with their

husband's whiles 56.4% discussed these side effects with a health staff. About 2.6% did

discuss effects with their friend's whiles 10.3% did not discuss these effects with

anybody.

Aside from side effects, about 242 respondents (33.7%) said that lack of appropriate

information was a huge barrier to use. It became clear from FGDs with mothers and men

that, this lack of appropriate information has resulted in misconceptions by young

mothers as shown;

"Family planning causes cancer, especially the pills because it affects your uterus

causing you to develop abdominal pains all the time. My close friend cannot give birth

because she was operated upon to rectify that problem caused by her use offamily

planning even though I initially advised her not to go for it".

"Those pills and injections are too dangerous to be trusted. You lose focus and control of

yourself immediately you take them because they enter into your system and disrupt your

normal functioning of the body. They can even make you collapse and die".

One man during the discussions had the following to say;

"The 'white man' deceived us with this thing so that we cannot give birth again. I have

told my wife not to go for it because it can bring us family problems and I don't want any

problems in my family".
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Refusal for use by husbands accounted for 178 respondents representing 24.8% whiles

lack of their autonomy in decision making was 23.7% as reported by 170 respondents

when they were asked a direct question on the barriers that prevent use.

Separate FGDs with men attest to the above findings about husband's opposition towards

the use of family planning as shown below;

"If I ever find my wife using this family planning, I will pack her out from my house and

take her back to her father's house because I have heard family planning is bad for

women and brings a lot of problems. It can even kill them when they use it".

Women also had the following to say on their husband opposition to use;

"After I had a birth complication during my second pregnancy, my husband was angry

because he said it was the family planning. Ever since, I have stopped using it' '.

"How do you want me to marry and still use contraceptives? Those things are for boys

and girls. I will never allow my wife to go through that hell' '.

Other equally important barriers identified were; fear of not grvmg birth agam (68

representing 9.5%), lack of money (48 representing 6.7%) and the feeling that women can

prevent pregnancy by other means (13 representing 1.8%). There were however 3

respondents who did not offer any answer to the above question asked. Majority of young

mothers (55.8 %) said their partners would not agree to their use of family planning at the

cost they will purchase and use.
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Out of the total respondents from the study, 78 (11.5%) asserted that money had ever

hindered them from use whiles 124 representing 18.3% of respondents reported that cost

had an effect on their choices of methods for use.

Concerning the attitude of service providers towards clients, 146 representing 23.8% said

provider's attitudes were not satisfactory.

To support the above results on attitude of service providers, FGDs revealed the

following few comments;

"I was disappointed with the way the nurse spoke to me the last time] went for family

planning. My friends have stopped going there because of their attitudes and the way they

speak to us when we visit".

"They always have plenty work when you go there. They don't have time to listen to my

complains and worries when] want to talk to them on. They just pick the needle and

punch you when they are ready and say go. Sometimes they won't even talk to you before

you leave the place ".

Religion was seen to be another possible barrier to family planning use. An appreciable

number of 73 (10.6%) of respondents said their religious beliefs forbid family planning

and thus had an effect on the use of family planning. Forty nine (49 representing 7.1%)

respondents however indicated they did not know if their religious beliefs forbade family

planning use. On partner support for use, majority (368 representing 53.3 %) did not

support their women's current level of family planning use. Lack of family support for

family planning use was also high (55.2%).

On who makes decisions regarding the use of family planning at the household level, a

higher number of respondents (72.3%) said decisions were made by their spouses and
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family members for them. Only 27.7% of mothers indicated that they had the autonomy

to make decisions concerning the use of family planning. Lack of accessibility to family

planning services was reported by 129 respondents representing 18.0%.

4.1.4 Unmet Needs among Pregnant Mothers

Ninety three (93) respondents were pregnant during the survey. Out of these, 45

(representing 48.4%) wanted to delay child bearing until later. However, 20 mothers

representing 21.5% did not intend to have any children at all, yet got pregnant.

Additionally, 28 respondents representing 30.1 % said they did not know they were

pregnant until the later stages of gestation. These represent unmet needs for spacing,

intention to delay and untimed pregnancies respectively, and are illustrated in Figure 2

below.
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"My husband kept worrying me about giving birth when I wanted to wait for another one

more year. There was no peace at home every day and now am about four months

pregnant, even though I did not intend to have it now".

4.2 Bivariate Analysis of Use barriers and unmet needs with socio- demographic
data

./

In this section, bivariate analysis was carried out to further explore possible associations

with regards to use, barriers and unmet needs with socio-demographic data.

4.2.1 Use of Family Planning

Table 4.2 below shows the association between socio-demographic characteristics of

respondents and current use of family planning. It is evidenced from table 4.2 that,

association between marital status and family union with current use were significant

with p values of 0.037 and 0.023 respectively. There were no significant associations

between current use and the other socio-demographic variables such as age, educational

status, religion, employment status and socio-economic norms and values on current use

for family planning. The implications from the above is that, married or mothers who are

in monogamous relationship are significantly more likely to use or prefer to use family

planning as shown from table 4.2 below.
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Figure 2: Unmet needs levels of young mothers

• Intention to delay

• Intention to stop

• Untimed Pregnancies

When discussants where asked a direct question on whether they wished to stop child

bearing or wait for some time to continue, the following comments came to support the

large percentage of mothers with unmet needs from the above diagram.

"After giving birtli to my fifth baby, 1 thought 1 was going to rest till 3 years time. Am

already four months pregnant just after nursing a one year, eight months old child. 1did

not want 10 have a child now ".

"I wish 1 had an option to slop giving birth. After giving birth 10 my sixth child, 1 told my

husband 1 wasn 'I going to give birth again. But my husband's family will not allow me. 1

wish 1had another option to be given the right not to give birth again ".
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'-v~- Table 4.2: Table showing results from Chi square on current use of family planning

Current Use of family planning
Variable Yes (%) No(%) X2 P value
Age group
18-21 12 (4.9) 44 (9.3)
22-25 31 (12.7) 66 (13.9) 4.790 0.091
26-28 202 (82.4) 365 (76.8)
Educational status
Primary/JHS 67 (27.3) 94 (19.8)
Secondary/SHS 13 (5.3) 29 (6.1) 5.563 0.135
Tertiary 6 (2.4) 10(2.1)
Never Educated 159 (69.9) 342 (72)
Religion
Christianity 111(46.9) 236 (49.7)
Islam 119 (48.6) 218 (45.9) 0.731 0.866
Other 11 (4.5) 21 (4.4)
Marital Status
Married 227 (92.7) 425 (89.5)
Never Married 7 (2.9) 37 (7.8) 8.476 0.037*
Divorced/Separated 8 (3.3) 8 (1.7)
Widow 3 (1.2) 5 (1.1)
Family Union

~~ Monogamy 218 (30.3) 502 (69.7)
Polygamy 502 (69.7) 218 (30.3) 7.559 0.023*
Employment status
Unemployed 208 (28.9) 512 (71.1)
Employed 512 (71.1) 208 (28.9) 1.541 0.463
Socio-Cultural norms/values
YES 12 (4.9) 15 (3.2) 1.356 0.244
NO 233 (95.1) 460 (96.8)
*Statistically significant at 0.05 level

4.2.2 Barriers to current use of family planning

Table 4.3 below shows Chi-Square analysis of variables that are considered as possible

barriers with the current use of family planning. From the results below, it could be

deduced that, some variables are significantly more likely to prevent the uptake or use of

family planning as shown from their level of significance.
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Table 4.3: Association between Barriers and Current use of Family Planning

Current Use
Variable YES NO X2 P Value

Yes 199 (61.6) 124 (38.4)
Partner Support 1.813E2 <0.001 *

No 46 (12.6) 322 (87.5)
Family Support Yes 180 (61.9) 111 (38.1)

1.531E2 <0.001 *
No 65 (16.2) 335 (83.8)

Access on Demand Yes 177 (61.7) 110 (38.3)
1.459E2 <0.001 *

No 68 (17.0) 333 (83.0)
Money Yes 27 (34.6) 51 (65.4)

0.056 0.812
No 217 (36.0) 386 (64.0)

Ever Experience of Yes 19(57.6) 14 (42.4)
side effects 5.577 0.018*

No 216 (37.0) 367 (63.0)
Fear of Side Effects Yes 115 (33.0) 233 (67.0)

0.236 0.627
No 130 (34.8) 244 (65.2)

Ever Educated by Yes 217 (43.1) 287 (56.9)
Health Staff 60.992 <0.001 *

No 28 (13.0) 188(87.0)
Knowledge of where Yes 240 (40.9) 347 (59.1)
to access services for 65.468 <0.001 *
use No 5 (3.8) 126 (96.2)

Yes 232(58.1) 167(41.9)
Satisfaction from 0.546E2 <0.001 *
Use No 11(5.4) 191(94.6) .

