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ABSTRACT 

While Access to family planning services IS improving and communities' sensitization 

continued, utilisation of family planning continues to be low over the past four years (25.7% 

for 2011, 19% for 2012, 15.9% in 2013 and 13.9% in 2014). The factors responsible for this 

low trend are not clear. This study sought to determine utilisation of family planning services 

in the Nanumba South District to identify the current level of awareness and use, socio 

cultural factors and health provider factors that influence utilisation of family planning 

services. A cross-sectional study was conducted. Structured questionnaires were administered 

to 303 participants within the ages of 15-49 years in 13 communities. In - depth interviews 

were conducted among twenty one key informants and four focus group discussions. 

Statistical Package for Social Sciences version 20 was used to analyse data. Chi-square test 

and logistic regression were used to determine associations. 

•. 

Awareness of family planning (FP) methods among respondents was high (90%) while 

(46.1 %) were using some form of FP methods. Awareness of FP, sex, age, education, 

religion, participants in marital relationship, sexual partners discussing of FP, readiness to use 

FP in future and side effects were found to be significant predictors of contraceptive use. The 

desire to get pregnant (49.2%), desire to have more children (45.8%), FP not good (30%), 

fear of side effects (23.3%) were main reasons for non use. Male Sexual partners' opposition 

to FP use, peers, culture, FP source, counselling, FP providers' attitudes and FP access were 

not significant predictors of FP use. In conclusion, FP awareness is common and actual use of 

contraceptives was almost average (46.1 %). Reasons for non use is related to socio-cultural 

and fertility. District Health Management Team should prioritise public education on benefits 

of using FP. District Education Office should promote basic education, among young females 

as vital step to address school dropout and illiteracy rates so that young females will grow to 

be able to take proper control of their reproductive issues. 
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CHAPTER ONE: INTRODUCTION 

1.1 Background to the Study 

The development of any nation, region, district, community or organization is a function of 

quality and quantity of its population on one side and the resource availability on the other. 

This implies invariably among other factors that good health necessitates global development. 

The World Health Organisation (WHO) declared that enjoyment of highest attainable 

standard of health is one of the fundamental human rights of all persons (1946). And for 

women their health is closely related to their reproductive role. For this reason, governments, 

International health organizations, Non-governmental Organizations (NGOs), Civil Society 

Organizations and other benevolent organizations have made and still making strive in 

putting health services on top of their development agenda. Governments around the world 

are focused on combating poverty and achieving a range of health and development goals, 

such as those outlined in the United Nations Millennium Development Goals. Access to 

family planning services and contraception is critical with the world population currently at 

seven billion inhabitants. Unfortunately, too many people (250 million) don't have the means 

to control their fertility (UNFPA 2011 cited by Namazzi, 2013). Sub-Saharan Africa (SSA) 

has an average Total Fertility Rate (TFR) of 5.1, the highest average in the world; which is 

twice that of South Asia (2.8) (World Bank, 2009). The average Contraceptive Prevalence 

Rate (CPR) of 22% is half of South Asia (53%) due to low acceptance and high cultural 

resistance to FP. Consequently, the maternal mortality ratio of 50011 00,000 live births is high 

and most SSA countries are not on track to achieve MDG5 & 4 (WHO, 2012 as cited by 

Namazzi, 2013). According to the Country Health System Fact Sheet (2010), Ghana is 

lacking behind in achieving these MDGS particularly those mentioned above. 
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e- Family planning contributes to achieving nearly all of these goals. Reducing the number of 

unplanned births and having smaller families helps to reduce the level of need for public 

sector spending in health, water, sanitation, education, and other social services. Preventing 

unplanned pregnancy among women is the most cost-effective way of preventing maternal 

and child deaths. Family planning helps nations to reach social and economic goals, 

beginning at the community level. Family planning IS an important and cost-effective 

investment for governments and contributes to multiple economic and health priorities, 

including reducing poverty USAIDS, (2012). 

Family planning saves lives and has long been considered a key aspect to socioeconomic 

development. Although this is widely acknowledged and well - documented, in recent years 

the attention and resources directed toward improving family planning programs in 

developing countries have been decreasing, even though need remains high. By one estimate, 

satisfying the unmet need for contraceptive services in developing countries would avert 52 

million unintended pregnancies a year, thereby saving 1.5 million lives and preventing 

505,000 children from losing their mothers (Singh et al., 2003 cited by Fredrick, 2007). 

Family planning has lost focus amid recent shifts in international development strategies and 

priorities. Yet there are 201 million women in developing countries that need, but are not 

using modem contraception: 137 million women at risk of unintended pregnancy are not 

using any method, and an additional 64 million are relying on a less effective traditional 

method. Many vulnerable groups, including the poor and adolescents, do not have ready 

access to good quality family planning services. And the continually growing numbers of 

contraceptive users are straining the ability of family planning programs to meet their needs 

(Singh et al., 2003 cited by Fredrick, 2007). 

2 
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Family planning can significantly reduce the risk of maternal, newborn, infant, and child 

illness and death by preventing a high-risk pregnancy in women with certain health 

conditions or characteristics, or by preventing an unplanned pregnancy. Women typically 

welcome pregnancy and childbirth, especially when planned. However, many pregnancies are 

unintended or mistimed, and the risk of illness and death associated with these events can be 

very high WHO, (2006). In Ghana this situation affect mostly people in the rural areas as 

women in urban areas are more likely to be aware of and use modern contraceptives to space 

or delay pregnancy compared to their rural counterparts GDHS (2008). 

Through the activities of vibrant social marketing programmes such as the Ghana Social 

Marketing Foundation (GSMF) and the Planned Parenthood Association of Ghana (PPAG), 

family planning has virtually become a household name in Ghana. Between 1988 and 2008, 

the use of any method of contraception almost doubled (from 13% to 24%), while the use of 

modern methods more than tripled (from 5% to 17%). During that same period, Ghana's TFR 

dropped from 6.4 to 4.0, making Ghana's TFR one of the lowest in sub-Saharan Africa. With 

a TFR of 4.0 in 2008, the country is clearly on course at achieving its fertility target set forth 

in the revised National Population Policy of 1994 (Gyimah et aI., 2011). Even with that, the 

unmet need for family planning among married women ages 15-49 was still high at 35 

percent. There are regional variations between and among regions in terms of fertility rate 

and contraceptive use. Greater Accra has the lowest fertility rate of 2.5 and highest proportion 

of women using modem FP (22%) while the three northern regions has the higher fertility 

rates and lower percentage of women utilising modern FP. The Northern region in particular 

has the highest fertility rate of 6.8 with lowest proportion of women using contraceptives 

(6%). Northern Region is predominantly rural, and contributes 10.1% (2,479,461) of the 

nation's population with growth rate of 2.9% well above the national average. It has 69.7% 

and 30.3% of its people living in rural and urban areas respectively. Again, the region 
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recorded the highest proportion (54.3%) of the married people in Ghana. These may be 

attributed to cultural and religious believe of the people who are predominantly 60.0% 

Moslems with agriculture the main stay of the economy (Ghana Statistics Service, 2012). 

Nanumba South is one of the rural districts in the region with a growth rate of 3% and has 

household size of 7.9 well above 7.7 and 4.4 averages for Northern Region and National 

respectively (GSS, 2012). The district has three health centres and six Community-based 

Health Planning and Services (CHPS) Compounds providing health services including FP 

across the length and breadth of the district. The health services employ effective outreach 

programs to reach clients yet FP services uptake is low and continues to decrease consistently 

for the past four years. This study therefore is a cross sectional one that seek to determine 

factors influencing FP services utilisation in the district so as to help stakeholders and other 

development practitioners to design better strategies and interventions to improve quality FP 

service delivery with time. 

1.2 Problem Statement and Justification 

The Nanumba South District has a projected population of 129,328 inhabitants. About 65% 

of them are sexually active. Females within this population are more likely to be married than 

their male counterparts (DHMT, 2013). School dropout rate in the district is estimated at 

7.5%; of which girls are most affected. Furthermore, the transition rate from primary to JHS 

is 66% and from Junior High School (JHS) to Senior High School (SHS) is 48%. Early 

marriages and teenage pregnancies are not uncommon with a total fertility rate of 7.9 well 

above that of the Northern region and national averages as a whole (GSS, 2012). Many of the 

adolescents choose to be sexually active before they are prepared for the commitment of 

marital relationships and are not psychologically ready for child birth. Of those who are 

sexually active, many do not use contraceptives, exposing them to the risk of unwanted 
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pregnancies and other sexually transmitted diseases. Adolescents and women 111 the 

postpartum period have high unmet need for family planning services (WHO, 2006). 

These early and frequent births put these younger women at risk of maternal and neonatal 

mortality and morbidities. As the first pillar of safe motherhood and essential component of 

primary health care, family planning playa crucial role in reducing maternal and newborn 

morbidity and mortality (GHS, 2011). The Nanurnba South district health directorate has nine 

(9) health facilities designated across the district to improve access. For past years 

community sensitization on utilisation of FP contraceptives and its importance has been 

going on by health directorate. There are also licensed chemical shops providing basic FP 

services in some villages. The family planning programme helps couples to decide on how 

many children to have, when to have them and how best to cater for them taking cognisance 

of one's resources. It also helps couple who do not have children but desire to have. Ghana 

Health Services (2007) puts it simply to mean children by choice and not by chance. The 

purpose of family planning is to make sure that any couple, man, or woman who has the 

desire to have a child has the resources that are needed in order to complete this goal. This is 

because raising up child/children requires significant amounts of resources such as time, 

social, financial, and environmental. Planning can help assure that some significant 

proportions of resources are available to execute this reproductive goal. However, family 

planning uptake in Nanumba South District like in many other districts in Ghana is very low 

and the factors responsible for this are not clear. This undermines the achievement of 

Millennium Development Goals (MDGs) particularly MDG 4&5. There is an observed 

discrepancy between service availability and effective utilisation as the district health records 

show downward trend of family planning acceptors over four years now (25.7% for 2011, 

19% for 2012, 15.9% in 2013 and 13.9% in 2014) with high defaulter rate. There is no 

readily known knowledge of factors contributing to this discrepancy. A lot of studies on 
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family planning have extensively been conducted in Ghana both in urban and rural settings. 

However, little is known of the factors affecting family planning utilisation in the Nanumba 

South District. It is in the light of this acknowledged gap that a research proposes to now 

investigate factors determining family planning utilisation in this district. 

1.3 Research Questions 

What is the current level of awareness and use of Family Planning Services 111 

Nanumba South District among sexually active persons aged 15 - 49 years? 

2 What socio-cultural factors influence utilisation of Family Planning services In 

Nanumba South District among sexually active persons aged 15-49 years? 

3 What service provider factors influence utilisation of Family Planning services III 

Nanumba South District among sexually active persons aged 15-49 years? 

1.4 Objectives of the Study 

The general objective is to assess current utilization of family planning services (FPS) among 

reproductive people (aged 15- 49 years) in Nanumba South district of Northem Ghana. 

Specifically, the study sought to achieve the following objectives 

1. To assess the CUITent level of awareness and use of Family Planning Services In 

Nanurnba South District among sexually active persons aged 15 - 49 years. 

2. To determine the socio-cultural factors influencing Family Planning Services 111 

Nanumba South District among sexually active persons aged 15 - 49 years . 

• 
3. To identify service provider factors that influence utilisation of Family Planning 

services in Nanumba South District among sexually active persons aged 15 - 49 

years. 
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1.5 Relevance of the Study 

The findings of this survey will be useful to the Reproductive Health Unit of the Ghana 

Health Service especially the Northern region as well as Ministry of Health (MOH) in 

appreciating the impact of family planning services as the first pillar of safe motherhood. As 

family planning is link to maternal health, the study may show the progress the district is 

making towards the achievement of the MDGs connected to health as this may be a reflection 

of what pertains in the whole Northern Region. it may well serve as a reference document for 

policy makers, GOs and researchers. The findings will also serve as locality base or specific 

data that may be relevant literature for other researchers on issues of family planning services 

and related reproductive health services. The Health Research Unit of the Ghana Health 

Service (GHS) in the Northern region, NGOs in the reproductive health services and other 

stakeholders can use the results as cursory information to do an in-depth study on the issue 

and or plan area specific family planning programme to tailor the specific needs of the district 

and its adjoining eastern corridor districts. As the aftermath of the Eastern Corridor Road 

Project will raise critical family planning needs of these districts that the project passes 

through just like anumba South District. Opinion leaders, Families, curious public and 

students will equally tind the data and or the information useful to growing knowledge of 

family planning services delivery in Ghana. 

1.6 Scope of the Study 

The purpose of this study is to examine the utilisation of FP services in Nanumba South 

District of Northern Ghana. The study uses data from both primary and secondary sources 

that is fit and sound for the study. Content wise, the study examines all sexually active people 

in the district within the reproductive ages of 15 - 49 thus females; never-married; currently 

married; widowed, cohabitation, divorced, or separated (formerly married) as well as males 

that are married, never married and young adolescent that fall within the age category on 
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issues of FP utilisation. The study further specifically measures the current awareness levels, 

current contraceptive use, health providers and socio-cultural factors influencing utilisation. 

Finally, the study seeks to reveal the potential impact and benefits of FP services. 