Yes 215 (45.6) 256(54.4)
Attitude of Providers 39.527 <0.001 *

No 24(16.6) 121(83.4)
*Statistically significant at 0.05 level

It can be envisaged from Table 4.3 above that, the association between partner support,

family support, access on demand for services, attitude of providers, ever educated by a

health staff on use, satisfaction from use, ever experience of side effects with regards to

use, knowledge of where to access services and current use were highly significant (P

values 0.018 to <0.001). However, there was no significant association between money as

a hindrance with current use (P = 0.804) and fear of side effects as against use (P =

0.627).
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for use and the lack of access to services on demand by young mothers due to several

Results from Table 4.3 above confirms the fact that, lack of partner and family support

factors affects current use of family planning services. Also evidenced from above is the

finding that, a higher number of mothers had lower levels of education with their lack of

knowledge of where to access services and coupled with previous side effects experiences

leading to their dissatisfaction for use also affects current use of family planning as

shown from the P values indicated above.

Although lack of Money and the fear of side effect were stated as possible barriers to

current use, results from the above indicates they were not significantly associated with

current use.

4.2.3 Unmet Needs for Family Planning Among Pregnant Mothers

From Table 4.4 below, it can be envisaged that, employment status and religion with P

Values of 0.004 and 0.035 respectively are statistically significant forunmet need for

family planning use. Ever been educated by a health staff on family planning use also

showed significance with border line significance with P value of 0.055. There is

however no significant association among the other variable indicated.

It is worthy to note that, a higher number of young mothers who were unemployed where

more likely to have an unmet need for use of family planning compared to those

employed. Ever been educated by a heath staff on use showed border line significance

indicating the possibility of this variable to be statistically significant with unmet needs.
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T bl 44 A b S . d h· /0 h . bl d da e . ssociation etween OCIO- emograpi ICS t er vana es an unmet nee s
Unmet Need Levels

Variables YES NO '1.2 P Value

6 (610.6) 50 (89.3)
Age 5 (5.2) 92 (94.8)

54 (9.5) 513 (90.5) 2.136 0.344
Marital Status Married 60 (9.2) 594 (90.8)

Never Married 3 (6.8) 41 (93.2)
Divorced 2 (12.5) 14 (87.5) 0.894
Widow 1 (12.5) 7 (87.5)

Family Union Monogamy 49 (9.7) 458 (90.3)
0.791 0.673

Polygamy 17 (18.0) 198 (92.0)
Educational Status Primary 15 (9.3) 156 (90.7)

Secondary 4 (9.5) 38 (90.5) 0.254 0.968
Tertiary 2 (12.5) 14 (87.5)
Never Educated 45 (8.9) 458 (91.1)

Employment Employed 8 (22.9) 27 (77.1)
Status 8.331 0.004*

Unemployed 58 (8.4) 629 (91.6)
Partner Support Yes 33 (10.2) 290 (89.8)

0.885 0.347
No 30 (8.2) 338 (91.8)

Ever Educated on Yes 53 (10.5) 451 (89.5)
family planning 3.673 0.055*

No 13 (6.0) 203 (94.0)
Access on Yes 32(11.1) 255 (88.9)
Demand 2.746 0.098

No 30 (7.5) 371 (92.5)
Ever Experience Yes 3 (9.1) 30 (90.9) .
of side effects 0.004 0.948

No 55 (9.4) 528 (90.6)
Yes 0(0) 73 (100)

Does your religion No 57 (10.1) 510 (89.9) 8.590 0.035*
forbid use Don't Know 6 (12.2) 43 (87.8)

Sometimes 0(0) 1 (100)
Do you Know Yes 57 (9.7) 530 (90.3)
where to access 1.035 0.309
Services for Use No 9 (6.9) 122 (93.1)

*Statistically significant at 0.05 level

Young mothers religious prohibition from use of family planning has been shown to have

an effect on unmet need for family planning as expressed by mothers as expressed in

table 4.5 below.
>--
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4.3 Predictors of family Planning Use using Multivariate Analysis.

Table 4.5: Likely Predictors to family planning use

Number of
Variables Respondents Crude OR (P Value) 95% C.I of OR

included III

study
Age 18-21 56

22-25 191 2.029 (0.036) 1.048-3.930
26-28 466

Marital Status Married 652
Never Married 44 3.171(0.169) 0.613-16.408
Divorced 16
Widowed 8

Family Union Monogamy 456
Polygamy 264 1.186(0.316) 0.850-1.657

Educational Status Primary 161
Secondary 42 1.141 (0.030) 1.013-L285
Tertiary 16
Never Educated 501

Employment Employed 512
Status Unemployed 208 0.887 (0.748) 0.427(1.843)
Ever use of FP Yes 396

No 324 125.165 «0.001) 45.748342.447
Knowledge· of Yes 587
access No 128 17.429 «0.001) 7.024- 43.247
Ever educated on Yes 503
use No 211 5.077 «0.001) 3.288-7.839 .
Access on demand Yes 287

No 396 7.880 «0.001) 5.536-11.216
Convenience on Yes 429
use No 75 5.555 «0.001) 3.369-9.159
Partner support Yes 321

No 368 11.234 «0.001) 7.669-16.456
Family support Yes 291

No 398 8.358 «0.001) 5.856-11.928
Satisfaction from Yes 397
use No 202 24.122 «0.001) 12.726-45.722
Does religion Yes 73
forbid use No 567 1.656 (0.008) 1.138-2.410
Money as Yes 78
hindrance No 601 0.942 (0.812) 0.574-1.545
Side effects Yes 33
experience No 579 2.306 (0.021) 1.133-4.693
Fear of side Yes 69
effects No 605 0.926 (0.627) 0.680-1.261
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Table 4.5 above presents significant socio-demographic and other variables that may be

possible predictors to the current use of family planning by young mothers in this study.

The variables were taken through a binary logistic regression analysis where various

crude odds ratios were obtained as presented below.

4.4 Key Determinants of Current Use of Family Planning

The variables presented in Table 4.5 above were entered into logistic regression model

where backward stepwise LR was used in modelling to determine which of the factors or

predictors was highly significant with the current use of family planning. Variables at

each step of a fourteen stepwise process which did not show any significance to

determine use where removed until only significant variables remained. At the end ofthe

final step, two key predictors or determinants namely; Ever use of Family planning and

having or either lacking access on demand were shown to be statistically significant as

indicated below in Table 4.6 below.

Table 4.6: Key Determinants to use

Number of

Variables Respondents OR (P Value) aOR (P Value) 95% C.I

included in

study

Ever use Yes 396 125.165«0.001) 49.380«0.001 *) 10.593-230.191

ofFP No 324

Access on Yes 396 7.880 «0.001) 2.502«0.001 *) 1.598-3.197

Demand No 287

*Significant Predictors to Use
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The odds for using family planning is about 49 times (p<0.001, C.I 10.593-230.191)

higher for mothers who have ever used family planning compared to those who have

never used. With regards to access on demand for family planning mothers who had

access on demand were 2.5 times (p<0.001, C.I 1.598-3.197) more likely to use than

those who did not have.
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CHAPTER FIVE

DISCUSSION OF RESULTS

5.0 Overview of Discussions

This chapter opens with the presentation of the key findings for the study. This is

followed by a discussion of results reflecting on the socio-demographic characteristics,

use of family planning, barriers to use, unmet needs and possible predictors to use of

family planning in the study population.

5.1 Key Findings from Study

The following are the key findings of the study;

1. Majority of respondents (65.7%) were within the age brackets of26-28 years.

II. Respondents who used family planning during their first time did so at ages 15-

19.

III. Majority of respondents during the survey were married and predominantly

monogamous.

IV. Majority of respondents (69.7%) in the study had no formal education.

V. Marital status and family union were the two significant socio-demographic

factors influencing current use.

VI. The most predominant ethnic group in the study was Kusasi.

VII. On socio-economic status, majority of young mothers (95.2%) were unemployed.

VIII. The study revealed a contraception prevalence rate (CPR) of 33.9% with the most

known three methods being injectables, pills and implants.

IX. Ever use of family planning was high (54.8%) when compared to current use

(33.9%) implying the possibility of increasing discontinuation for use over time.
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X. Only 0.4% of ever users had used family planning for close to five years.

XI. Level of awareness of family planning from young mothers was high (89.4%).

XII. The study revealed that the current use of modem contraceptives was significantly

related with their marital status (p<O.OOI) and family unions (P = 0.004) that

young mothers belonged to.

XIII. Significant barriers to use of family planning included; the Lack of Partner

support (p <0.001) and family support (p<0.001), lack of access on demand

(p<0.001), ever educated on where to access services (p<O.OOI) and lack of

knowledge of where to go to obtain services (p<0.001).