1.7 Conceptual Frame Work - Narrative 

Utilization of FP services among sexually active people of reproductive ages residing in 

Nanumba South District of Northern Ghana IS presumably influenced by a complex 

interaction of multiple factors at individual, socio-cultural and health service delivery levels 

respectively. 

Individually, Issues of fertility desires, education and knowledge about contraception do 

influence utilization of FP. 

Socio-cultural norms such as stigma associated with FP use, delineated gender roles, age of 

sexual onset and the demand for bigger families influence the individual's choices. 

In addition, peer pressure; religious beliefs, culture and some policies influence utilisation 

behaviour of modern Family Planning methods. 

Also, Family Planning service provider factors such as attitudes and skills of the providers, 

method specific side effects, counselling and access to FP methods do act directly or 

indirectly to influence FP utilization. 
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Conceptual Framework 

Service Provider 
related factors 

• Side effects 
counselling 
Training/skills in FP 
Methods Availability 
Methods accessibility 
Attitude of FP health 
worker 
Sources of FP 

• 
• 
• 
• 

• 

Policy related factors 

Client - related 
factors 

• Knowledge about FP 

• Educational Level 

• Fertility desires 

• Age 
• Spousal consent. 
• Affordability ofFP 

services 

UTILISATION OF 
FAMILY PLANNING 

SERVICES 

Socio-cultural related 
factors 

• • Religious beliefs 
Cultural norms against 
FP and high fertility 
Peer influence 
Sexual partners FP 
communication 
gender roles 

• 
Access to FP services 
Laws and policies 
Reproductive Right • 

• 
• 
• 
• 

Source: (Adapted from Egessa, 2010) 
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1.8 Structure of the Thesis 

The study is basically organized in to six chapters. The remaining chapters are outlined in the 

following order. Literature review is the focus of Chapter Two. It covers theoretical and 

empirical evidences documented from projects and previous studies both from developed and 

developing countries with emphasis on Ghana pertaining to FP services utilisation. Chapter 

Three deals with the research methodology where relevant techniques, sampling procedure 

and ethical consideration deployed for the study will be presented. It also includes 

methodological limitations and measures to such limitations. The results of the study will be 

presented in Chapter Four. Discussions of the results will follow suit in chapter Five. Finally, 

chapter Six contains summary, conclusions, recommendations and suggestions for future 

research direction of the study. 

"5 
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CHAPTER TWO: LITERATURE REVIEW 

2.1 Overview 

This chapter presents a critical review of the literature on utilisation of family planning 

services in Nanumba South District of Northern Ghana. Significant studies both in 

developing and developed worlds are reviewed with much emphasis on the findings and 

methodological issue in developing world. Before examining the factors influencing family 

planning services utilization, this chapter describes: the importance of family planning and 

the development of family planning services in Ghana. The Social Ecological Framework 

(SEF) will then be presented to guide the empirical literature analysis that follows. This 

framework is based on the understanding that utilisation determinants of FP services extend 

from the characteristics of the individual (such as age, gender, marital status, education, etc.), 

through resources of the household and community in which sf he lives, to socio-cultural 

issues and institutions that affect autonomy, behaviour and lifestyle, and access to health care 

services. These factors are inter-related, complex and vary from one society to another 

(Mason, 20 I 0). The empirical evidences from studies across the world will cover all possible 

factors influencing family planning services utilisation grouped into Demographic, SOCIO 

cultural and health services delivery factors. 

2.2 Family Planning Meaning and Its Importance 

The USAID, (2012) indicated that Family planning remains one of the most cost-effective 

public health measures available in developing countries. Family planning and contraception 

has been defined by many authors and organizations in various ways. WHO expert committee 

of 1971 defined FP as "the conscious efforts of couples to regulate the number and spacing of 

births through artificial and natural methods of contraception. FP connotes conception control 

to avoid pregnancy and abortion, but it also includes efforts of couple to induce pregnancy". 
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The committee again put it to mean again that "Controlling reproduction and planning the 

timing of birth, and having many babies as are wanted and can be supported" Family 

Planning enhances the quality oflife by reducing infant mortality, improving maternal health 

and alleviating pressures from governments to meet economic and social needs. Additionally, 

FP can be seen as a human right and as a means to enlarge women's life options Kazi, (2006). 

Again, Family planning services are defmed as educational, comprehensive medical or social 

activities which enable individuals, including minors to determine freely the number and 

spacing and timing of their children, and to select the means by which this may be achieved. 

Such means include use of contraceptives and the treatment of involuntary infertility. Modern 

contraceptive methods include all hormonal methods (i.e., the pill, injectables and implants), 

IUDs, male and female sterilization, condoms and modern vaginal methods (e.g., the 

diaphragm and spermicides). A woman's ability to space and limit her pregnancies has a 

direct impact on her health and well-being as well as on the outcome of each pregnancy. 

Doubling modest investment in FP and maternal child health programmes would result in a 

70% reduction in maternal deaths and a 44% reduction in the deaths of newborns with 

additional health, societal and economic benefits. (WHO, 2011, Balala 2009 and Singh 2009 

as cited by Namazzi, 2013). 

In another way, Family planning is defmed as the ability for individuals and couples to attain 

their desired number of children and plan the spacing and timing of their births through use of 

contraceptive methods. The benefits offamily planning have become increasingly recognized 

worldwide, including improved health, economic, and social outcomes for women and 

families, as well as public health, economic, and environmental benefits at the population 

level. At the individual-level, the health benefits for women and infants include the 

prevention of pregnancy related health risks and deaths in women, reductions in infant 

mortality and the rate of unsafe abortions, the prevention of the transmission of HIV / AIDS 
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from mother-to-child (PMTCT), and prevention of sexual transmission of HIV and sexually 

transmitted infections (STI) between partners (WHO, 2013 cited by Sileo, 2014). Family 

planning also has significant economic benefits for families and for society as a whole. By 

slowing the growth of a population, women have more earning potential and families are able 

to devote more resources to each child, resulting in reductions of poverty (Gribble, 2012; 

UNFPA, 2005 cited by Sileo, 2014). "Promotion of family planning in countries with high 

birth rates has the potential to reduce poverty and hunger and avert 32% of all maternal 

deaths and nearly 10% of childhood deaths. It would also contribute substantially to women's 

empowerment; achievement of universal primary schooling, and long-term environmental 

sustainability Cleland et al, (2006). 

, 

On the other hand, Contraception according to the Longman English Dictionary, "is the 

practice of preventing a woman from becoming pregnant when she has sex, or the methods 

for doing this: birth control: the pill is a proper method of contraception" Cultural Dictionary 

says "it is birth control: the control of number of children in a family and of the interval 

between them especially by the use of contraception or the concept or programme of limiting 

the size of families through spacing and the use of contraception" Mohammed, (2013). 

"Family planning", as used by Christian Connections for International Health (CCIH), means 

enabling individuals and couples to determine the frequency and timing of pregnancies, 

including the use of a variety of methods for voluntary prevention of pregnancy. 

2.3 BackgroundlHistory of Ghana's Family Planning Program 

• 
Ghana is one of the first countries m sub-Saharan Africa to adopt an explicit and 

comprehensive population policy in 1969. The major goal of the 1969 policy was to stem the 

high rate of population growth in order to facilitate socio-economic development. To achieve 

this, the Ghana National Family Planning Programme was launched in May 1970 as a 

13 

www.udsspace.uds.edu.gh 

 

 

 

 



coordinating department within the Ministry of Finance and Economic Planning. Due to its 

over-emphasis on the supply side of the family planning component, as well as poor 

institutional coordination among organisations engaged in population-related issues, the 

programme achieved limited success. 

Against this backdrop, and coupled with other emerging issues such as HIV/AIDS, the 1986 

National Conference on Population and National Reconstruction recommended a revision of 

the 1969 policy. The policy was revised in 1994 and the National Population Council (NPC) 

was established as the highest statutory body to advise the government on population issues. 

The revised policy emphasized a systematic integration of population variables into 

development planning, with a renewed emphasis on fertility reduction through family 

planning programmes. An important goal of the revised policy was to reduce the total fertility 

rate (TFR) from 5.5 to 5.0 by the year 2000, to 4.0 by 2010, and to 3.0 by 2020 through 

increased contraceptive use. Various governmental and non-governmental organizations in 

Ghana have become actively involved in the promotion of family planning methods aimed at 

regulating fertility and enhancing reproductive health outcomes. 

Through this, the activities of vibrant social marketing programmes such as the Ghana Social 

Marketing Foundation (GSMF) and the Planned Parenthood Association of Ghana (PPAG), 

family planning has virtually become a household name in Ghana. Between 1988 and 2008, 

the use of any method of contraception almost doubled (from 13% to 24%), while the use of 

modern methods more than tripled (from 5% to 17%). During that same period, Ghana's TFR 

dropped from 6.4 to 4.0, making Ghana's TFR one of the lowest in sub-Saharan Africa. With 

a TFR of 4.0 in 2008, the country is clearly on course at achieving its fertility target set forth 

in the revised National Population Policy of 1994. Data from multi-year demographic health 

surveys in Ghana provide other indicators that can be used to assess the impact of family 
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planning programmes in Ghana. These include reductions in the national HfV prevalence 

rates, rising age at first birth and a growing interval between successive births. All these 

achievements are reflected in the recent improvements in maternal health outcomes as well as 

the reductions in early childhood (neonatal, infant and under-five) mortality rates Gyimah et 

al., (2011) 

.. 

2.4 The Social Ecological Framework 

In the field of public health, professionals utilize theories, frameworks, and models to guide 

their research. For the purpose of this thesis, the Social Ecological Framework (SEF) will be 

used to identify factors that influence sexually active persons in their decision about using 

family planning services. The SEF is useful for identifying multiple factors that influence an 

individual's behavior. According to McLeroy et al., (1988), the importance of ecological 

models in the social sciences is that they view behavior as being affected by, and affecting 

the social environment. Many of the models also categorise the social environment into 

analytic levels that can be used to focus attention on different levels and types of social 

influences and to develop appropriate interventions. Thus, ecological models are systems 

models, but they differ from tradition systems models by viewing patterned behavior-of 

individuals or aggregates- as the outcomes of interest Mason, (2010). There are five levels 

within this framework: the individual/intrapersonal, interpersonal, community, institutional, 

and societal levels. In order to effectively change a person's or a community's behavior, it is 

important to be aware of influences from each level. This gives the researcher the ability to 

adapt the program of choice to fit the specific needs on multiple levels for the target 

population. To further demonstrate the use of the SEF, examples of possible factors within 

the different levels are discussed below taking cognisance of the district specific examples. 

"_ 
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2.4.1 The Individual/intrapersonal Level 

In the SEF, the first level to analyze is the individual level. Some individual level factors that 

may influence FP utilisation include education, personal knowledge about where to get and 

how to use different methods of contraception, fear of getting in trouble, personal history of 

contraceptive use, biological factors, and accessibility to such information and contraceptive 

methods. For instance in Nanumba South District most of the populace are largely illiterates. 

The performance at the BECE level is poor. Certainly low educational status limits 

knowledge of available family planning commodities/services and hence use. In this area, 

adolescents usually received "abstinence only" sex education and as such they may lack the 

necessary education to prevent pregnancy. They may fear getting in trouble if they approach 

an adult about how to access or how to use contraception. Certain biological factors may 

influence an individual's choice to use contraception too, such as severe side effects of some 

methods can increase risk of too early or too many or mistimed conception ifno other method 

is used. In the case of rape, the adolescent girl does not plan on becoming sexually active; the 

choice was made for her and if there is no method of prevention in place, she may become 

pregnant. 

2.4.2 The Interpersonal Level 

The second level of the SEF is the interpersonal level, which involves relationships, and peer 

influences that may influence FP use. One example of a factor at this level is the relationship 

between the parents or guardians and the adolescents. If the adolescents and spouses are 

supported by parents or guardians and partners in terms of open, honest communication 

about contraception needs, they may be a less risk of getting pregnant. Conversely, if 

adolescents and couples are not supported by parents or guardians and partners, they may 

lack the necessary support to address their contraception needs. Influence from partners and 

peers are examples of interpersonal factors. Also when partners insist on using condoms there 
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may be less risk of pregnancies. On the other hand, when partners resist using a condom to 

prevent pregnancy there wi11likely be at an increased risk of pregnancies. Same applied to 

husbands' approval of their spouses to use and or not to use contraceptive method in the 

study area. 

2.4.3 The Community Level 

Social norms and social networks are considered to be community level factors of influence. 

Depending on the adolescents and couples peer group; may likely be an increased or 

decreased risk of conception. For instance, in the United States it has been reported that peer 

groups of teen-aged girls have made pacts to get pregnant at the same time. Ifa social norm 

exists that supports contraceptive uptake, then the teens and couples may be more likely not 

to conceive too early or too often. Another example of a social norm in the study area that 

may adversely influence decision to practice safer sex is that sex is more pleasurable without 

a condom. 

2.4.4 The Institutional Level 

The fourth level of the SEF, the institutional level, involves rules, regulations, and structures 

of institutions and organizations that may influence a person's choice or behavior regarding a 

specific health issue or situation. For instance Nanumba South Health Services as an 

institution has only one youth comer at Nakpayili and currently non-function. This will 

affect FP services utilisation by youth in the district. Regulations that have been placed in 

schools to prevent distribution of condoms to students may also be an influential factor 

leading to adolescents' pregnancies. 

.. 2.4.5 The Societal Level 

The fifth level of the SEF is the societal level. This level involves local, state, and federal 

policies and laws that may influence personal behavior. An example of a societal level factor 

that may influence FP uptake is the policy of the youth comer concept which is poorly 
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implemented in the region. Locally the paramount chief of Wulensi traditional area has 

placed a ban on jamming in the night. No women are allowed to deliver at home too. These 

offences are punishable. Other traditional leaders in other jurisdiction in same district has 

followed suit. This may largely improve health services such as skill delivery, antenatal 

services and FP uptake 

In conclusion, each level of the SEF involves important factors that should be analyzed to 

gain a full understanding of the factors that influence into a person's behavior in regards to 

certain health issues or situations. Public health issues are not effectively addressed! solved 

by focusing on one factor. It is important to look at factors in multiple levels and then decide 

how best to implement effective interventions. Only then FP programs or services will be 

adapted to fit individuals or communities true specific needs (adapted from Mason, 20 I 0). 

2.S Empirical related literature on Factors influencing utilization ofFP services 

2.5.1 Family Planning Services Knowledge and use 

Knowledge of contraceptives is fundamental to the ability of women and men (including 

adolescents) to make informed choices about reproductive health decisions. As a result, the 

activities of vibrant social marketing programmes such as the Ghana Social Marketing 

Foundation (GSMF) and the Planned Parenthood Association of Ghana (PPAG), family 

planning has virtually become a household name in Ghana. Evidence from the 2008 Ghana 

Demographic and Health Survey (GDHS) indicates that knowledge of any contraceptive 

method is almost universal in Ghana, with 98% of all women and 99% of all men knowing at 

least one method. of contraception. The most commonly known methods are male and female 

condoms, the pill, and injectables while Depo-Provera, male condom, combined pills and 

injectable Norigynon were cited as the preferred methods MOH, (2011). Despite that FP use 

has been less than desired. For instance, just about a third of married women are current users 
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of contraception in Ghana, compared to more than three-quarters in North America. 

Similarly, 35% of married women in Ghana have an unmet need for family planning - not 

wanting any more children or wanting to wait two or more years before having another child 

and yet not using contraception (MOR, 2011, Gyimah et aI., 2011). 

GDHS, (2008) reported number of women in Upper East Region not currently using any 

contraceptive method was 85.3% which is only better than Northern Region with 94.1 %. So 

the region quest to reduce maternal deaths and improve on maternal health necessitated them 

to reposition Family planning as a major program in the region in addressing MDG 4 & 5 

(GRS UERlUNFPA, 2011). Report according to Tiwari, (2012) among Currently Married 

Women in Nepal showed that 99.9% had knowledge about family planning methods but the 

use of family planning methods was 66.5%. The remaining 33.5% of the women do not use 

any form of family planning methods. Similarly, a Ugandan study again showed an achieved 

universal Knowledge of family planning methods with over 90% of women in the 

reproductive age group having heard of at least one (1) method of contraceptives). Attitudes 

towards contraceptive use were favourable. However, the level of contraceptive use was 

found low in comparison with knowledge and attitudes though Individual knowledge about 

contraceptive methods was closely linked to the use of the methods in that study (UDHS 

2006, Nattabi B, 2011 cited by Namazzi, 2013). 

Fredrick, (2007) in a cross sectional study in Kwabre District, Ghana, revealed that most of 

the women have high level of knowledge about contraceptive but this does not translate into 

the use of modem contraceptives as (91.7%) knew at least two contraceptive methods 

meaning that their level of knowledge of family planning was quite high. The most common 

contraceptive methods available were contraceptive pill, contraceptive injection and the 

condom. Only (59.4%) had ever used contraceptive before, (32.8%) were using contraceptive 
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as at the time of the survey. This implies that about 26.57% were using some form of 

contraceptive but had stopped. The results further suggest that lack of knowledge and 

familiarity with modern contraceptive methods remains an important barrier to modern 

contraceptive use. 

Apanga et al., (2014) in determining Factors influencing the uptake of family planning 

services in the Talensi District, Ghana revealed that 89% were aware of family planning 

services while 18% had used family planning services in the past. Major motivating factors to 

the usage of family planning service were to space children, 94% and to prevent pregnancy 

and sexual transmitted infections 84%. Sarkodie, (2001) recorded relatively high knowledge 

in Offinso District Ghana (64%) too. Another research conducted by Aryeetey et al., (2010) 

among Women in the Ga East District, showed that Knowledge of modern FP was almost 

universal (97 percent) although knowledge of more than three methods was 56 percent while 

65 percent of married respondents reported ever use of a modem method. 

Nyaaba, (2013) in An Assessment of Southern Ghana in terms of re-invigorating Male 

Involvement in Family Planning at International Conference, Addis Ababa, Ethiopia reported 

high knowledge and awareness of some methods of FP however, majority oppose use 

because of perceived female concern and low male involvement. Eliason et aI., (2014) in a 

case-control study on determinants of modern family planning use among women of 

reproductive age in the Nkwanta district, Ghana revealed that awareness and knowledge of 

modern family planning methods were high among cases and controls. A little over 90% of 

both cases (93.8%) and controls (91.5%) knew at least a method of modern contraceptive. 

Injectable was the most known modern method of family planning amongst both cases 

(93.1%) and controls (82.6%), followed by the pill (cases-86.9%; controls- 65.9%). Health 
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workers were the main source of family planning information in the district for both cases 

and controls, followed by friends and relatives and then by radio. 

More so, Lasisi et aI., (2014) revealed significant good level of awareness of FP in the 

Nigerian society, despite that married women in the traditional core areas of Ibadan still find 

it difficult to use family planning measures as they are still lagging behind and have not 

benefited from family planning measures of reduction in the numbers of risk at pregnancy as 

well as reduction in the high rate of maternal mortality. Malalu et aI., (2014) in a study on 

determinants of use of Family Planning methods in Baringo North District, Kenya showed 

that 80.8 percent were aware of Modem FP methods. Pills and injection were most 

commonly known and used methods, mentioned by 66.2 percent and 64.4 percent of study 

subjects respectively. Sixty two percent (62%) of the respondents approved use of modem 

contraception while the current use rate was low at 32.3 percent. Reasons given for approval 

were diverse. Most of them (62.3 percent) believed use of modem contraception helps to 

maintain standards of living, 45.3 percent indicated that it limits family and reduces 

expenditure, 25.5 percent said it makes families small and happy, while 6.6 percent reported 

that it protects mother's health. 

Gizaw and Regassa, (2011) documented in Mojo town of Ethiopia that the level of 

knowledge and approval of family planning were high, 91.5 and 82.2% respectively. 

However, the actual practice of family planning methods was found to be low where only 

38.3 were using any family planning method. The most common methods for both ever and 

current users were injectable, pills and condom. Contrary, Schuler et al., (2011) found in 

Tanzania that women were having access to FP information yet there was little knowledge on 

family planning methods. More studies showed men lack knowledge on modem FP methods 
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'. because family planning education did not involve men since from the beginning and was 

known as maternal service and provided to women and told to bring husband for consent. 

This affected patronage significantly. The result is similar among PL WHIV / AIDS in the 

continent where Egessa, (2010) in Uganda reported that it was 4 times more likely for 

participants who had knowledge about FP to use FP than those without knowledge about FP 

methods among sexually active people living with HIV. In Ethiopia ever heard of modem 

contraceptives was high with 100% ever heard at least one modern contraceptive among HIV 

Positive Reproductive Age Women in Tigray yet, modern contraceptive utilization was still 

low with (65.1 %) intended to continue or use in the future. Berhane et aI., (2013) 

" ", 

Among female university students in Lesotho, Akintade et aI., (2011) showed Awareness of 

family planning was high (97.5%) and a high proportion of participants had come to know 

about family planning while they were in secondary school. Condom was the most commonly 

known and used family planning method. Also prevalence of contraceptive use was high and 

Access to services was good though little misconceptions about some contraceptive methods 

existed that deterred some not to use. Else where in Afghanistan, 90 percent of married 

women know at least one type of family planning method but only 22 percent use these 

methods. One of the main factors that appear to hinder access to family planning services is 

the belief that using contraceptives to delay births is forbidden by Islam, Islam Family 

Planning Conference, (2014). Among women in the rural southern region of Jordan, 

Mahadeen et al., (2010) revealed that great majority were familiar with the concept of family 

planning with 91.4% had ever heard of methods to avoid pregnancy however 37% were 

currently using a contraceptive method while almost half of women (43.4%) of reproductive 

age were not using any family planning method and cited being pregnant and breastfeeding as 

reasons for non-use. Kazi, (2006) reported among rural women of Karachi, Pakistan that 

majority (80%) had knowledge regarding family planning. Oral pills contraceptive and 
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sterilization was widely known with condoin and injectables been the least methods known at 

the time of the survey. Yet, majority (60%) did not practice family planning. Newmann et aI., 

(2005) found in EI Salvador that Educational experience and literacy predicted contraceptive 

knowledge, but not use hence contraceptive knowledge did not predict contraceptive use. 

Fredrick, (2007) in citing Topsever et al.,(2006) found that in U.S.A, black female teens age, 

their knowledge about contraceptives increases and they are more likely to report having ever 

used contraceptives and currently using contraceptives. In particular, black female teens who 

had received formal sex education (i.e., in school, a clinic, a community organization, or 

church) were more likely to have ever used contraceptives than black female teens who had 

not received such instruction. 

Further more, Ngwira, (2011) in a study on Factors Affecting Men's Decision to Allow or 

Refuse Partners to Use Modern Family Planning Methods in Lunzu, Peri-Urban, Malawi 

revealed Men were knowledgeable about family planning methods available and mentioned 

at least one method that can be fo llowed by women to make sure that they are spacing their 

children. They also knew how men can take part in family planning, albeit with 

misunderstanding about how family planning methods work. Factors that men consider to 

allow their partners to use family include: better health of the mother and the child, scarcity 

of land, give freedom to the woman to rest, copying from others and better provision of FP 

services. Tilahun et aI., 2013 among Married Couples in Jimma Zone, Ethiopia, reported the 

concept of family planning was well known in the studied population. Sex-stratified analysis 

showed pills and injectables were commonly known by both sexes, while long-term 

contraceptive methods were better known by women, and traditional methods as well as 

emergency contraception by men. Formal education was the most important factor associated 

with better knowledge about contraceptive methods. There are also changing perceptions as 

well as behavioural shifts in favour of contraceptive use and smaller family size, this because 
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the concept of family planning seem to have been established among people. The 

accessibility of contraceptives has improved as different types of contraceptives are now 

provided free of charge at the health post in the village Ieda, (2012) 

Ijadunola et al., (2005) in Nigeria stated that awareness of family planning was quite high 

(95.5%) while current family planning use was quite low (13%). Although the proportion of 

women who planned for future use of family planning in the sample was high (64%), all 

current non-users (86.6%) met the criteria for unmet need for family planning. Parity and the 

number of living children were the only socio-demographic correlates that significantly 

influenced family planning acceptance. However the level of awareness of natural family 

planning methods was significantly less than awareness for modem methods of contraception 

Audu et al., (2006) 

2.5.2 Education and Family Planning use 

Benefo, (2006) in a study on community-level effects of women's education on reproductive 

behavior in rural Ghana demonstrated that, a woman's interest in limiting fertility and using 

modem contraception increases with the percent of women with education in her community. 

This finding suggests female education has a greater capacity to introduce novel reproductive 

ideas and behaviors into rural areas of Africa and thereby transform the demographic 

landscape in the region than is currently believed. Parr (2001) also found Secondary-level 

education, urban residence among other factors to be significantly associated with the use of 

modem contraceptives in Ghana. In Leon, Mexico, Romero-Gutierrez et aI., 2003 also 

showed women's level of education were significant in postpartum contraception acceptance. 

In Tamale Christian religion and formal education are positively associated with use of 

family planning services Kolbilla, (2008). Another Ghanaian study by Crissman et al., (2012) 

revealed that formal education, increasing wealth, being in an unmarried partnership and 

being a Christian was associated with contraceptive use in Ghana. Similarly, Namazzi, 
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" (2013) in Uganda revealed among mothers attending child health clinics that mothers with 

secondary education used FP methods compared to those who had only primary education. 

Another study by Sileo, (2014) among Postpartum Women in Rural Uganda showed that 

education was the only statistically significant predictor of uptake of family planning 

services. Education was positively associated with uptake of family planning services for 

those with a secondary-level of education compared to those with a primary-level of 

education or less. All other predisposing factors (number of children, age, religion, 

depression, contraceptive knowledge, and attitudes towards family planning) were not 

significantly associated to FP uptake. Olaitan, (2011) in Nigeria indicated educational 

background of the couples and involvement of partners toward the choice of family planning 

significantly influenced the choice of family planning among couples. This is in contrast with 

another Nigerian study by Huffling et al., (2008) in citing Adeyemi that Education and parity 

had no significant effect on usage of contraception. A look at women attitude towards 

contraceptive use by their male partners revealed that only 1.7% reported regular use of 

condoms by their spouses, however this was significantly higher if the women were better 

educated Audu et al, (2008) 

Asamoah et aI., (2013) in unravelling inequality in fertility rate and modern contraceptive use 

among Ghanaian women from 1988-2008 showed that Equality in use of modem 

contraceptives increased from 1988 to 2008. In contrast, inequality in fertility rate increased 

from 1988 to 2008. It was also found that rural-urban residence gap in the use of modem 

contraceptive methods had almost disappeared in 2008, while education and income related 

inequalities remained. Women with no formal education were significantly less likely to 

practice modem family planning relative to those with some formal education. Also women 
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whose partners had no formal education were also significantly less likely to practice modern 

family planning (Eliason et al, 2014 and Nyonator, 2012). 