XIV. About 72.3% of mothers lacked autonomy to make decisions regarding family

planning as revealed by the study.

XV. Unmet needs for family planning was high (48.8%) among respondents in the

study. Intention to space, intention to stop child bearing and untimed pregnancies

were the three levels of unmet needs expressed by young mothers.

XVI. Ever use of family planning (aOR = 49.380) and access on demand (aOR = 2.502)

for services were the two key determinants to family planning use in the study.

5.2 Socio Demographics Characteristics with use

The study was undertaken in the northern part of Ghana and the respondents were young

mothers aged 18-28 years. The higher percentage (90.6%) of young mothers who were

married coupled with their high fecundity may be suggestive of a pervasive presence of

early marriage within the group. This suggestion is buttressed by anecdotal evidence that

shows that in northern Ghana girls are given out for marriage at an earlier age than usual

and therefore are already mothers before their twentieth birthday. Furthermore, this

assertion can be supported by the revelation that more than half of the respondents had
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their first birth when they were between the ages of 18-19 years. This finding also

confirms the high spate or occurrence of teenage pregnancies, which is most likely

fuelled by the practice of giving girls away for marriage at tender ages. What this study

could not ascertain was whether these young women became mothers on their own

choice. The report by the GDHS (2008), which has shown that, teenage childbearing is

high in Ghana, where 13% of women age 15-19 years are already mothers or are pregnant

with their first child, corroborates the findings of this study.

The use of family planning by married young mothers in this study is reflected in the fact

that most of them are in this category and are sexually active. In similar studies in

Nigeria (Omolase et aI., 2000, Oyedokan, 2007) it was also revealed that most young

mothers who use family planning were married. One would have expected the single

mothers in the population rather to have a higher level of contraceptive use but since the

number of married mothers was very high this was not the case

Also, married young mothers in monogamous relationships were significantly more likely

to use than those in polygamous marriage unions. This is perhaps due to the current

recognition by many mothers in northern Ghana especially in monogamous unions of the

need to use family planning as a means to space their births and to maintain good

reproductive health. Many married young mothers in monogamous unions are often

pressured by their partners and families to give birth without recourse to family planning.

On the other hand young mothers in polygamous unions enjoy a form of natural family

planning since their rivals are elected to give birth in turns. Thus, polygamous married

young mothers may stay for close to three years without having to worry about child

bearing.
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In this study, most mothers did not have any formal education which perhaps explains

why the level of use did not yield the expected results. The influence of educational status

on use from the study buttress earlier findings in emerging economies that, there is a

positive correlation between a woman's educational status and their use of family

planning (Sylvia, 2004; Beekle and McCabe 2006). The lack of education could have

resulted from reinforced doubts, misconceptions and failed messages which have all been

long documented to be significant barriers with regards to use (PC, 2005; Bongaarts and

Bruce 1995). Never the less, it is possible that, recent improvements of results in the

national CPR could be attributable to continuous education and sensitisations on building

a more informed client base on reproductive and family planning issues with the aim to

promote use among young women. The lack of basic formal education by a large number

of young mothers could have resulted in these massages not yielding their intended

purposes for the target audiences. A higher number of mothers who were thus never

educated from the study could possibly explain for CPR of33.9%. A higher percentage of

mothers (30.4%) who were however educated from primary to the tertiary level from this

study, did not guarantee use since it has been evidenced elsewhere that, female education,

from the primary to the secondary level does not necessary translate into use in the future

by mother (Chacko,2001).

Also, use among young mothers who received primary or secondary education from the

study did not offer any significant effect to young mother's current use of family planning

implying that the gap between those who are educated from primary to secondary may

not have had any effect on use. This assertion is supported by findings from Chacko
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average education of women in a community can have a negative association with

individual fertility as in Peru (Tienda, Diaz and Smith 1985), Thailand, Malaysia,

Indonesia and the Philippines (Hirschman and Guest 1990; Hirschman and Young 2000),

Kenya (Lesthaeghe et al., 1985), sub-Saharan Africa (Kravdal, 2002) and South India

(Morsound and Kravdal (2003).

The low levels of educational status from the study also confirms the finding that, the

Upper East Region and other parts of northern Ghana suffer from a much lower quality

educational facilities than the rest of Ghana (Blunch, 2006).

The lack of young mother's inability to receive adequate and timely education could

result in non-use even among those slightly educated .It is possible most young mothers

who gave birth at earlier ages of 15-19 year could have avoided that if information and

education on use was timely and adequate. This confirm studies from Amin, Diamond

and Steele 1996 in Bangladesh, McNay et al. 2003 in India and Kravdal, 2000 in

Zimbabwe who all came out with the finding that, there exist a certain degree of positive

correlations between literacy levels at the community and individual level contraceptive,

use, both resulting from a net of an individual woman's schooling.

5.3 Factors that affect use of Family Planning

Ever use of family planning was 54.8% whiles current use was 33.9% in the study finding

indicating that, many early acceptors may be discontinuing use. The discontinuation in

use as depicted by the gap between ever use and current use is further confirm the low

levels of usage with time as revealed in the study. For instance, the study established a

decrease of use over time, as fewer (0.4%) of users indicated to have used family

planning for close to five years. It could therefore be deduced to mean that, the possibility
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of many young mothers lacking education and autonomy, lack of appropriate information

regarding use coupled with their fears reinforced through false myths and

misconceptions of side effects could explain for the large number of ever users when

compared with current users (33.9%) in the study.

Ever use in this study however is higher than another study which showed that, ever use

of contraceptive for young mothers stood at 34.0% whiles current use in the same study

stood at 38.3%(Gizaw,2011), which is comparatively higher than the current use in this

study. The current use of 33.9% from this study finding which differs from the finding

from Gizaw, 2011 may be as a result of factors which hinder the use of family planning

among young mothers. This could possibly mean that, the fact that mothers are aware of

family planning services provided at their community level does not necessarily translates

into continuation for use for current users or use in the future. It may possibly also be

that, messages provided through information Education and communication (lEe)

sessions at the community level do not capture or directly address issues with regards to

continual use or misconceptions for new users to begin to use. One would also be right to

assume that, the lack of knowledge resulting from low educational levels from the study.

may result in doubts of the perceived benefits that the use of family planning is likely to

bring to mothers and thus, may greatly influence their acceptance and ready to use level.

The study also revealed that, there is a high level of awareness which however does not

translate into the current level of use of family planning. This may mean that, improving

awareness alone on family planning without corresponding increasing access to services

and commodities may not necessarily translate into use. This supports finding from

Abebe et al 2011 which indicates that, although the level of knowledge may be high

however low with only 38.3% been using family planning. -\.1
€tJ. Ji ajJ· .. Ii i. I <J

1.: ...•

(91.5% where N= 551) in terms of awareness of services provided, actual practice was
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The CPR use among young mothers in the study population is higher than the regional

contraceptive rates which indicates that 14.0% of married women (15-49 years) in the

Upper East Region currently use modem family planning methods (GDHS,2008 ) .The

higher rate of contraceptive use in the study than the regional contraceptive rate may be

due to increasing awareness, improvement of family planning strategies resulting in free

family planning services for mothers ,improved reproductive and family planning

services, improving access, and improvement in education and sensitisation programmes

on family and reproductive health issues.

A high number of young mothers (58.2%) from the study had an informed method choice

for use after they received initial counselling .This supports the GDHS 2008 findings that

more than half of women received information on method options before use. This could

have afforded the opportunity for some mothers to get certain misconceptions and myths

clarified in a bid to promote their effective use of services. It can therefore be speculated

that, the current CPR in the study which is slightly higher than the CPR from the 2008-

2010 DHA reports (2008 (23.0%), 2009 (27.9%) and 2010 (28.0%» might have resulted .
from an improvement over the years in counselling of potential clients before the start of

use. The higher number of women receiving counselling before use from this study can

thus help reduce the higher percentage of ever users since it is evidenced from Arowojolu

et aI., 2002 that, possible counselling of clients about possible side effects has been found

to reduce discontinuation of family planning because of side effects.

The lack of autonomy from the study by young mothers on family planning issues can

possibly explain the discrepancy between the high level of ever use and low level of

current use of family planning in the study setting. On ever use, failure of young mother's
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educated from this study again may lack the capacity to negotiate with their husbands on

their reproductive health and family planning needs leading to a situation that, may force

them to stop use over time. Lack of female autonomy which may be possibly exhibited by

men who refer to their partners as promiscuous coupled with the perception that women

who use family planning tends to show their dominance as figure heads at the family

level tends to make some men disregard their partners with regards to issues of desired

family size and birth spacing intervals as reinforced during FGDs. This views are

supported by the assumption elsewhere that, women self sufficiency to negotiate and be

empowered through public exposure and participation in decision making either within or

outside the home can provide them self autonomy to take decisions on their fertility

issues (Naushin et al .,1996). Other several studies (Mai Do and Kurimoto 2012, Ushma

& Deborah 2010, Woldemicael 2009) agree that, women empowerment through their

ability to rightly negotiate with their spouses on their contraceptive behaviour influences

greatly their extent of contraceptive use.