• 

According to Tiwari, (2012) in an unmet needs study on Family Planning among Currently 

Married Women in Nepal, showed that, at first there was gradual increase in unmet needs 

with increase in education from no education to primary and secondary. But there was 

decrease in unmet needs from secondary to higher education. The number of children in the 

family i.e. parity shows that with increase in parity there was an almost gradual decrease in 

unmet needs with increase in parity and again increase when the number of children is 5 or 

more. Put in another way in Indonesia, results indicate that women's education is one of the 

most important factors related to contraceptive use Rahayu et al., (2009). In Ethiopia, Mekonnen 

and Worku (2011) cited that there was a positive association between contraception and 

educational status of women. Women with primary and secondary level of education were 

more likely to use family planning compared to their uneducated counterparts. Women who 

had attended school were more likely to attend a health clinic, have better knowledge about 

contraceptive methods and also more likely to approve of family planning and through this 

use contraceptive methods than those who never attended school Gordon et ai, (2011). 

Among Hl'V Positive Reproductive Women, results showed that being secondary education 

and higher and currently on HAART were more likely to utilize modern contraceptive 

Berhane et aI, (2013). 

In reference to a study done in Sudan, Ali et al., (2011) where there are high levels of 

illiteracy among women, most were not ready to use family planning, wanted more children 

and were afraid of effects. Low educational level attainment among women has an influence 

on the access and utilization of family planning Kolbilla, (2008). 
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Michael, (2012) in use of contraceptives methods among women in stable marital relations in 

Kahama Tanzania, reported a significant association between contraceptive methods use and 

level of education; in particular, contraceptives methods use increases with increasing level 

of education. Those with secondary education highly used contraceptive (61.5%) than those 

with primary education (39.2%) vis- a -vis (16.1 %) for those who did not attend school. 

Howard et aI, (2008) reported in a research to determine reproductive health services for 

Sierra Leonean and Liberian refugees living in Guinea showed that having any formal 

education appeared a major determinant of FP knowledge for men, while this was less 

noticeable for women though approval of FP was significantly higher in women than in men 

(90% vs. 70%) but the risk of unwanted pregnancy remained considerable (69%). 

Hussain et al., (2013) in unveiling Perception and practice of contraception among male 

soldiers in Sobi barracks, Nigeria found a statistically significant relationship between 

educational qualification and use of contraceptives; implying that the more educated, the 

more the likelihood of using contraceptives. The study also showed high approval of 

contraception (73.6%) and willingness to discuss it with their spouses/partners (71.6%) but 

statistically insignificant relationship between educational level and approval of 

contraception. Better put, findings from a study on Socio-Economic and Demographic 

Factors Affecting Contraceptive Use in Malawi showed that contraceptive use among 

currently married women increases with education level Palamuleni, (2013) 

A study conducted in Guatemala indicated that the levels of modem contraceptive knowledge 

and use among people living in rural areas differ substantially from those of people living in 

urban areas. The results suggest that lack of knowledge and familiarity' with modem 

contraceptive methods remains an important barrier to modem contraceptive use In 

Guatemala, particularly in the indigenous population. (Akyeah 2007 cited IFPP, 2006) 
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2.5.3 Age, parity and Family Planning use 

Age is also found to be associated with FP services uptake. Egessa, (2010) reported among 

sexually active people living with HIV in Uganda that being within the age group 20-29 years 

had a statistically significant association with FP use than being in other age groups. Parr 

(2001) in a study on Mass Media Promotion of Family Planning and the Use of Modern 

Contraception in Ghana, showed exposure to family planning messages via the radio and 

printed sources substantially increase use of modem contraception. A large number of 

surviving children and being aged 20-34 were among factors associated with increased use of 

modern contraception. However, exposure to family planning messages did not have 

significant effects on fertility. Palamuleni, (2013) in Malawi found use of contraceptives 

among currently married women increases with age of the woman reaching a maximum of 

40-44 and declines slightly in age group 45-49. Numbers of living children did also influence 

contraceptive use. This was different in Nigeria when Huffling et al., (2008) cited Adinma 

and others that Condom use decreased with increasing age, being highest at 16-20 years, 

(37.5%), and lowest at 31-35 years, (5.9%). 

Malalu et aI., (2014) in a study (Kenya) revealed that age, knowledge on any modern FP 

method and its side effects, approval of use and marital status were significant predictors of 

utilization of these methods. The study justifies that a unit increase in age increased the 

chances of using modern contraception by seven percent; those who knew any method and 

side effects were almost seven times and two times respectively more likely to use these 

methods. Among the married women, the likelihood of uptake of FP was almost three times 

than among single women. Berhane et aI., (2013) in Ethiopia Sexually active HIV people 

indicated that those women who were 2:25 years old, house wives, single, divorced, or 

widowed were less likely to utilize modern contraceptive. Married women were found using 
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modern contraceptives most (65.9%). Tiwari, (2012) in Nepal showed unmet needs was 

higher among age group 20-24 compared with that of the 15-19 groups. With increase in age 

there was gradual decrease in unmet needs. So, the 20-24 age groups had the highest need for 

family planning. According to place of residence, there was increase in unrnet needs among 

rural population compared with urban population. In Rural Uganda predisposing factors such 

as the number of children and age were not significantly associated with contraceptive 

uptake. Same in Tanzania there was no significant association between age and contraceptive 

method use among women in stable marital relations (Sileo, 2014, Michael, 2012). 

Also, Lata et al., (2012) reported in Bihar India, that unmet need varied significantly with age 

and was highest in S; 19 years age group (33.7%). It was also significantly higher among 

illiterates, those with low monthly per capita income, among Muslims and among those 

having more than two living issues. Husband's disapproval, lack of awareness and fear of 

side effects were common reasons behind the unmet need. Avong, (2012) among the At yap in 

Kaduna State Nigeria, about 40 per cent of currently married At yap women had ever used 

modem methods of contraception. Lower proportions of women in the younger age groups, 

consisting mostly of unmarried women and those just starting childbearing, have ever used 

modern contraception More women with no education, most of whom mere older than those 

with some form of education, have ever used modem contraception too. In Ethiopia again, 

age was the second largest direct predictors of contraceptive use indicating that younger 

respondents were more likely to use contraception than older respondents. At mean levels 

with other predictors, those aged 20 were 21 % more likely to use contraception than those 

aged 30, and 40% more likely than those aged 40 Gordon et al., (2011). 
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2.5.4 Spouse's effect on Family Planning use 

Spouses attitudes especially men about contraception may influence their partner's attitudes 

and eventual adoption of a contraceptive method. Adongo et al., (2013) in a qualitative study 

in Southern Ghana revealed that Males were more involved in FP services in communities 

with functioning CHPS than those without functioning CHPS. The matrilineal system appears 

to give more autonomy to women in decision-making yet spousal approval was still relevant 

for women in the use of contraceptives. In Nkwanta women who discussed modern family 

planning with their partners were more likely to use modern family planning methods 

compared to those who did not discuss with their partners. Furthermore, women whose 

partners approved of modern family planning were also more likely to use modern family 

planning than those whose partners did not approve Eliason et al., (2014). Closely in Talensi 

district, major reasons for not accessing family planning services were opposition from 

husbands, (90%) and misconceptions about family planning, (83%) Apanga et al., (2014) 

Rob Stephenson et aI., (2004) in Pakistan evidenced in particular, that women were ten times 

more likely to have used a family planning service if her husband approved. An indication of 

absence of communication, lack of confidence, or disagreement on the use of family planning 

between spouses. Sileo, (2014) among postpartum women in Uganda showed that perceived 

partner positive attitudes towards family planning by women were more likely to report 

seeking family planning services. Similarly, the more frequently women discussed family 

planning with their partners, increased 1.79 times more likely to seek services. In Tanzania, 

both users (30.7%) and non-users (69.3%) cited husband refusal for not utilising FP. There 

was a significant association between religious beliefs and husbands refusals to contraceptive 

use Michael, (2012). In Kenya, partner discussion and approval emerged as a key socio 

cultural consideration in choosing and utilizing contraception. This study revealed that 
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spousal communication encouraged approval and uptake since most of the women (79 

percent) who reported having discussed with their partners actually used some method 

(partners were reported to be supportive) compared to those who did not. A majority (95 

percent) of those who did not have discussions with their partners indicated that their partners 

had no knowledge of use. The injection was the preferred method in this group may be 

because the partner would not know of its use Malalu et ai, (2014). 

In Ethiopia, family size concordance has declined significantly from 33.4% in 2000 to 25.4% 

in 2011, signalling improved husband-wife communication on family size and, perhaps about 

family planning over the last decade Mekonnen, (2012). Tiwari, (2012) in Nepal revealed 

73% of women had joint decision regarding the use of contraceptive, 15% make their self 

decision regarding this issue and 12% of respondent's husbands make the decision for them. 

This signifies an improved decision power of women as a determinant influencing FP uptake. 

This coincided with the Basrah University students study in Pakistan and Nigeria where 

about 84.0% believed that decision-making regarding use of family planning methods was a 

joint process and 61.7% believed that religion is not against family planning. This contrasts 

with the generally held belief that men are opposed to family planning and take predominant 

role in contraceptive decision-making. (Abdul-Zahra et al, 2013 and Orji et al, 2007). 

Moreover, Mahadeen et aI., (2010) among women in rural southern region of Jordan showed 

an interesting result where majority reported that their husbands supported the use of family 

planning (78.2%) and that both spouse agreed and planned on the number of children to have. 

In another dimension, Kazi, (2006) described the situation as a social change emerging in 

Pakistan when he found among rural women of Karachi that husbands favourable attitudes 

. and mutual discussion of family planning was 43% and 70% respectively. In Nigeria male 

soldiers at Sobi barracks documented high approval of contraception (73.6%) and willingness 
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to discuss it with their spouses/partn~rs (71.6%) nevertheless, the prevalence of contraceptive 

use among the respondents was low (12.3%) Hussain et al, (2013). 

Egessa, (2010) reported among sexually active people living with HIV in Uganda again that 

it was 9 times more likely for participants that reported approval of spouse to use FP than 

those that reported no spouse approval. The findings in this literature source portray a strong 

spousal approval - disapproval dichotomy to family planning services utilisation and deserve 

urgent attention. In essence also Namazzi, (2013) cited fear of side effects of modern 

methods, and failure to discuss FP issues with spouses as reasons for none use. Just a year 

after Lasisi et al., (2014) similarly found that fear of infertility, associated side effects and 

husband's influence as major barriers to women use of family planning measures especially 

in traditional core areas of Ibadan Nigeria. Elsewhere in a qualitative study in Malawi, 

identified perceptions that are barriers to FP use, included perceived decrease in sex drive, 

perceived side effects, opposition of husbands/male partners and family members to the use 

of modern FP methods, and beliefs that the use of FP goes against certain religious beliefs 

FHI 360 C-Change Project, (2012). 

A study also from Mojo town of Ethiopia by Gizaw and Regassa, (2011) illustrated Fertility 

related and partners' opposition reasons by non-users. Mekonnen and Worku (2011) found 

evidence of women discussing about contraception with partners were twice times more 

likely to use family planning. Nevertheless, contraception was about three times more likely 

among married women whose partners supported the use of family planning. Partners' 

approval and communication of family planning among spouses were significant 

determinants to contraceptive use. Men have a greater role in family planning and without 

them women find it very difficult to successfully follow the instructions given to them at the 

clinic. This was observed mostly in types of methods like Depo provera that require that a 

man should also playa role by abstaining for a particular period (7 days) soon after the 
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injection. It is during this time that a man should take part by understanding his role and use 

condom or just abstain. Some barriers included: fear of side effects, cultural beliefs, fear of 

infertility, fear of partner infidelity or promiscuity, prolonged menstrual period, religion and 

sexual pleasure (Palamuleni, 2013, Mosha et.al, 2013 and Ngwira, 2011) 

2.5.5 Influence of culture on Family Planning use 

Often culture shapes perceptions of the individuals belonging to that culture on matters of 

fertility including contraceptive use. Individual factors that determine a person's use of 

services such as FP are mediated by the characteristics of the community in which the 

individual lives. It is important to look beyond individual. factors when examining FP use or 

non use. Also cultural norms and expectations are varied including gender roles designated 

by society such as the role of women in child bearing and the demand for bigger families 

(Egessa, 2010 cited, Srikanthan and Reid 2008). As noted in Kenya by Okech et aI., (2011), 

religious background and cultural practices do affect the women's use of family planning 

services negatively especially those in the slums. Nyonator, (2012) in addressing participants 

at the launch of the 2012 family planning week celebration in Tamale dubbed; "Making every 

pregnancy a celebration" attributed low FP services utilisation to a multidimensional factors 

including low education, traditional and cultural beliefs Eliason et aI., (2014). 