Religious beliefs influenced 10.6% of respondent's VIews and use of various

contraceptive methods from the study. Since the study did not ascertain which set of

religious beliefs and practices might be great influencers of use, it can however be right to

say that, the three main forms of religions that were captured by this study might have

contributed in one way or another to the current level of mothers influence on use been

based on religion. Although religion did not come out significant with regards to use, the

results brings to the forth the evidence that, religious beliefs as expressed by certain clans

and tribes in the study setting is a barrier to use now or in the future. This finding relates

to a similar study in Pakistan which found a higher percentage of women (13.0%) who

cited religion as a reason for not intending to use contraception in the future (Naushin et

al., 1996). Ayoub 2005 also supports the above earlier findings when he asserts that,
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cultural traits expressed through the acts of religion inhabit the correct use of family

planning services. The above views on religion could buttress the findings from FGDs

that, both men and women religious beliefs on sexuality and child bearing are based on

age long traditions of beliefs and myths together with church dogma which may not stand

the test of modern day science and technological advancement in the light of increasing

population across the globe.

It can be deduced from the study that factors such as available methods, knowledge about

use and convenience of methods have an effect on use. This agrees with Frost 2004 work

that, women's attitude towards pregnancy prevention, service providers, experience with

contraceptive methods and socioeconomic characteristics are some factors that affect use

of contraceptives.

5.4 Barriers to use

The study has revealed that, there are many possible barriers that may hinder the use of

family planning services. Even though these barriers vary and are numerous, the study'

revealed the following factors which could be cited as significant barriers as far as the

this study population is concerned; Internal factors identified were ever experience of side

effects, satisfaction from use and knowledge of where to access services for use. External

factors included lack of partner and family support, lack of access on demand, ever

educated by health staff and negative attitude of providers towards use. These internal

possible significant barriers were individual related perceptions, behaviours, values,

attitudes and socio-cultural beliefs systems whiles the external significant barriers were as

a result of environmental circumstances.
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Young mothers lack of knowledge of where to access services as well having been

educated on family planning use were two factors that showed a degree of significance

with regards to use. About 17.9% of young mothers in this lacked knowledge of where to

access services for use. This percentage could be speculative to mean that, although more

mothers are aware of family planning, an appreciable number of those aware do not know

where to go for services. This could have been a contributory factor to the overall low

level of CPR despite greater awareness in the study. The higher percentage of mothers

with little education or no education at all could possibly also explain even in the mist of

family planning education and sensitisation programs.

A slightly few number of mothers were never educated by a health staff during the study.

This result could be indicating that, close to two thirds of mothers in the study population

never had education from a health staff. This above revelation could possibly mean that, a

lot of women who are expected to visit the health facilities particularly during prenatal,

antenatal and postnatal periods for counselling and family planning education are not may

not be doing so. It could also possibly mean that, counselling for mothers together with

other services are provided to the neglect of family planning services in the study setting ..

Young mothers inability to have access on demand despite their high approval of

opening hours of facilities that provide family planning services came up from the study

finding to be significant. Their inability to meet these demands for family planning could

possibly be as a result of commodity shortages, unreliable distribution channels and

systems as well as service provider's inabilities to provide various options for use by

young mothers. It could also be inferred that, competing demands on women's at the

household level as well as distances to health centres that mothers may have to travel to

can affect use despite high approval of opening hours by health centres.
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Lack of appropriate information on family planning use among young mothers in the

study was low (33.7%). Although a higher percentage is aware of family planning

services, an appreciable number of these mothers lack adequate knowledge on its use as

evidenced from their lack of appropriate information. This lack of appropriate knowledge

could have re-enforced misconceptions and intentions leading to the current low CPR in

the study. This finding supports a Vietnam study which argues that, young women are

rarely provided with adequate information about modem contraceptives which could be a

key barrier to use (Nguyen et al., 2006). This finding is also consistent with that ofBeekle

et al in Ethiopia in which the knowledge and practice of contraception amongst their

study population was very low (Beekle et al 2006) despite their high awareness coupled

with their lack of good knowledge on use. Also, lack of adequate knowledge on access

and use has been long documented in several studies as key predictors to meeting family

planning needs of adolescents. (Macphail et al., 2007, Garenne et al 2000, Boohene

1991).

The study also provides considerable evidence to point that, side effects as a barrier to use

could limit use in some settings. Young mothers from the study place emphasis on both

hormonal and non-hormonal methods as having prevented their use or reduced their

pattern of use drastically. The study has revealed that, Knowledge levels of young

mothers on possible side effects of various method options were low. Majority of mothers

(83.9%) who received various family planning services prior to this study were not duly

informed about the possible side effects of their method choices. This finding contradict

that of the GDHS 2008 report that, more than half of women respondents received

information on the side effects of the method used, what to do if they experience side

effects and of the method choices options available for them. The need to provide

adequate information to clients is supported by the arguments that, most women may
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1995).This views expressed by young mothers in the study are similar to other studies

want more information on procedures, treatment, risks and side effects (Ndhlovu

involving young women in focus group discussions where young women place

considerable weight on the side effects of both hormonal and non-hormonal as affecting

their use although few side effects are known to be life threatening (Byamugisha et

al.,2006).

Lack of partner and family support for use from the study were high and likely to hinder

the effective use of family planning. Higher denial or lack of support at the family level

may be attributable to earlier assertions that, large family size is highly regarded in

northern Ghana, and thus refusal of families for young mothers to use family planning

since marriage unions within the study setting; either monogamous or polygamous is

subject to external 'forces'. Also, older people in the study setting tend to cherish child

bearing asit is highly regarded as a blessing from the ancestral home and thus, a woman

ability to bring forth many children is only a show of how the gods are pleased with that

woman and her family. These finding during discussions might have an influencing factor

to explain for the lack of support for use by a woman partner and the family. It is also

possible from the findings that, men may lack adequate information on family planning

issues for woman with the only awareness known been the misconceptions about

promiscuous lives for young mothers who use family planning. These negative decisions

might have influenced their refusal or the refusal of the whole family for younger mothers

within their family setting not to use.
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5.5 Level of unmet needs among Pregnant Mothers

The study showed that, intention to limit child bearing was appreciably high (21.5%)

indicating that, young mothers desire to limit child bearing was inherent among young

mothers in the study area. Intention to delay was however higher (48.8%) compared to

intention to limit, indicating that a larger proportion of women with unmet needs was

attributed to the inability of women to limit or space child bearing. Although awareness

among young mothers about the role of family planning in promoting mothers

reproductive health and meeting their health needs was high, both internal and external

factors such as socio-cultural barriers, lack of support by partners and family relations

and individual perceived knowledge of side effects and benefits associated with use may

have accounted largely for the high levels of unmet needs in the study. Reasons given by

young mothers for their levels of unmet needs documented during focus group

discussions during this study were fertility related reasons, method related reasons from

previous users, opposition to use due to several barriers and lack of knowledge of family

planning issues. These views are consistent with that of Pav Govindasamy & Emmanuel

Boadi 2000 which indicated that, mothers view of their fertility preferences, knowledge-

and awareness of family planning, and opposition to use were among several reasons

why women had various levels of unmet needs when reviewing a decade of unmet need

for contraception in Ghana from 1988-1998.

The high reported issues of young mothers unmet needs from this study supports the

views of majority of surveys in Africa and some Middle Eastern countries that 20% of

married women of reproductive age had an unmet need for contraception (RAND

Cooperation Reports, 1998).The findings of the study is also higher compared with some

countries in SSA where women have unmet needs in countries such as Rwanda (37 %),

Malawi (36%), and Kenya (36 %).
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5.6 Determinants to family planning

The ability to effectively utilize family planning services in any context depends on

factors that either tends to promote use, or limit the contraceptive seeking behaviour for

family planning services. The study from logistic regression after modelling and

controlling for all possible factors to current use shows that ever use and access on

demand were statistically significant predictors to use in the study population.

For ever use of family planning, those who responded to the positive were significantly

more likely to be current users as compared to those who responded in the negative. In

addition, on access on demand, young mothers who responded in the positive were

significantly more likely to be current users as compared with those who responded in the

negative.