Srikanthan et aI., (2007) in a study on Religious and Cultural Influences on Contraception for 

Christianity, Judaism, Islam, Hinduism, Buddhism, and Chinese religious traditions found 

that Cultural factors are equally important in couples' decisions about family size and 

contraception. In Nigeria, (Ebeigbe et aI., 2011 and Hussain et aI., 2013) cited socio-cultural, 

religious beliefs, fear of wives/partner's sexual promiscuity, fear of side effects of 

contraceptives and the desire for more children were reported reasons adduced for the non 

approval of contraception among resident gynaecologists and male soldiers. This means that 

these factors will always persist no matter the individual level of education and exposure in 
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J society. Contrary to these findings, Olaitan, (2011) in same Nigeria revealed that socio 

economic status, religious factors and cultural norms do not influence couples' choice of 

family planning. Some where in North Africa, Eltomy et aI., (2013) reported among rural 

Egyptian women that Cognitive barriers, cultural barriers, method related barriers and 

demographic barriers were factors responsible for discontinued and non-use ofFP services. A 

qualitative survey in Oromia region of Ethiopia documented the value of having children, 

religion, gender norms, side effects, and information and services from health workers as 

multiple and specific obstacles working against family planning Ieda, (2012). 

2.5.6 Faith (religion) and Family Planning use 

The significant role of faith in family planning, which has been recognized and studied for 

many years, has several pathways. First, religious belief and practice are intricately related to 

culture, influencing the way people organize and live their lives, marry, form families and 

communities, have children, and make choices. Worldwide, across rich and poor countries, 

surveys identify some 5.8 billion religiously affiliated adults and children, representing 84 

percent of the world population. Religiosity is particularly high in low-income countries. It 

also involves broader precepts, values, traditions, and practices that are not about sex or 

childbearing per se but can affect these issues, notably roles and rights of women. Second, 

faiths have a lot to say about sex, marriage, families, childbearing, health and well-being. For 

example, sex is permissible within marriage but Catholic Church holds that prevention of 

pregnancy by anything other than natural methods is unacceptable; World Faiths 

Development Dialogue report, (2014). 

Mohammed, (2013) In Mamprugu Muslim Communities in Ghana revealed that there is no 

categorical statement in the Holy Qur"an in favor or against the use of contraception, but it is 

evident that birth control was practiced during Prophet Mohammed"s lifetime by azl (cointus 
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interruptus). He further postulated that the general ruling of the use of contraception is that it 

is Makruh (undesirable) and not haram (forbidden) though majority of men, indicated they 

will not involve in the practice because it is considered forbidden in their religion and 

therefore it is a sinful practice. For women who were identify as being Muslim practised 

coitus interruptus or the rhythm method much more than modern contraceptives and were 

less likely to use contraceptives than those who identify as being Christian in Ghana, 

Tanzania and Nigeria respectively (Audu et al, 2006, Kolbilla , 2008, Crissman et aI, 2012, 

Michael, 2012, Mosha et al, 20(3). 

Fredrick, (2007) has evidenced from IFPP, (2000) that Islamic Republic ofIran, for example, 

has developed a highly successful family planning program in the past decade, and much of 

this success has been attributed to the support and guidance provided by the country's 

religious leaders and in Jordan four out of five Jordanians - religious leaders and the general 

public alike - believe that Family Planning is consonant with Islam which coincided with 

Basrah University students believe that religion is not against family planning (Mahadeen et 

al, 2010, Abdul-Zahra et al., 2013, Sileo, 2014, Jibrail, 2014). In a study among Imams 

Kayseri, Turkey proofed that all imams knew of at least one family planning method. 

Withdrawal was the most widely known method of family planning (84.2%) and (88.4%) 

approved the use of birth control While only 61.8% of the imams used at least one method of 

family planning, 20.1% used none at all, Of the family planning methods used, 43.1% were 

considered efficient (modem) and 18.7% inefficient (traditional). The most important factor 

affecting preference of traditional methods was religious suitability. This runs Contrary to 

common belief that, imams viewed family planning positively and do not used family 

planning methods at a rate similar to that of the general public, As such imams may have a 

positive contribution to make in the development of family planning programs Oztiirk et al, 

(2002). More interestingly, Management Sciences for Health Occasional Paper, (2007) on 
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Challenges and Successes in Family Planning in Afghanistan reported from Hewlett 

Foundation Contraceptive Use Project in 13 of Afghanistan's 34 provinces and other smaller 

project, in three areas saw increase in contraceptive prevalence rate from 16% in 2004 to 26 - 

27 percentage points in 2006. Aside that, results from both projects found that religion in 

Afghanistan which is 99% Muslim is not a barrier to expanding family planning services 

although misconceptions about family planning and cultural factors such as son preference 

presented some obstacles to FP progress. 

Furthermore, notwithstanding that religion is important to many, people's attitudes and 

behaviors about family planning are complicated. Most humans do not follow every rule or 

value they believe in or ascribe to all the time. Notwithstanding the credibility and influence 

of religious leaders, research indicates that religion is, for example, a good indicator of 

attitudes toward sex, but a poor one in terms of sexual behavior. A study reported that while 

74 percent of US evangelical adolescents believe in abstaining from sex before marriage, a 

much higher than other religious groups, they are also more sexually active than those other 

groups. During controversy over the provision of the US 2010 federal healthcare law 

requiring employers to provide health insurance that covers birth control, it was reported that 

based on data from an official government health statistics survey, the National Survey of 

Family Growth, 98 percent of US Catholic women have used contraceptives at some point in 

their lives despite their religions' theological openness to family planning. Study of Muslim 

and Hindu women in Southern India found that 99 percent of the Muslim women believed 

their religion forbade contraceptive use- but most of the women said they did not 

necessarily agree with their religion'S position on contraception; World Faiths Development 

Dialogue reports, (2014). In attempt to buttress the point more, Jones et aI., (2011) in a 

survey titled New Evidence on Religion and Contraceptive Use in US revealed most sexually 
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active women who do not want to become pregnant-whether unmarried, currently married 

or previously married-practice contraception. The large majority use highly effective 

methods. This is true for women of all religious denominations, including Catholics. Among 

all women who have had sex, 99% have ever used a contraceptive method other than natural 

family planning. This figure is virtually the same, 98%, among sexually experienced Catholic 

women who use highly effective modern methods though the Church hierarchy routinely 

denounces. Only 3% of married Catholic women who do not want to become pregnant rely 

on natural family planning. Overwhelming majority of sexually active women of all 

denominations who do not want to become pregnant are using a contraceptive method and 

approximately 62 million women ofreproductive age in the United States, and virtually all of 

them will use a contraceptive method other than natural family planning at some point in 

their lives. 

. . 

Avong, (2012) among the At yap in Nigeria Kaduna State revealed however that there was 

lower likelihood of use of family planning methods by the Catholic women than their 

Protestant peers, especially the Evangelical Churches of Wining All (ECW A). Catholic 

clergymen among the At yap, in accordance with the stand of the Roman Catholic Church, 

campaign against the use of artificial methods. In contrast, the Protestant clergymen was 

found echoing other Protestant leaders in other parts of the world to preach in favour of use 

of all modern methods of family planning, except abortion., The ECW A denomination in 

particular does not only encourage acceptance of modern contraception, but also provides 

family planning services, thereby contributing to the Nigerian Government's effort to 

legitimise acceptance and use of modern contraception. Similarly, Srikanthan et at, (2008) 

showed that religious factors have the potential to influence the acceptance and use of 

contraception by couples from different religious backgrounds in very distinct ways. It was 
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also discovered that within religions, different sects may interpret religious teachings on this 

subject in varying ways, and individual women and their partners may choose to ignore 

religious teachings. However, there is no religious opposition to any contraceptive method in 

Confucianism or Taoism. All modern approaches to family planning are acceptable but 

because of beliefs regarding harmony with nature; natural methods of contraception are more 

acceptable among traditional ethnic Chinese. Among the major religions in Ethiopia, 

Orthodox and Muslims do not openly approve the use of family planning. Nevertheless, 

researchers found a significantly higher contraceptive use among the Orthodox than any other 

religious group. Compared to the Muslims, Orthodox women were found 57% more likely to 

use contraception while Followers of other religion (other than the three predominant 

religions) were 22% less likely to use contraception than their Muslim counterparts too but 

researchers didn't fmd significant difference in the likelihood of using contraception between 

Protestants and Muslims Mekonnen, (2011). Very close findings from other authors likely 

confirm this as Egessa, (20 I 0) cited Degni et aI., (2008) in a study to explore religious beliefs 

among men and their influence on use of condoms showed that for religious reasons, most 

(63%) of the men avoided using condoms and were opposed to women's contraceptive use. 

Ali et aI., (2011) reported similarly from Sudan where the use of condom was almo st 

negligible due to religious beliefs. Same in Nigeria more Muslim women prefer their partners 

to use a contraceptive rather than themselves but the condom usage by their spouses is 

significantly lower than their Christian counterparts. There is a need to offer counselling on 

male contraceptives to both genders so that they can make an informed choice, especially 

with the dual protection offered by the use of condoms Audu, et at, (2008). Also in Zanzibar 

where more than 90% of the population are Muslims, Women do not have access to family 

planning information due to strong religious belief and other social norms (Prickett et aI., 

2011 as cited by Lyatuu, 2012) while Tiwari, (2012) reported among Currently Married 
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Women in Nepal that there was a high unmet need among Muslims compared to other 

religions. 

Sara et aI., (2008) in diverse religiously population of rural Malawi, evidenced that the 

particular characteristics of a congregation-leader's positive attitudes toward family 

planning and discussion of sexual morality, which do not fall along broad denominational 

lines are more relevant than denominational categories for predicting women's contraceptive 

use. The study further evidenced relationship between religious socialization and 

contraceptive behavior. The majority of leaders of all faiths approve of the use of modern 

family planning. Catholic leaders are least likely to approve while Pentecostal and Muslim 

leaders are the most likely to approve of such practices. The actual behavior of women within 

denominations, however, operates in the opposite direction--Catholic women are among the 

most likely to use contraception and Muslim and Pentecostal women are among the least 

likely. The reason for which Muslim recorded the least ever use and currently using 

contraceptives as illustrated in the study. At the ecological level, this relationship suggests 

little connection between the positions of local religious leaders and the contraceptive 

behavior of their membership. By looking specifically at congregational-level associations, 

however, individual leaders believe is strongly associated with the family planning practices 

of the women in their own congregations. The clearest association exists between what a 

leader believes and his congregants ever having used family planning . 

.. 
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2.5.7 Family Planning Services Provider factors influencing utilisation 

A major goal of family planning programmes is to assist couples and adolescents to achieve 

their reproductive intentions. To assist clients to achieve these goals family planning services 

should be tailored to meet clients' needs. Effective delivery and uptake of modem family 

planning methods depends a lot on the competency and attitudes of the providers particularly 

for the long acting and permanent methods (Namazzi, 2013, Okech, 2011). GHS IUNFPA, 

(2011) in their FP providers training technical report in Upper East Region cited that 

Counselling is very essential in the provision of family planning services but it was realize 

during 2010 monitoring that service providers were not doing adequate Counselling on 

family planning service provision. This therefore necessitated the training collaboration 

between the GHS and the UNFP A. Put in another way, Ghana MDG acceleration and country 

action plan report by MOH and UNDPA identified poor counselling (for example, on how to 

use the MEC wheel) and low provider capacity for long-term contraception methods (IUDs, 

implant insertions), inadequate supervision and monitoring as bottlenecks confronting FP 

services delivery and utilisation in the country MOH, (2011). In Tamale Kolbilla, (2008) 

revealed that there was lack of privacy in most family planning service points and that the 

rural areas were poorly covered. Notably, misconceptions and inadequate service outlets were 

unveiled host of factors accounted for the low utilisation of family planning services m 

Offinso District of Ashanti Region Sarkodie, (2001). 

Now on the issue of quality, an assessment of the Impact of Family Planning Promotional 

Campaigns in Selected Districts in Ghana showed that some FP units did not have basic 

equipment required for the provision of quality FP services such as weighing scales, BP 

apparatus and examination light of their own. It further revealed community leadership were 

supportive of campaign and willing to collaborate with service providers in the provision of 

FP education and services to community members (QHP and GHS 2009). Fredrick, (2007) in 
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a cross sectional study in Kwabre District among women showed also that women have 

access to family planning services but the quality of the services offered is quite low in terms 

of availability of different contraceptive methods. The most common contraceptive methods 

available were contraceptive pill, contraceptive injection and the condom. Just a little more 

on quality, A comparative analysis study of client satisfaction in public and private health 

facilities in Tanzania, Kenya and Ghana found Private health facilities appear to be of higher 

(interpersonal) process quality than public facilities but not necessarily higher technical 

quality in the three countries, though these differentials are considerably larger at lower level 

facilities (clinics, health centres, dispensaries) than at hospitals. However, family planning 

client satisfaction appears considerably higher at private facilities - both hospitals and clinics 

most likely attributable to both process and structural factors such as shorter waiting times 

and fewer stock outs of methods and supplies across the three countries. Perceived service 

quality was an important determinant in choosing where to get contraceptives among 

refugees living in Guinea (Hutchinson et al, 2011, Howard et al, 2008). Put in another way 

The C-Change Project reported in Malawi that Service quality and the reception provided at 

facilities were also seen to affect women's access to FP services and continuance of these 

services. The results further said regular attendance for FP services at NGO-run health 

facilities was encouraged because their staff were well trained and received clients warmly 

but in government health facilities and locations with few FP services, lengthy queues and 

long waiting periods were serious issues. Such queues had discouraged them from accessing 

FP in the past FHI 360 C-Change project, (2012) 

Still on counselling elsewhere in Turkey, providers dominated most counselling session and 

clients rarely participated actively Kmmlroglu et aI., (2005) and among women (15-49 

years) of reproductive age at Urban Health Center, Azizabad Sukkur, Sindh, the women who 

received counselling from the health care provider were 48.5% close to average but the rest 
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did not but wished the were counselled. Shortage of female staff and cost of family planning 

contraceptive methods accounted for the gap in services delivery and impacted on non-use 

Nighat Nisar et al., (2008). Additionally, among low-income women in Mexico, those who 

received family planning advice during prenatal care were more likely to use a contraceptive 

than those who did not receive such advice and as such had a higher probability of using 

condoms and IUDs Barber, (2007). In adding it up from East Azerbaijan Iran, Alizadeh et aI., 

(2007) revealed the providers treated the clients respectfully in more than 80% of the 

consultations and discussed a return visit in 89%. Privacy was not assured in one-third of the 

cases. Over two-thirds of the clients were not encouraged to ask questions or raise concerns, 

and 54% were not satisfied with the amount of information given. The use of educational 

audio-visual and printed materials was very infrequent. Reported waiting time was less than 

30 minutes in 89%. Most new clients received their preferred contraceptive method, but were 

informed about neither other available methods, nor common side effects and warning 

symptoms due to the chosen method. Provider performance in some clinical procedures, such 

as the implementation ofhand hygiene, was insufficient. 