79

www.udsspace.uds.edu.gh 

 

 

 

 



CHAPTER SIX

CONCLUSIONS AND RECOMMENDATIONS

6.0 Conclusion

Ever use from the study was high whiles current use was low comparatively. The

injectable was the most preferred method choice by mothers for use. Young mothers

current use of family planning was influenced by two main significant socio-demographic

factors namely; family union and marital status. Awareness of family planning among

young mothers in the study was high although this awareness did not translate into use

resulting in the low CPR in the study. Despite these, there is a changing perception and

behaviour shift in favour of contraceptive use over the years since the District Health

Administration reports of an improvement of use with time from 2008-2010.

Furthermore, possible barriers such as lack of partner and family support, lack of access

on demand, ever educated on family planning by a health staff, ever experience of side

effects, lack of knowledge of where to access services, unsatisfactory services as well as

negative attitude of providers towards clients were significant self reported barriers by

young mothers during the study.

Young mother's level ofunmet needs was documented at three levels in this study among

pregnant mothers. Intention to delay, intention to stop as well as untimed pregnancies for

young mothers. Intention to delay or space from this study was however high.

Finally, two significant determinants to use of family planning found out from the study

were; ever use of family planning and having access on demand for family planning

services.
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6.1 Recommendations

The following recommendations are based on the findings of the study intended to

provide a strategic direction for stakeholders and policymakers in the design and

implementation of family planning programs at the district and National levels.

1) There is the need for the DHMT to carry out a district wide comprehensive family

planning and sex education programme targeted at reducing the high numbers of young

mothers who have ever used and discontinued family planning. This will help address

challenges and worrying perceptions regard use in the study area.

2) There is the need to strengthen Saturday classes from the district health unit for women

where family planning services advocacy and child caring practices are provided. These

will help address perceived perceptions leading to misconceptions about family planning.

3) There is a need for the Ministry of Health to actively promote other modem methods of

family planning apart from the injectables and pills that was widely known in the study

by mothers. The DHMT can thus intensify it lEe activities to include the promotion of

lesser known method of family planning in order to increase client's choices of methods

for use.

4) The integration of family planning with other health services at the facility level must be

further strengthened to provide wide access to family planning information whiles

addressing perceived barriers to use of services.

5) Targeted actions should be developed by the district health administration to involve men

and the larger family context to receive education and sensitisation on the roles both men

and the family can play in the promotion of family planning use at the community level.
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These actions may help strengthen men's support for family planning and reduce their

disapproval levels of their partner's use of family planning.

6) There is the need for continuous retraining of family planning service providers at various

service points on modem trends of providing and addressing client's needs with regards

to family planning use. Staff should also be taken through client -provider relationship

management to provide them the necessary skills to build good rapport and relationship

with clients in order to build client satisfaction and use over time.

7) Adolescent reproductive health structures should be created in all the district sub-

structures in order to address the lack of knowledge of where to access services for use.

This will afford the opportunity for young couples to get well informed information on

family planning as well as make well informed choices with regards to use.

8) There is the need to integrate contraception programs at the National level with other

strategies that promote gender equitable norms and address gender equity. This will go a

long way to empower mothers to demand for and be heard with regards to meeting their,

reproductive health needs at the household levels.

5.2 Areas for further Research

To further provide the impetus to help address other issues regarding use, barriers and

unmet needs for young women in general, the following areas needs further research;

I) Young mothers who are educated can be targeted to ascertain from them whether their

reported barriers and unmet needs to use compare with this study finding.

2) The Socio-cultural dimensions ofunmet need levels among young mother
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APPENDIX A

QUESTIONNAIRE INSTRUCTION

Please tick, circle or provide explanation in simple words where applicable. It may take
you about 20 to 30 minutes to fill this questionnaire. Thank each respondent after
administering the Questionnaire.

PART ONE

SOCIAL AND DEMOGRAPHIC CHARACTERISTICS

1) What is your current age as a mother? rn
2) At what age did you have your first child? m
3) What is your current marital status?

a) Married b) Never married c) Divorced/Separated d) Widow

4) What family Union do you belong to?

a) Monogamy b) Polygamy

5) What is your highest level of Education?

a) Primary/JHS b) Secondary/SHS c) Tertiary d) Never Educated

6) What ethnic group do you belong to?

a) Kusasi b) Bimoba c) Busanga d) Other (Specify) .

7) Which Religion do you practice?

a) Christianity b) Islam c) Other (Specify) .

If religious practice not a Christian, go to Q 8

Which Christian denomination do you belong to?

a) Catholic b) Charismatic/Pentecostal c) Other .

8) Does your Religion have an effect on your use of Family Planning Methods?

YES D NO D
planning methods? YES D NO D

9) Do your Social-cultural norms/values have any effects on your use of Family
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12) How many children are you currently living with? D

10) What is your current employment status?

a) Employed b) Unemployed

11) What is your current Occupation? .

PART TWO

KNOWLEDGE, AWARENESS AND LEVEL OF USE OF FAMILY PLANNING

/"

METHODS

13) Have you ever heard about any Family Planning Methods?

YES D NO D
UNo, skip to Q 15

14) Which of these methods of family planning have you heard about?

a) FEMALE STERILIZATION D(Women can have an operation to avoid having any more children)

b) MALE STERILIZATION D(Men can have an operation to avoid having any more children)

c) PILL D(Women can take a pill every day to avoid becoming pregnant).

d) IUD D(Women can have a loop or coil placed inside them by a doctor)

e) INJECT ABLES D(Women can have an injection by a health provider)

f) IMPLANTS 0(Women can have two small rods placed in their upper arm)

g) CONDOM D(Men can put a rubber sheath on their penis before sexual)

h) FEMALE CONDOM D(Women can place a sheath in their vagina before sex)

i) DIAPHRAGM D(Women can place a thin flexible disk over the OS of the Cervix)
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j) FOAM OR JELLY
(Women can place a suppository, jelly, cream in their vagina before sexual
intercourse)

k) RHYTHM (CALENDAR) METHOD
(Every month that a woman is sexually active she can avoid pregnancy by not
having sexual intercourse on the days ofthe month she is most likely to get
pregnant)

1) WITHDRA WAL
(Men can be careful and pull out before climax) D

D
D

m) LACTATIONAL AMENORRHEA METHOD (LAM)

n) EMERGENCY CONTRACEPTION

15) Have you and any partner used any Family planning method before?

YES D NO D
If No skip to 18

16) Please tick the various options you have used and the level of use.

TYPE/METHOD LEVELS OF USE
All the Most Times Occasionally Rarely
Time

Pill
Injectables(Specify
Female sterilization
IUD
Foam/Jelly
Implants
Condoms
Standard Days Method
Lactation Amenorrhea
Emergency
Contraception
Basal Body
Temperature
Preventing pregnancy
by other means
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17) Was the methodes) above Convenient to you?

a) Very convenient b) Sometimes convenient c) Not Sure d) Not Convenient
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If No Skip to Q 30

18) If No in item 15: State reason(s) why you are not using Family Planning?

................................................................................................................... \
19) Are you currently using any Contraceptives?

Yes D NO D
20) Why are you using family planning? (if presently using any contraceptives)

I
a) Prevent pregnancy b) prevent STIs/HIV c) enhance sexual performance d) Don't

have a reason

21) How long have you been using it?

a) Last three months b) Last six Months c) Last nine Months d) Over a year now

22) Who choose a type (Method) of Family planning for you the last time you used the

service?

a) Choose it myself b) Midwife/health staff c) Drugs/chemical seller d)

Recommendation from friend

23) At what age did you first start using Family Planning? D
24) Have you and your partner ever considered another Family Planning option now

apart from the one( s) you are using?

YES D NO D
If NO, Skip to 28

25) If Yes in Q 24: Please tick Preferred Method(s) in the near future.

a) PILL ( )
b) IUD ()
c) IMPLANTS( )
d) MALE CONDOM ( )
e) FEMALE CONDOM ( )
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a) Current method not effective b) don't understand current method use c) Current

f) FEMALE STERILIZATION ( )
g) FOAM/JELLY ( )
h) LACTATIONAL AMEN. METHOD ( )
i) RHYTHM METHOD ( )
j) WITHDRAWAL ( )

26) If Yes in Q 24: How long have you used this current method? .

27) If Yes in Q 24: What are the reasons for your current options?

method have side effects d) Other (Specify) .

28) Do you wish to continue the use of contraceptives in the future?
a) Yes b) No c) Not Sure

29) When was the last time you used any contraceptive? .

30) From Q 19: Why are you not using Contraceptives now?

a) Not sexually active b) desire to get pregnant c) I feel I can't get pregnant d)
Afraid of side effects e) Other (Specify) .

31) Whatmethod of Family Planning do you know about?

a) Traditional method b) Modem Method c) Both Traditional/Modem Methods d)

Don't Know

32) Which sources do you hearlknow about family planning method?

a) Friends b) Husband c) Health staff d) Other (Specify) .

a) Yes b) No c) Don't Know d) Never Asked

33) Are you aware if there are family planning services in your area/Community?