However, . Saeed, et al., (2008) reported from Shifa International Hospital, Islamabad, 

Pakistan that there is a definite increase in contraceptive uptake in women provided with 

educational leaflets and counselling session with a shift toward use of more reliable 

contraceptive methods. A more encouraging results in Turkey revealed that, counselling was 

done by midwifes in 67.3%, by nurses in 26.6%, and only 4.5% by doctors. Proper hygienic 

conditions were confirmed by 89% of the women, about the equipment the percentage was 

91 %. Privacy was taken care of properly in 95.5% of the cases. The quality of service with 

regard to waiting was expressed as not waiting at all in 22.6%, and 76.6% found free seats 

while waiting. The cleanliness of the waiting hall was appreciated by 97.4%. In general 

95.7% of the attendants appreciated the kindliness of the staff. In Nigeria More women who 
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had multiple antenatal contraceptive counselling sessions used modem contraceptive methods 

than those who had a single postnatal counselling session (57% vs. 35%; p = 0.002). There 

was also a significantly more frequent use of contraception among previously undecided 

patients in the Antenatal group (Eryilmaz et al, 2006, Adanikin et al, 2013). Furthermore, 

despite higher educational attainment, longer hospital stays and intention to limit or stop 

childbearing among women Experiencing Severe Maternal Morbidity in Accra, there is a 

missed opportunity for family planning among women with severe maternal morbidity in this 

urban African hospital setting. Therefore effective integration of postpartum family planning 

consultations in other health services across the country is crucial Tuncalp et aI., (2014). 

More so, distance to family planning facilities influenced use of contraceptive methods. 

Specifically, communities with family planning facilities within a distance of less than 5 km 

away are more likely to use contraception as opposed to communities with facilities with a 

distance of more than 5 km. Further more favourable opening hours (five hours or more) of 

family planning facility significantly increased odds of modem family planning use 

compared to non-favourable opening hours Eliason et aI., (2014). Also, In Uganda low 

uptake mainly resulted from low rate of counselling of mothers on FP services although 

modern methods were available in most of the facilities yet health workers had limited skills 

for effective FP service provision. However, majority (71.7%) were interested in using family 

planning methods in future Namazzi, (2013). 

In another study on Natural Family Planning Services provision (NFP), Choi et aI., (2010) in 

British Columbia showed that Fifty percent of physicians mentioned Natural Family Planning 

(NFP) to their patients as an option for contraception, and 77% of physicians mention NFP as 

an option to couples trying to conceive. The study further purported that Family physicians 

were much more likely than gynaecologists or gynaecology residents to mention NFP during 

counselling. Older physicians were more likely to mention NFP than younger physicians and 
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also had more personal experience with NFP. A more discouraging result from catholic 

health units in masaka diocese, Uganda, where Nakiboneka, (2008) reported that despite 

Roman Catholic Church (RCC) recommendation ofNFP methods, RCC health units did not 

have staff trained in promoting and offering NFP methods. There were no budgets, supplies, 

registers, teaching Aids, and no records of NFP clients were kept. No space for NFP clinics 

was provided and there was no arrangement for continuous professional education (CPE) for 

NFP providers. Basic knowledge about NFP e.g. the role of breastfeeding and periodic 

abstinence was acquired from friends. Knowledge about NFP methods was insufficient 

among clients to the services and in some health workers. Most of the respondents 76 % were 

Catholics and had more information about Artificial Family Planning methods and knew 

where to access them. The health workers further reported that the common reasons for low 

use of NFP methods were clients' inconsistency with guidelines, HIV/AIDS, lack of 

knowledge, doubt over the effectiveness of the NFP methods. Staff argued that most women 

do not remember their last menstrual period, and that NFP methods are impossible for 

peasant couples who live together continuously. High parity was also pointed out as a factor, 

given that mothers with over 12 children find it difficult to grasp NFP techniques. Argued 

from US, Natural family planning (NFP) is an effective and fulfilling method of avoiding 

pregnancy developed significantly over the past 80 years however, because many physicians 

lack a correct understanding of modern NFP methods, they may underestimate the 

effectiveness of NFP and offer limited information to their patients. Some physicians may 

avoid recommending NFP because they think periodic abstinence will interfere with a 

couple's sex life Warniment et aI., (2012) 
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" 2.5.8 Family Planning services providers' attitude and utilisation 

, 

FP Integration Mid-term Assessment Report, (2012) Ghana, on provider Interaction with 

clients on family planning showed that at midterm, 45% of clients reported that, providers 

talked to them about FP during their current visit compared to 25% during the baseline. 

While a little over 1 % of clients reported receiving Information Education and 

Communication (lEC) materials on FP during the baseline, about 6% received IEC materials 

during the midterm survey. A comparable proportion of clients at baseline and at midterm - 

about 7 in 10 of the clients who reported that their providers did not talk to them about FP, 

said they would have liked the provider to have spoken to them about FP. The unmet need for 

FP information identified during the baseline seemed to have been unaffected by the current 

interventions being rolled out in the sampled facilities. Many more clients during the midterm 

as were at baseline in need of counselling and IEC materials on FP was not receiving them. A 

research among Ghanaian Muslim Youth revealed that, there is a disconnection between 

service providers and the Muslim community meanwhile some Muslims think that 

contraception can reduce high fertility rate among Muslim Jibrail, (2014). Kanthiti, (2007) in 

Adolescent study concerning Use of Family Planning Services showed that there are some 

factors that facilitate adolescents' use of family planning services both in Africa and Asia. 

These factors included: confidentiality and privacy, knowledge of reproductive health & 

family planning services, providers' positive attitude, friendly environment and availability of 

services, convenient opening hours and location of clinics, individual risk perception, peer 

involvement, parental support and age of adolescent while Sakeah et aI., (2014) in a study on 

community involvement in the Community-Based Health Planning and Services in rural 

Ghana documented significant improvement in skill delivery however, infrequent supply of 

drugs, attitude of nurses among others were challenges, hindering women accessing 

maternity services including FP in rural areas. 

.~ 
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2.6 Conclusion on Literature Review 

The literature review showed very extensive studies that have been done to determine the 

factors that influence utilisation of family planning services in different settings. The 

literature further illustrated that several important factors operating at individual, household, 

community, society and institutional levels affect the utilisation of family planning services. 

People knowledge, education, spousal approval, exposure and working status, occupation, 

age, parity, socio-cultural norms & economic status and finally FP services provider factors 

are the independent variables, which are assumed to have positive or negative correlation 

with the utilization of family planning services. With that extensive work of literature across 

the Africa Continent and Ghana in particular, FP services provision and high fertility remains 

a challenge especially rural areas. This is the case in Northern Ghana where majority of the 

people resides in the remote areas and do not utilise FP services effectively. Much of the 

literature in Ghana above are mostly from southern Ghana and Northern region particularly 

have unique cultures cut across different ethnic backgrounds than in the south. This makes it 

difficult for health services and other well meaning stakeholders to appropriately adopt most 

of these findings to fit Northern region peculiar situation especially Nanumba South District 

as very little studies have been conducted in this area. Meanwhile designing effective FP 

programs works largely on area specific issues. Nanumba South district certainly has its own 

specific issues; diverse ethnic groups and socio-cultural up-bringing which affect their pattern 

of health care utilisation including FP. The district directorate upon implementing various 

strategies to improve FP uptake; acceptor rate over the past four years continue to decrease, 

signalling that the district may have some specific issues largely hidden. So within th~se host 

of potential determinants, it is not obvious which are more prevalent and dominant in the 

Nanumba South District in particular hence the need to conduct this study to fulfil the 

acknowledged gap. 

i 
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• CHAPTER THREE: RESEARCH METHODS 

," 

• 

3.1 Introduction 

Having reviewed the theoretical and conceptual issues relevant to the utilisation of family 

planning services, this chapter describes the methodology employed in this research. It 

comprehensively covers issues such as the study setting and choice of the study area, study 

design and population, sample size determination, sampling techniques. It also includes 

research variables, data collection and instrument, data management and analysis, quality 

control measures, methodological limitations and measures to such limitations and research 

ethics sought for the study. 

3.2 Description of the Study Setting 

The study was conducted in Nanumba South District with Wulensi as its administrative 

capital. It is situated about 2llkm southeast from Tamale. The district shares boundaries with 

Nanumba North district to the north and west with Zabzugu District and the Republic of 

Togo to the east, Nkwanta South district to the south-east, and Kpandai district to the south . 

The district is occupied by two major ethnic groups, namely the Nanumbas and Konkombas 

and a few Basares and other minority tribes with the Nanumbas forming the dominant ethnic 

group. Therefore major languages spoken are Nanumli and likpakpa. The district has a 

projected population of 107,828 with Women in Fertile Age (WIFA) alone accounting for 

23.5% of the female population (25,340). Also, majority (over 60%) of the people are 

sexually active within reproductive ages of 15-49 years. Health services delivery in the 

district is organized in to four sub-district health districts (Lungni, Nakpayili, Pudua and 

Wulensi) with nine health facilities divided in to three health centres and six CHPS 

compounds rendering health services including family planning services to about 119 

communities. Generally illiteracy rate is high and female education is a major challenge 

confronting the district. Majority of the people in the District profess Traditionalist religion 
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(47.8%). Islam is the next populace religion (27.2%) followed by the Christian group (20%). 

The district is essentially rural with majority of its people basically farmers (DHMT, 2015 

and GSSIPHC, 2012). 

The selection of the study area was influenced by two reasons. Firstly, since the district was 

created in 2004, the DHMT has instituted a lot of measures like community durbars among 

others yearly to encourage patronage of family planning services across all persons in the 

reproductive ages of 15-49 in the district. However, the FP services utilisation and acceptor 

rate for that matter over the years continue to fluctuate over time. As a matter of fact, from 

2011 to 2014 the district continues to experience decrease in FP acceptor rate (25.7% for 

2011, 19% for 2012, 15.9% for 2013 and 13.9 for 2014). Appreciably the programmes and 

intervention strategies put forward have not brought the desired results yet. Presumably, 

socio-cultural, health care services organisation and demographic factors do play roles in the 

utilization of FP services. Secondly, underutilization of FP services by sexually active 

reproductive population especially women in the Nanumba South District put them at greater 

risk. The utilization from the policy point of view requires voluntary participation, but, there 

are a multiple of factors that confront majority of the people especially women from utilising 

this essential health service (WHO, 2006 as cited by Mahamadu, 2011). 

3.3 Study Design 

This is a Cross-sectional study design that covered sexually active population within the 

reproductive ages of 15 - 49 and FP service providers both private (licensed chemical shops, 

drug peddlers and public (CHNs, midwives etc) in Nanumba South district. 

• 
Cross sectional because the study sought to investigate issues of family planning services 

through the use of structured questionnaire administered to sample size population of three 

hundred and three (303) within time frame of one month (loth January to 7th February, 2015). 

Best and Kahn (1989) views survey as being essentially cross-sectional in which data is 
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collected at a point in time. It often permits the use of questionnaires, as indicated by Borg 

and Gall (1983) cited by Mahamadu, (2011). 

3.4 Sample Size Determination 

The researcher adopted a mathematical method from Kish Leslie, (1965) cited in Egessa, 

2010). This method was used and arrived at a figure of 315 study participants (10% non 

responds rate inclusive) and distributed among the sub-districts according to proportionate 

size. 

Table 3.1: Showing distribution of sample size by sub-districts 

Number of participating 

Name of Sub -district communities in each sub- Population 

district 

Sample size 

Wulensi 4 40,543 118 

~ Lungni 3 20,487 60 

Nakpayili 3 21,997 64 

Pudua 3 24,801 73 

Total 13 107,828 315 

Source: field work, January, 2015 

Below are the details of the sample size calculation. 

n =i.JLg 

d2 

Where n = Sample size 

z = z value corresponding to a 95% level of significance = 1.96 

P = expected proportion of population practicing FP = 13.9% = 0.139 

(DHMT Report, 2014) 
:;. 
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q = (1 - p) = (1-0.139) = 0.861 

d = absolute precision (4%) 

Therefore, from the above sample size is: 

n = 1.962 X 0.139 X 0.861 

. 0.04X 0.04 

n = 3.8416 X 0.119679 

0.0016 

n = 0.4597588464 10.0016 = 287.349 

n = 287 X 10% (non-responds rate) 

n=315 

Given the total projected population of 107,828 inclusive of sexually active population 

accessing FP services in the district. The estimated population for each sub-districts service 

delivery point is: Wulensi 40,543, Lungni 20,487, Nakpayili 21,997 and Pudua 24,801 

respectively (DHMT, 2015). The proportionate sample size calculated per each sub-district 

service delivery site as seen in the above table was determined as: 

• Wulensi sub-district (40,543/107,828) X 315 = 118 

• Lungni sub-district (20,487/107,828) X 315 = 60 

• Nakpayili sub-district (21,997/107,828) X 315 = 64 

•. Pudua sub-district (24,8011107,828) X 315 = 73 

•• 
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3.5 Sampling Technique 

Using Stratified Random Sampling Technique the district was stratified in to four (4) 

according to the existing DHMT health sub - structures thus Wulensi sub - health district, 

Nakpayili sub - health district, Lungni sub - health district and Pudua sub - health district. 

Simple random sampling method was used to select 13 communities in all as seen in the 

previous table. This was done by writing the names of all communities in each sub district in 

a piece of paper, folded in a container, mixed together and selected communities picked 

randomly giving all communities equal chance of being selected. 

To select final study participants, same simple random technique was used. All houses and , 

individuals in each participating community was first numbered and written on pieces of 

paper, folded, shake together in a container and hand picked till the total number was 

obtained in that community. This process gave each individual in the participating 

communities' equal chance of participation in the study. This was done for all participating 

communities. 

For qualitative study purposes, Purposive sampling method was used in selecting FP health 

providers both public and private (licensed chemical stores) because they have an in-depth 

knowledge of the subject matter. These included district director of health services and public 

health nurse, midwives, Community Health Nurses (CHNs) and other staff found delivering 

FP services across the health facilities points were interviewed. The licensed chemical stores 

operating in the district rendering some form of FP services were equally also interviewed. 

These categories of persons were considered key informants since they had in-depth 

. . knowledge ofFP services delivery in the district. The FGD participants were also purposively 

selected for an in-depth discussion on the subject matter . 
.. 
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3.6 Research Variables .. 

3.6.1 Dependent variables 

Use or Non use of family planning services recorded as a binary variable where those that 

currently use FP methods responded as Yes. 

3.6.2 Independent Variables 

Client related factors 

• Socio - demographic characteristics (e.g. Sex, Age, occupation, Education level of 

respondent, marital status and religion) 

• Awareness (knowledge of at least one methods) of family planning methods ranging 

from Artificial to Natural Family Planning methods 

• Fertility desires - Number of children with current sexual partner and desire to have if 

she/he were to go through the normal circle of reproduction of child bearing years. 

• Source of information concerning family planning 

• Attitude and perception towards family planning services 

• Spouse and FP use: (Spouse approval) - (Yes) this included study subjects that 

reported that their spouse(s) or sexual partner(s) supported their use of FP. Spouse 

non approval (No) also included study subjects that reported that their spouse(s) or 

sexual partner(s) did support their use of FP such as disliking condom use and 

preventing the female partner not to take any FP method. 
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Socio-cultural related factors 

• Culture - Social norms such as delineated child bearing role of women, patriarchal 

values of the African society, large family sizes preference, and their influence on FP 

use. Influence (Yes) included affirmative responses and non influence (No) included 

the non affirmative responses (Culture). 

• Religious beliefs - refers to the faith of respondents and whether that influence use or 

non use ofFP. Influence (Yes) included affrrmative responses and non influence (No) 

included the non affirmative responses 

• Peer influence - refers to social network and groupings of couples and adolescents 

and extent to which that influence use and non use FP. Influence (Yes) included 

affirmative responses and non influence (No) included the non affirmative responses 

• Communication about FP (spouses/sexual partner discussing FP) - (Yes) this included 

study participants that reported that their spouse(s) or sexual partner(s) communicated 

with them about FP. Spouse non approval of discussion (No) also included study 

participants that reported that their spouse(s) or sexual partner(s) did not engage with 

them in any form of communication concerning FP. 

Family Planning Service Provider factors 

• FP counseling - FP counseling provided by health providers at both health facilities 

and chemical license drugs stores including information regarding the purpose of FP, 

limited FP methods, and referrals at each service delivery point. Influence (Yes) 

referred to those participants who attributed receiving this service to their use of FP 

(FP counseling). No included non affrrmative responses. 

• Side effects - thus concerns related to FP methods - actual or perceived effect in the 

body such as menstrual irregularities, weight gain or loss, headaches and infertility 
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attributed to hormonal FP methods affect FP use. Influence (Yes) included 

participants who gave affirmative responses that side effects influenced their FP use 

and non influence (No) included non affirmative responses of Side effects. 

• Access - (Yes) referred to participants who reported ease of getting their needed FP 

supply or re-supply for method used. This was as per their affordability, assessed 

availability of the method from the providers either at the Health Facility or Licensed 

Chemical Store in the district. No access (No) referred to a respondent who gave a 

non affirmative response to hislher Access to FP products. 

• Source - this referred to a participant reporting the source of their current FP method 

either being at the Health Facility or Licensed Chemical Store in the district or non of 

the named sources (drug peddlers, non governmental organizations, any other 

sources) 

• Attitude of provider worker - (Yes) referred to participants who reported that the 

providers' attitudes encouraged them to come for FP services. Respondents were 

further required to choose range of positive related attitudes (Fair, Good, Very good, 

Better and Best) to re-affirm (Yes) to health provider attitude towards FP service 

delivery. (No) was non affirmative response of participants reported discouraged 

(health worker attitude) and was further required to identify a range of negative 

related attitudes (Poor, Bad, Very bad and worse) to re-affirm their dissatisfaction 

(No) to health provider attitude towards FP service delivery. 
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3.7 Data Collection and Study Instrument 

In line with general Social Sciences research principles, this research made use of primary 

and secondary data. Secondary data was gotten from some departments like DHMT and used 

in this study. 

3.7.1Quantitative Data Collection 

Structured questionnaires were used to collect quantitative data. This instrument contained 

both open - ended questions (e.g. explain briefly or why) and closes - ended questions. This 

was then administered to 303 study participants' among sexually active couples and 

adolescents in the 13 communities. Selected research assistants who were literate both in 

English and the major local languages (Nanumli and Likpakpa) spoken widely in the district 

were recruited. These research assistants also had some prior research experience in data 

collection. They underwent practical training for two days to re-equip them with the basic 

knowledge, attitudes and skills for data collection and understand the questions used in the 

instrument well. 
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Pre-testing of the questionnaire was done to improve the tool and prepare the research 

assistants for data collection and after which debriefing sessions were held to discuss the 

challenges faced during sessions of the pre-testing taking in to consideration the local 

languages (Nanumli and Likpakpa). The principal investigator (PI) supervised the data 

collection exercise. Also, daily data editing to ensure consistency and completion was done. 

The Statistical Package for Social Sciences (SPSS version 20) computer software was used 

for data entry. The software was eventually pre-tested with pre-test data and was 

subsequently removed prior to entry of the actual study data. 

3.7.2 Qualitative Data Collection 

Focus Group Discussions (FGD): Focus group discussion guide was developed and used to 

capture FGDs data. Four (4) groups of sexually active people were appropriately constituted 

for such discussions. Find table below for categories of people included in the FGD 

Table 3.2: Showing distribution ofFGD participants by groups 

Groups Number 

Married men 

Married women 

Unmarried male adolescents 

Unmarried female adolescents. 

1 

1 

1 

1 

Total 4 

Source: field work, January, 2015 

• 
These groups were homogeneous in terms of sex and with a range of 7-11 subjects. In 

addition to written documentation of responses from study subjects, voice recorder was used 

after obtaining a verbal consent to ensure that all feedback was rightly captured for analysis. 
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This was conducted by the principal investigator himself with support from four (4) research 

assistants who were good at the popularly spoken local languages. 

The moderation of the discussion by the research assistants and feedback from participants 

was done in the languages best spoken by the participants. The feedback in the local 

languages (Nanumli and Likpakpa) was then translated to the principal investigator in 

English by research assistants who were well versed with both respective local languages. 

The principal investigator and the research assistants took time and reviewed the translations 

to ensure that the meaning of responses of study participants had not been misunderstood. 

Key Informants (KI): Key Informants Guide was the instrument developed to capture this data. 

Below is the category of persons who formed part of the KI 

Table 3.3: Showing distribution of Key Informants by job grades 

Key informants Number 

District director of health 

District public health nurse 

Midwives 2 

10 

7 

CHNs 

License chemical stores. 

Total 21 

Source: field work, January, 2015 

, 

Most of these health providers were found directly providing FP services in one form or the other 

to clients across the various service delivery facilities/points in the district and as such had good 

experience pertaining the service. KI Guide containing both close and open ended questions, very 

simple to understand and was self administered due to their large number. All responses were 

recorded in English as the Key informants all spoke English. 
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3.7.3 Data Management and Analysis 

3.7.4 Data Management 

The research tools were properly filled by serial number and entry was done by the principal 

investigator (PD using SPSS version 20 soft ware. Preliminary frequencies were run to 

identify missing variables and comparison was done on some randomly picked study 

subject's data and entered in to electronic data to check for consistency. The names of 

variable used during the designation of the data capture on the SPSS were saved in the 

computer and hard copy produced with an explanation of their meaning. Entry was done and 

the entered data was intermittently cleaned to avoid any data entry errors and inconsistent 

entries with the help of expert in data works. Data was backed up by saving it in different 

folders in the computer and also on a removable flash disk. Also, Excel was used to 

complement the SPSS statistical package quality graphs whenever necessary. 

3.7.5 Quantitative Data Analysis 

Quantitative data were analyzed using SPSS version 20 after the necessary coding works and 

computerisation was carried out. The data was then exported to Excel for further analysis and 

presentation. The analysed data was then presented in the form of frequency tables, pie chart, 

bar graphs and cross-tabulations. Chi square, logistic regression to assess adjusted odds ratios 

(AORs) at 95% confidence intervals and p-value set at 0.05 have been used to determine the 

statistical significance of the associations between independent variables and current 

utilisation ofFP services 

Confounding factors that were not primary variables of interest but would possibly have an 

effect on the association of other primary variables of interest with FP use such as location, 

and sex were also considered in the model to control for their effect. Their respective odds 

ratios (OR) associated with these potential factors were reported as a measure of strength, 

together with the respective 95% confidence intervals. 
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3.7.6 Qualitative Data Analysis 

Thematic analysis was done for the qualitative data generated. For key informants' data, 

some. of their responses were analysed based on frequency of some key responses and 

presented in to simple narrations. Apart from the written documented scripts during FGD, the 

audio-visuals voice recordings by the mobile phone were reviewed by playing over and over 

to facilitate comparison across different themes and sub-themes. Most of the reported 

statements by key informants and Focus group study participants were quoted verbatim to 

support findings or otherwise of the quantitative results. 

3.8 Quality Control 

Quality control issues were addressed through the following measures to ensure that the 

primarily generated data was complete, accurate and reliable and above all been reproducible 

using the same methods. These measures significantly contributed towards both internal and 

external validity of the research. 

• Training of research assistants: in all six (6) data collectors were recruited and 

perhaps had prior experience in data collection of both quantitative and qualitative. 

Four had previous training in social sciences regarding FGD facilitation. They 

received a one day training that focused on participant handling skills such as 

interviewing skills, content and meaning of questions, correct recording of responses, 

how to conduct FGD and orientation to study objectives and procedures. The training 

also included review of what FP services means per the study, the various modem and 

traditional FP methods and how they work or used in contraception. Research 

assistants were given information on approaches of ethical issues with emphasis to 

observing confidentiality and soliciting participants' informed consent prior to 

administering research tools. Those who were very unwilling to participate were left 

out as stated earlier in exclusion criteria. 
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.. • Pre-testing of the data collection tools: The pre-testing was done in Wulensi 

Township and a suburb named Kanjo thus one for each Nanumba and Konkomba 

community respectively to bridge the language differences. This exercise therefore 

helped to improve the data collection tools in terms of content and order of the 

questions in relation to the study objectives and necessary adjustments made prior to 

data collection. 

• Supervision of the research assistant was done on randomly selected communities 

during study tools administering sessions to observe conduct and how things play 

themselves out during sessions. Meetings were held to address problems and clarify 

issues that could hinder research assistants' frantic effort in collection of quality data 

for the study. Issues they considered as challenges were collectively addressed to 

enhance smooth conduct of the exercise. This further heavily boosted their morale in 

collection of quality data. 