34) Do you know where one can access Family planning methods for use?

YES D NO D
If No skip to 36

CHPS Centres ( )

35) Please indicate the Source(s) you know?
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:;, Presby Health centres ( )

Community Health Workers ( )

Chemical Stores ( )

Private Medical Centres ( )

Other (Specify).« ........................................

YES D NO D

36) Have you ever tried to delay pregnancy with the use of Family Planning but could

/
not attain this?

If No, skip to Q 38

37) What were the reason(s) that prevented you? .

38) Who makes decisions regarding the Number of Children you would like to have in

your lifetime?

a) Myself b) Husband c) Husbands Family d) Myself and Husband e)

Other .

39) Who decides when you should give birth?

a) Myself b) Husband c) Husbands Family d) Myself and Husband e)

Other .

YES D NO D
40) Do you desire to have more children?

If No skip to 43

41) How many more .

42) What reason do you have III 41 for the number of Children?

~
P!~t;;Yb~, .

/...J -'
(}9 30.}'';.->i .Ii. ; ~

~ ~
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YES D NO D

43) State reason(s) for your current intention not to have any more children?

44) How many living children did you have before starting to use any family planning

method .

45) Are you currently pregnant?

/

If No, go to Q 47

46) At the time you became pregnant; did you want to become pregnant then?

a) Wanted to wait until later b) Don't want any (more) children at all c) Didn't
Know d) Wanted to be pregnant

47) Where did you first hear a message about the use of family planning?

a) Radio b) Television c) Health Facility d) Other (Specify) .

48) Have you ever been educated by a health staff on family planning use?

YES D NO D
If NO go to 51

49) Where was this education done?

a) Home visits b) Antenatal Visits c) Outreach Program d) Other (Specify) ....

occasions?

50) How many times have you had education on the use of Contraceptives on such

a) Once b) Twice c) Several d) Don't Know

51) Did any staff member apart from the Midwife at the health facility speak to you
about family planning methods?

a) Yes b) No c) Don't Know d) Sometimes
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52) If Yes in 51: How often do you hear these messages when you visit the Facility?

a) All Visits to facility b) Sometimes c) Every Month d) Antenatal Visits e)
Once every year

/' YES D NO D

53) In the last one year, have you had any visit by a fieldworker who talked to you

about Family Planning?

PART THREE

BARRIERS TO USE AMONG YOUNG MOTHERS (USERS ONLY)

54) Is your partner in support of your current level of use of family planning?

YES D NO D
If No~skip to 57

55) Is your entire family in support of your current use of Family Planning?

YES D NO D
56) Do you have access to Family Planning Services on Demand?

YES D NO D
57) If No in 54: State reason(s) for the above .

58) If NO in 55: What reason(s) do your family attach to their dislike about Family

Planning? -

59) Do you get satisfaction from the use of Family planning services provided at the

point of provision.

YES D NO D
60) If No in item 59: State reasons for your dissatisfaction above .
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your community? YES D NO D
61)Do you know where to obtain information concerning family planning services in

If No skip to 65

62) State your recent source of information on Family planning Services.

a) CHPS Centres b) Community Health Officers c) ChemicallDrug Stores

d) Private Medical Centres

/

63) Are the hours the facility open convenient for anyone to access the services

a) Yes b) No

64) How close is the nearest service centre to you?

a) 10 Minutes walk b) Outside your place of Residence c) 1-2 Hr walk d) Don't
Know

65) From Item 63: what time will be most convenient for you
a) Early in the morning b) Over lunch hour c) Evening/night d) Others _

66) Have you ever discontinued the use of Family Planning method due to your

inability to pay for the service? NO D
67) Does your religion forbid family planning use?

DYES NO D

a) Yes b) No c) Don't Know d) Sometimes forbid

68) Have you ever been denied Family Planning Services before?

69) If Yes in 68: State reason(s) for denial.. .
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YES D NO D

a) Myself b) My Husband c) Family d) Other

71) What is the attitude of providers in the Provision of Family Planning Services?

a) Satisfactory b) Not Satisfactory c) Poor d) Bad

72) Does cost have an effect on the choice of family planning method you use?

73) Overall what do you think about the cost of obtaining family planning services?

/
a) Very Expensive b) Expensive c) Moderately Expensive d) Cheap to

acquire

e) Other (Specify) .

74) Has money ever hindered you from the use of family planning services?

YES D NO D
73) Did your partners agree to your use of family planning at the Cost you purchased

it?

YES D
NON-USERS ONLY

74) State reasons why you are currently not using Family Planning?

75) In your View, what are the barriers that prevent you and other Young women
from using Family Planning Services in your locality?

PART FOUR

KNOWLEDGE OF SIDE EFFECTS

76) What in your view are the benefits of Family Planning?

you told of the side effects of the said method? YES D NO D
77) If Yes in 19: At the place you obtained your method of family planning, where

105

www.udsspace.uds.edu.gh 

 

 

 

 



78) If Yes III 78: What side effects were you informed

about. .

79) Have you ever experienced any side effects as a result of using any Family

Planning Method? YES D NO D
If No, Skip to 83

80) please state any condition of side effects experienced

81) Who have you discussed these side effects with?

a) Husband b) With Friends c) Parents d) Health Staff e) Nobody

82) Were you told of what to do if you experience side effects or problems with the

said method?

YES D NO D
83) If Yes in 83: Did you discuss these side effects with your partner?

YES D NO D
84) Have you ever discontinued use of Family Planning services due to side effects? I

YES D NO D

85) If yes in 85: What happened after your discontinuation?

a) Never interested again b) Will use later c) Reported to midwife/health staff d)

Don't belief in it again

86) Has your ever use of contraceptives failed leading to you been pregnant

unexpectantl y. YES D NO D
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Thank you for your participation

87) Have you ever had any Birth Termination (Induced abortion, still births or other)

after start of use of contraception?

YES D NO D
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Instructions to Research Assistants

FOCUS GROUP DISCUSSIONS FOR WOMEN

Study Aim: Assessing Use, Barriers, unmet needs and determinants regarding

contraceptives use among Young Women (18-28 Years) Attending Clinics in Garu -

Tempane District.

Introduce the focus group and get verbal consent on tape from all the participants in the

group

and explain the issues around confidentiality. In the process of obtaining verbal consent,

make it clear that

1) Everything they tell you will be completely confidential-although their views

may be contained in any reports that will be written, nobody outside of the group

will know who has said what and their names will not be used.

2) Encourage them to interrupt with anything they think is important.

3) Get permission to take notes and record the proceedings.

Tape record the session. Also, take notes to record the group's discussions in as much

detail as possible, so that we get a sense of the range of views expressed. Always record

WHO made WHICH comments? Record as much verbatim as possible in the notes to

cross check with the tape recorded version.

Demographic Characteristics

1) Who is educated among you? What was the highest level you have reached?

2) Which ethnic group is predominant among the group here? What other ethnic

groups attend healthcare services in the health centre?
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3) What economic ventures are you engaged in?
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4) What is your average number of children you are currently living with? Who was

the 'youngest mother at first birth?

Use of Family Planning Services

5) Have you used any Family planning method within the last six months?

Probe to find out more about types of methods used and decisions making

regarding Family planning at home

6) Which method do you use most and why? Do you have reasons why you prefer

this method? Probe to find out more on importance and its impact on the lives and

7) Where do you usually obtain FP services and what changes have you experienced
in receiving FP services?

family

8) What FP services would you like to see available at centre? Probe more on
availability and levels of use

9) What could be done in your community to make it easier for women to use FP?

10) How many of you intend to start using (if not using) OR Continue to use family
planning if already using family planning.

Barriers to use of Family Planning

11) What barriers do women in your community have to using a condom (or a
condom with another form of contraception)?

12) Do women have any fears about using family planning or attending family
planning clinics in your community? If so, what are those fears?

13) What other problems hinder you from using family planning services?

14) How does your family relation affect your family planning seeking behaviour?
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Knowledge of Side Effects in Using Family Planning Products

1) What side effects have you experienced whiles using any Family Planning

Method? Ask to find out more Perceived side effects they have heard from

relations

2) What experiences can you relate after discontinuation of family planning

services?

3) Have you ever had any formal instruction on the management of side effects of

family planning methods?

Probe on whom, when and where these educational instructions took place.

Unmet Needs Levels

1) Do you want to use contraception but cannot? If yes, Probe further for answers.
2) Did you want to delay or limit child bearing, but could not attain this.
3) Do you give birth at the time you wished to? if Yes or No; Explain

Determinants to family planning use

1) What are the major determinants to you use of family planning services in your
community. Probe further of determinants
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Instructions to Research Assistants

FOCUS GROUP DISCUSSIONS FOR MEN

Study Aim: Assessing Use, Barriers, unmet needs and determinants regarding

contraceptives use among Young Women (18-28 Years) Attending Clinics in Garu-

Tempane District.

Introduce the focus group and get verbal consent on tape from all the participants in the

group

and explain the issues around confidentiality. In the process of obtaining verbal consent,

make it clear that

4) Everything they tell you will be completely confidential-although their views

may be contained in any reports that will be written, nobody outside of the group

will know who has said what and their names will not be used.

5) Encourage them to interrupt with anything they think is important.

6) Get permission to take notes and record the proceedings.

Tape record the session. Also, take notes to record the group's discussions in as much

detail as possible, so that we get a sense of the range of views expressed. Always record

WHO made WHICH comments? Record as much verbatim as possible in the notes to

cross check with the tape recorded version.

Demographic Characteristics

1) Probe on the following and record
Marital status, Religion, level of education (Probe further on these on Family
planning use)

Knowledge, Awareness and Levels of Use of Family Planning Services and Products
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7) How many of you have heard of family planning.
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8) In the last few months, have you discussed the practice of family planning with a
health worker or health professional OR wife/ cohabiting partner.

J a) Probe for methods known, level of use and where you obtain your services
b) Probe to find out why others do not use or encourage others to use

9) From one menstrual period to the next, are there certain days when a woman is
more likely to become pregnant if she has sexual intercourse?

10) I will now read you some statements about contraception. Please tell me if you
agree or disagree with each one.

a) Contraception is women's business and a man should not have to worry about it.
b) Women who use contraception may become promiscuous.
c) Having too many children may be dangerous for a woman
d) It is better not to have more children than we can afford
e) Children in smaller families are more likely to succeed

Barriers to use of Family Planning

11) What are the major barriers that prevent your wives or partners from accessing

Family Planning Services? Probe more on forms of barriers in their discussions

Knowledge of Side Effects in Using Family Planning Products

12) Discuss any issues you have with the use OR Services provided in your
community on family planning.

13) What side effects have you/your spouse experienced as a result of using family
planning over the last six months (Probe more on the experiences, fears and
discontinuation if using)
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r RESEARCH ASSISTANTS CONSENT FORM

j

Study Aim: Assessing Use, Barriers, unmet needs and determinants regarding

contraceptives use among Young Women (18-28 Years) Attending Clinics in Garu-

Tempane District.

1.. 00 have read the information on the aims and

objectives of the proposed study and was provided the opportunity to ask questions and

given adequate time to rethink the issue. The aim and objectives of the study are

sufficiently clear to me. I have not been pressurized to participate in any way.

I understand that participation in this Study by helping in data collection is completely

voluntary and that I may withdraw from it at any time and without supplying reasons.

I know that this Study has been approved by the University for Development Studies

Ethics Committee and the Regional Health Directorate ofthe Ghana Health Service.

I am fully aware that the results of this Study will be used for scientific purposes and

may be published. I agree to this, provided my privacy is guaranteed

I hereby offer my fullest consent to participate in this Study

Date .

Signature .

J

Statement by the Researcher

I provided verbal and/or written information regarding this Study

I agree to answer any future questions concerning the Study as best as I am able.

I will adhere to the approved protocol for conducting the research.

Mr Ayanore Amogre Martin Date.................... Signature .
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/ RESPONDENT INFORMATION SHEET

Respondent Consent

I am Mr Ayanore Amogre Martin, a Master's student of the Department of Community

Health and Development ofthe University for Development Studies, Tamale Ghana.

I am currently undertaking a research on Family planning and reproductive health where

I am seeking to assess barriers, levels of use and Knowledge of side effects regarding

contraceptives use among young mothers (18-28 years) in the district.

Your right to participate or not in this study is respected. All information collected will be

solely for research purpose and will be treated as confidential. It does not require your

name or identity.

The questionnaire will be destroyed when the study is completed. I will be very grateful if

you chose to participate.

You are expected to be 18-28 years to participate in this study. If we should come to any

question you don't want to answer, just let me know and I will go on to the next question;

or you can stop the interview at any time.

However, we hope you will participate in the survey since your views are important.

Name/Signature of interviewer: .

Respondent Name Accept to Participate () Don't Accept
()

Date interviewed: .

Postpone Interview ( )
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End Interview ( )

Thank you for willing to participate
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APPENDIXB

:I

Central Themes ofFGDs and In-Depth Interviews with Mothers and Men.

The following provides main insight into young mothers and men views about the

thematic areas of the research work.

Use of family planning

"I use to use family p!anning after the birth of my second child. After I gave birth, I have

not been able to continue because of certain challenges. I cannot say because the nurses

stopped coming here to educate us ". (27 old woman at worikambo)

"As for me, I tried it when I was advised by afriend and I have never regretted. Even

though I had few problems from the beginning, am still using it and its helping me plan

my family". (23 old woman- Tupint)

"I have kept quiet and not spoken because, I was one of the first to start this when the

nurses came into this community to tell us about it. I tried it and it was good, but we don't,

get regular supply. For five months now I have not visited the health facility to askfor the

service because some friends went and they were told at the health facility they have

none".( 28 old mother-Bugri}

"The men disturb us a lot about child bearing. We want to stay healthy and strong. In

fact, ever since I started family planning, I really have peace of mind to concentrate on

my business and take care of my six children". (24 old at Songo)
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HI have been using the injection for six months now and I think it's good. Am growing fat

and my husband says am looking nice these days and am happy for that. I want to

continue because I want to wait for at least 3 years before I give birth again. Am happy

that it has come to help us the women". (26 old mother-Tupint)

J

HI used the pill for only two months and stopped because I didn't like it. But am still

looking for a good one .... " (22 old mother-Bugri)

, 'Ijust took my injection three days ago at the health centre and I prefer the two months

(Depo-vera) since it was good for my body. My husband has promised to go with me to

see the nurse in two months time when am due for another injection". (28 old mother-

Tupint)

, 'Jstarted using family planning six months back and it has really helped me. Even

though I have jive children now, my husband expects me to deliver, more in addition. Am

happy for this thing and hope all women will go for it so that we can be free' ',(25 old

mother- Woriyanga)

An educated mother among the discussants however made the following views

concernmg use;

"As a business woman, I need time to space and take care of my children's started family

planning about three years ago and it has helped my two year old boy to growth very well

compared to my jirst birth's think what we need here is more access because even non-

educated women now want to limit their births ".(26 old mother-Songo)

On method options for use, most views expressed by discussants showed that, they had

satisfaction from their services received at the point of service provision.
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"Most at times we get what we are using when we go there and services is sometimes

very fast. we are sure to return home early enough when we go there for services' '.(21

old mother-Songo)

"Some of the nurses are very friendly. They encourage us to negotiate with our husbands

onfamily planning issues and are really supportive when we visit them". (24 old mother-

Woriyanga)

"When I get there, Ijust move straight to the room to see the nurse since people are not

aware why is there. Is always fast and the nurse supportive sometimes. Am always happy

and satisfied since people don't know why am there because of where the service is

given ".(23 old mother-Bugri)

On the most preferred method for use, these views were recorded;

" I have tried both the Depo and Norigynon and I think I like the Depo. It makes me look

fresh andfat and always willing to go back therefor the injection". (22 old mother-

Songo)

"Most women come here and askfor the Depo because they are hiding from their

husbands and friends. They just take and go and come back with their cards anything to

find out if there are due for the next injection .... ", (Midwife -Tupint)
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"Depo is the best for me because it is easy to use and remember. it helps me track when

am supposed to return to take the next injection since you have a long period to wait for

the next injection ".(27 old mother-Tupint)

Men also spoke about there and their wives choices for family planning use;

"I think the condom is the only one] will use. ] don't want anything apart from that".

(Man 29 years-Tupint)

"Most women who are using are hidingfrom us, how can we know if they are using any,

but some of them go infor the injection so that we don't know". (Man 32 years-

Woriyanga)

Barriers to use of family planning

On Barriers to use, the following were reported by mothers during discussions;

"Although] started using family planning recently, my friends complain of body pains

and dizziness any time they go for the injection. Am told by afriend that it even resulted

in one women from the next village been barren' '. (26 old mother- Woriyanga)

"I was having excessive bleeding continuously any time] have my menstrual cycle when]

was using pills. Since] started using injectables, I have no problems with excessive

bleeding". (25 old mother-Worikambo)

"I started using family planning after the birth of my first child. ] use to experience

excessive bleeding and severe headache during my menstrual cycle. ] stopped using for

some time and has since had my second, third and fourth child. I don't know whether]

118

www.udsspace.uds.edu.gh 

 

 

 

 



"When I first used the pill, I was not able to 'bleed' when it was time. I visited the

hospital to inform the nurses about it, but they told me it would come and I should not

worry. After two and half weeks, it only came small and stopped was afraid and never

went back again ". (26 old mother-Tupint)

.of
will return and use family planning again. Some people say my 'blood' and family

planning don't meet". (22 old mother-Bugri)

"I did have not menstruated for close to one week after I was expecting. I am a woman

but feel like I have lost something within me. It finally came after two weeks with the

colour different. My friends I complained to say they were afraid of also trying any

method since". (27 old mother-Worikambo)

Some of the women in all the groups who have never used any of the methods built their

argument on the experiences of others who have used them and had some complications.

These are some of the statements that were made:

"Even though am not using, I have heard from my friends who use the Depo provera

that it is not good to do family planning because you will be menstruating by heart. All

the time, there are always complaining when they go for the services ".(28 old mother-

Songo)

"Some people say that when you do family planning, your blood level goes down because

all the time, you are always having excess flow every month ",(25 old mother-Bugri)
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Another issue that was raised by discussants was the perceived challenge associated with

childbearing for mothers who may later on wants to conceive and give birth. Two women

had the following to say;

"My brother's wife was using it for the past three years after she gave birth to her third

child. For the past one year, she has since stopped and wants to have a child but she is

not getting. She has been going to the hospital but there are saying there is nothing

wrong with her. She is not a happy woman since the husband did not know of it when she

was using". (25 old mother-Worikambo)

Another woman who is a victim of this case spoke slowly and painfully to register her

regrets for going in for family planning at the first place

"Since I stopped using Depo proverafor the past three years, I have struggled to become

pregnant but it has not been successful so my husband have given me up to the end of this

year that if don't become pregnant, then he would marry another woman .I have given •

birth to two children and decided to be use contraceptives which has created this problem

for me".( 22 old mother-Tupint)

Misconceptions emanating from lack of adequate information on benefits and perceived

harmful effects reported by mothers includes;

"Family planning causes cancer, especially the pills because it affects your uterus

causing you to develop abdominal pains all the time. My close friend cannot give birth
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because she was operated upon to rectify that problem caused by her use of family

planning even though I initially advised her not to go for it". ( 2 7old mother-Bugri)

"Those pills and injections are too dangerous to be trusted. You lose focus and control of

yourself immediately you take them because they enter into your system and disrupt your

normal functioning of the body. They can even make you collapse and die". (26 old

mother- Worikambo)

"The 'white man' deceived us with this thing so that we cannot give birth again have told

my wife not to go for it because it can bring our family problems' don't want any

problems in my family". (21 old mother- Tupint)

Discussions with men and women also revealed some men opposition towards the use of

family planning.

"If I ever find my wife using this family, 1will pack her out from my house and take her

back to her house because I have heard family planning was bad for women. It can even

kill them when they use it". (24 old man -Bugri)

"After I had a birth complication during my second pregnancy, my husband was angry

because he said it was the family planning. Ever since, I have stopped using it". (22 old

mother- Tupint)
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Other men citation of side effects other women experienced were also largely expressed

as they defended why their wives will not be allowed to do family planning.

"My wife use to complain of abdominal pains every evening when we are in bed. Little

did I know she was lured into family planning when she visited the clinic. When she

confessed to me, I have since looked for a remedy and asked her never to visit the clinic

for such services since it will bring her more pain ".(27 old man-Tupint)

"My wife was always vomiting everyday for the first two weeks of her Norigynon

injection. It has even barren her since it has become difficult for her to become pregnant

again even up to now she has not conceived again". (23 old man-Bugri)

"My wife tried it sometime and I was very alarmed. When she started using family

planning after the birth of our third child. She uses to experience excessive bleeding and

severe headache during her menstrual cycle. I stopped her from using for some time and

has since had my forth child. I don't know whether she will return and use family

planning again. But I think I will stop her as some of my friends are advising me ",

In-depth interview with mother". (34 old man-Woriyanga)

Convenient hours for service provision were also expressed by one woman who said that;

"I stay far away in the next two villages, services in this facility are usually provided in

the mornings which makes it difficultfor me to take part all the time when am due".(27

old mother-Woriyanga)
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Young woman's satisfaction with regards to use was expressed as;

"I use to take the 3 months injection till I was told to Garu to take the 5year one if I

wanted it. The distance isfar, and I cannot afford to pay for lorry fare and the cost of that

method in Garu". (27 old mother-Songo)

"I was disappointed with the way the nurse spoke to me the last time I went for family

planning. My friends have stopped going there because of their attitudes and the way they

speak to us when we visit". (23 old mother-Bugri)

"They always have plenty work when you go there. They don't have time to listen to our

complains and worries when we want to talk to them when we go to the clinics". (25 old

mother-Tupint)

Unmet need levels

When discussants where quizzed on key constituents of reasons others may have an

unmet need for family planning, mothers expressed the following opinions;

"After giving birth to my fifth baby, I thought I was going to rest. Am already four months

pregnant just after nursing a one year, eight months old child. I did not want to have a

child now, but look at me now". (24 old mother-Songo)

"Long before we gave birth to our first child, I planned with my husband to give birth

every four years. After the birth of my first child, I started giving birth almost every 2

years now have three children and don't want to give birth now because I can't take care

of them". (26 old mother- Woriyanga)
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"I wish] had an option to stop giving birth's have six children already at this my age, but

my husband will not allow me. i wish] had another option to

Determinants of family planning use

Young mother's perception of what determines use of family planning was largely due to

their own experiences or information received from other women. These were views

recorded;

"My husband's family say] must give birth to eight (8) children as the second wife of my

husbands. They have warned me not to take any drugs that may displease our ancestors

in the future". (23 old mother-Woriyanga)

"I am not growing any younger from the many years I want to give birth to all my

children before] die. Why should I use family planning when God has given me many

children". (24 old mother-Tupint)

"Anytime] walk to the weighing place when the nurses come for antenatal services, they

tell me to come to Garu town for the service. am a poor women struggling to take care of

my two children's can't afford to borrow money for lorry fee as well as pay for the

. "servlce .

"I have used the jadelle before after I had problems with my husband on the number of

children to have. Am happy now and a widow even though I intend to take it off and give
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birth to one child since my husband died and I had to remarry to look after my

children ".(25 old mother-Worikambo)

Others complained about their dislike to visit the health centres because of their midwives

attitudes;

"She complains a lot about everything we do there when you want information on family

planning. She thinks because we are not educated, we cannot reason and they treat as

children. Because of this, most women go to Garu town for antenatal when they are

pregnant". (24 old mother- Woriyanga)

"She shouted at me when I went there three weeks ago when information got to the health

centre that, our husbands we opposing their family planning services they provide to we

the women. She was very rude to me and I nearly left. Sometimes you are discouraged

from going there because of these attitudes". (25 old mother-Bugri)

In general women's views expressed on why the use family planning was centred on the

above for most non-users. Few women who however had used contraception rightly for

the past one year had these views;
,..

"Am a happy woman now. No stress and thinking of my husband making me pregnant

because I now use family planning. All my children are happy and now eat well. i will

continue to use and recommend my friends too ".(25 old mother-Woriyanga)
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"Ever since I started using family planning with my husband's approval, we have been

able to take all our children to school now because we are not expecting any for now. I

have my piece of mind and am focusing on my business. My friends are telling me that

am growing fine, thanks to family planning ".(26 old mother-Songo)

J

In-depth interviews with Midwives however pointed the following as young women

reported determinants as they provide contraceptive services to women in their

communities;

"Some come with their husbands for pre counselling before we put them on the

contraception. This group of women respond very well during the period of use and it has

helped them a lot. They always keep thanking their husbands for the decisions they both

made together". (Midwife-Woriyanga)

"Those who are educated are very good and cooperative ..for the rest; they just do

anything even when you advise them on the periods they should come to continue.'

Sometimes we are forced to withdraw them after they absent for several months ".

(Midwife- Tupint)

"Most of them just pay and don't complain. They say its benefits outweigh the cost if the

imagine what their husbands take them through about child birth. Although majority pay,

few complain their inability to return on the schedule date for their injection because of

the lack of money". (Midwife-Bugri)
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"Most women who come for contraception the first time talk about their husband's

polygamous family nature. Younger women in polygamous marriages prefer hidden

services. They say they will continue to seek services if their husbands don't stop wanting

to have children ". (Midwife-Songo)

"Others say some friends don't follow them for services because their husbands says

family planning have side effects and can even kill you when you are delivery your next

born. For those who use, they cite the benefits it brings to them and their families ".

(Midwife- Woriyanga)

Determinants to use family planning

From discussions on key determinants to use, discussants cited the following as

determinants; lack of partner and family support, age of mother, access, benefits it

brings, education, previous experiences and ever use of services determines to a large

extent use.

127

www.udsspace.uds.edu.gh 

 

 

 

 