• Checking for completeness and accuracy of completed research instruments 

(questionnaires) was done at the end of each day of data collection and gaps identified 

such as missing gender or occupation, educational levels etc were addressed with the 

respective research assistants. 
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3.9 Methodological Limitations 

Reports by research participants are associated with response bias, where a participant's 

response may not necessarily reflect true opinions of they respondents but to the larger 

society that the respondent feels at the time of providing such responses. Fear of 

victimization could also be a reason because some respondents may sincerely not trust data 

collectors suspecting them to be health workers and as such could have been subjective in 

their responses favouring health workers though research assistants were trained to approach 

ethical issues excellently and to improve techniques of asking questions. The use of in-depth 

data collection methods (KIs and FGDs) to compliment the quantitative method was another 

way of addressing such form of information biases. 

• 

In addition, the study involved relatively small sample that could not be statistically 

representative of all people in reproductive age (15 - 49 years) in Nanumba South District. 

But it is hoped that the randomisation and proportional representation methods adopted for 

this study had reduced that effect. 

The other form of response bias that could have arisen was when determining currently used 

FP methods and condom utilisation in particular as FP contraceptive. This is because the 

DHMT and a health related NGO in the district have advocated for condoms usage mainly 

for prevention of sexually transmitted infections (STIs). Many people know condom as form 

of FP and respondent could be using condom not for FP purposes but to protect themselves 

from sexually related diseases. This was again a methodological limitation that confronted 

the survey. However, this was addressed through additional information of FGDs where 

recruited respondents were able to mention the FP methods they know and use. 
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3.10 Research Ethics 

Ethical clearance to conduct/embark upon this project/study was sought from the School of 

Allied Health Sciences, Regional and District Directorates of Health Services and the District 

Assembly. Issues were approached with extra care as respondents were assured of 

confidentiality of their responses. Finally, Clearance was also sought from landlords/ladies in 

each household. Oral informed consent was obtained from each respondent prior to the 

interview about their right to participate or not to participate in the survey. 
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CHAPTER FOUR: RESULTS 

As chapter three (3) had given a detail description of the methodology that was deployed in 

coming out with findings of this study, chapter four (4) contains the actual results of the study 

that was gathered in the form of data from the field in January, 2015. Data is then presented 

in the form of frequency tables, pictographs, (pie chart, bar charts) and percentages. This 

helps to deduce more meaning from the data. In this cross-sectional survey, a structured 

questionnaire was administered to 315 study participants randomly selected from thirteen 

(13) communities distributed across the four (4) sub-districts based on a proportionate sample 

size. After the necessary quality control and completeness measures, only 303 questionnaires 

were actually gotten from the field and was use for actual final analysis of this work. 

Qualitative data was collected from four (4) focus group discussions and twenty one (21) key 

informants to complement the quantitative data. 
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Variable Frequency Percentage (%) 

162 53.5 

141 46.5 

69 2 

115 38.0 

83 27.4 

36 11.9 

95 31.4 

56 18.5 

119 39.3 

31 10.2 

50 16.7 

47 15.7 

143 47.7 

60 20.0 

Table 4.1: Distribution of Socio-Demographic Characteristics of Respondents 

Sex 
Male 

Female 

Age of respondents 
Less than 20 years 

20-29 years 

30-39 years 

40 years and above 

Level of education 
None 

Primary 

Secondary 

Tertiary 

Religion of respondent 
Catholic 

Traditionalist 

Moslem 

Charismatic church 

Occupation of respondent 

Farming 129 42.6 

Teaching 39 12.9 

Trading 34 11.2 

Student 101 33.3 

Marital status of respondent 

Single 
Married 
Divorce 
Widow 
Cohabitation 

109 
171 
4 
7 
8 

36.5 
57.2 

1.3 
2.3 
2.7 

Source: field work. January, 2015 
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As indicated in the above table, most of the participants were males (53.5%) with females 

constituting (46.5%). Sex was statistically significant at logistic regression analysis (P=O.Ol, 

AOR=0.065 95% C.I=0.038-1.093) with use of FP (table 4.9). The results revealed that a 

substantial number (38.0%) of the respondents in this survey were within the age group of 

20-29 years followed by 30-39 (27.4%) and <20 years (22.8%); only a few (11.9%) were 

above 40 years of age. Therefore the mean age of the respondents was 27.3 (SD+I-8.5) years. 

An appreciable number of the respondents (39.5%) had attained Senior High School I 

Secondary School education, (31.6%) of study participants had no formal education; (18.6%) 

ended at primary level and the remaining (10.2%) participants had received tertiary 

education. Moslems constituted the majority (47.7%) of the sampled population; followed by 

the Charismatic church (20.0%); and the Catholics a little 1% more of the remaining (15.7%) 

participants were traditionalists. The occupational status revealed that most (41.6%) of 

participants were farmers followed by students (33.3%) with the proportion of teaching and 

trading being (12.2%) and (11.2%) respectively. The results also shows that most (57.2%) of 

them were married. The study further revealed that 68.0% of them had sexual partners. Most 

(63.3%) had been in this relationship for duration of about 1 year to six (6) years now. About 

(57.3%) had at least two children of their own as at the time of the survey. 

4.1 Current Level of Awareness and Use of Family Planning Services 

This section contains the results of the first specific objective of assessing the current level 

of awareness and use ofFP services. 
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.yes • no 

AWARENESS OF FP SERVICES 

Figure 4.1: Awareness of Family Planning services in (%) 

As indicated above, the awareness of family planning services is as high as (90%) and almost 

universal. This indicates that study participants have knowledge of FP services measured as 

being aware of at least one method ofFP contraceptives as at the time of the survey. 

Distribution of FP Methods known by 
respondents 

IUCD 1.1 
traditional method 12.3 

natural method ~5.6 
implants 16.4 

emergency contraceptive "'7.1 
injectables 

pills 

female condom 

I 
male condom 

• 71.6 

• 57.8 

• 26.9 
• ••• 72 

Figure 4. 2: Distribution of FP Methods known by respondents in (%) 
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From the diagram above, respondents knowledge of the varIOUS FP methods is almost 

universal. Male condom and injectables were the most widely known methods with each 

recording seventy-two (72%) percentage points respectively followed by Pills (57.8%) and 

female condom (26.9%). IUeD and natural method was the least contraceptive methods 

known with 1.1% and 5.6% respectively. Furthermore, out the methods known, 87.7% 

constitute modem methods of contraceptives as compared to 12.3% for the traditional 

methods of contraception. 

The analysis above is consistent with the findings of the FGDs. This was what one member 

of the focus group had to say 

"What we know is the condom. If you go to the chemist shop to ask/or anything about FP, 

you will be given the condom and nothing else" (Male participant) 

Also of the discussants, the married women and young girls seem to know more about the 

injectables. Here is a statement from one of them 

"Yes, the injection is good. If you inject yourself, you do not have to worry everyday about 

swallowing the medicines (Pills) again" (FGD participant-married woman) 
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Sources of information for FP awareness 
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Figure 4. 3: Distribution of Sources of information for FP awareness in (%) 

9.9 

As indicated in figure 4.3 above, health workers (59.9%) constitute the most single source of 

information for awareness of FP methods as reported by participants at the time of survey. 

Friends and Radio/TV dominated next with 47.8% and 27.7% respectively. The least sources 

were others mainly from church and family relatives with 0.7% and 7.7% respectively. Given 

the fact that most of the respondents had attained some form of education yet health workers 

still constitute huge source of information for FP knowledge suggest low reproductive and 

health education teachings to young adolescents among schools in the district. 
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FP Discussion among participants 

Figure 4. 4: FP discussion among participants in (%). 

As shown in fig. 4.4 above, (71%) of participants who indicated being aware ofFP services 

did also ever discussed it with friends/peers (59.7%) most, next by family relatives (34%) and 

health workers recording as low as (3.7%). The study further reported most of the 

respondents (95%) had the discussion within 1-5 years period from now while 89.2% of this 

yielded positive discussion. 

4.1.2 Participants' Understanding of Family Planning Services 

Majority of the respondents (69.6%) had good understanding of what FP in general is all 

about. Participants' understanding increases from those who had no idea (2.6%) about it to 

(69.6%) who knew it as a conscious spacing of birth for healthy children and good care 

(figure: 5) below. Furthermore, the study showed that efficient understanding of FP services 

increases with increasing levels of education as about 138 (74%) who had some form of 

education equally had good understanding of FP compared with those who had not attained 

any form of education. The study revealed also that, out of the 169 married respondents, most 

105 (57%) had better understanding ofFP than those in other forms of sexual relationships. 
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"I did not know of it from the beginning but the nurses at the clinics educated me and many 

In discussing FP understanding with Focus Group participants, similar results came out. This 

was what one married man said 

"What we know of FP is that people use it to stop (avoid) pregnancy and child bearing" 

(FGD participant- Married Man). 

Among the female discussants, married women equally had similar understanding. One 

woman said 

others about FP. ] now know that] can wait for about two years before giving birth to my 

next child ] go for the injection every three month and ] feel save" (FGD participant- 

Married Woman). 

Among the same Focus Group discussants with young adolescents, one of them had this to 

say 

"If] do not want to get pregnant, ] simply visit the health facility in good time and the nurses 

will inject me or ] simply go to the chemist shop for some tablets" (FGD participant- Female 

Adolescent). 

Others I 0.08 I 

-l 
no idea 

protecting against 5Tls 

preventing child birth 

having fewer/limited children 

Figure 4.5: Participants understanding of FP services in (%) 
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4.1.3 Current Use ofFP Services 

About 46.1% of the respondents were using some form of family planning method (figure 6) 

while 48.5% of participants at the time of the survey had ever used FP method. This indicates 

a decline of(3%) of respondents who had ever utilised FP methods was not currently using 

any form of FP methods. However, majority (73%) expressed their readiness/desire to use 

any form of FP methods in the future (figure 7) below. This was statistically significant 

(P=O.OOO) (AOR=O.120 95% C.I=O.056-0.255) with current use at logistic regression (table 

4.9). The study further revealed that, in those two scenarios of ever use and currently using, 

injectables (45.6%) and male condom (44.1%) were the most commonly used methods by 

respondents followed by pills (32.4%). Ofthose on contraception, most, (93.4%), were using 

modem FP methods compared to (7%) for traditional methods. Majority (89.3%) of the 

respondents started using FP between one to five year. 

Thus, on current use ofFP services, one Key Informant had this to say 

"The methods rendered by health facilities are many. Depo - provera injectable which has 

three months efficacy period is the one most commonly used. We see that some people also 

like the male condom". District public health nurse (Key informant). 

Also of another in-depth interview with one chemist shop operator in Wulensi Township had 

this to say 

"Actually 1 have a lot of clients for FP but the young people (adolescents) do mostly come 

for condom compared with adults ". 
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Figure 4.6: Distribution of current FP use in (%). 

Readiness/Desire to use any FP method in 
future 

.No 

.Yes 

Figure 4.7: Readiness/desire to use any FP method in future in (%). 

4.1.4 Participants Awareness on Family Planning Versus Current FP Use 

Out of the 303 participants, the study has unearthed, most 271 (90%) were aware of FP 

services while current users were only 135 (46.1%). The logistic regression analysis showed 

a significant statistical correlation to current use ofFP (p=0.039) (AOR=1.39 95% C.I=0.08- 

24.42) (table 4.9). 
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This in-depth analysis is in line with the above results. This was what one Key Informant 

reported it 

"The issue of low FP acceptor rate confronting the district as a whole over the past few years 

is actually worrying to management but I am optimistic that the trend will change definitely. 

My outfit is working out lot of strategies to improve the situation starting this year, 2015 

mainly to ensure frequent availability of FP commodities". District Director of Health 

Services - KI 

4.2 Socio-demographic Characteristics of Participants' Versus Current Awareness and 

Use of Family Planning Services. 

This sub-section takes a critical look at some background characteristics vis a vis the impact 

! that has on the current high level of awareness and use ofFP services. 

Table 4.2: Effect of Age Groups on FP awareness and use 

Family Planning awareness Family planning use Test statistics 

Freq. . Aware Un- Freq. Users Non Xl P- 
aware users value 

Variable (%) (%) (%) 
(%) 

Below20 69 59(85.5) 10(14.5) 66 26(39.4) 40(60.6) 49.46 0.02 

·20-29 114 103(90.4) 11(9.6) 112 56 (50) 56 (50) 

• 30-39 83 78 (94.0) 5 (6.0) 41(51.2%) 80 39(48.8) 

>40 years 35 31 (88.6) 4(11.4) 35 12(34.3) 23(65.7) 

Source: field work, January, 2015 
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4.2.1 Age on FP awareness and current FP use 

Regarding age effect on FP awareness, results from this study showed that awareness tend to 

increase with age but decreased among those 40 years and above. A significance test showed 

that age correlates with FP (p = 0.02). Non users ofFP services actually reduces as levels of 

age of respondents increases from <20 to 39 years but increased to (65.7) among participants 

aged 40 years and over. This study further shows that many respondents especially women 

come to encounter FP after pregnancy as they come in to contact with health providers for 

ANC visits. 

Table 4.3: Effect of Education on FP awareness and use 

Family Planning awareness Family planning use Test statistics 

variable Freq. Aware Un- Freq. Users Non X2 P-values 
aware users 

(%) (%) 
(%) (%) 

None 95 80(84.2) 15 (15.8) 93 34(37) 59(63) 9.848 0.043 

Primary 55 48(87.3) 7 (12.7) 55 25(45.5) 30(54.5) 

Secondary 118 110(93.2) 8 (6.8) 114 65 (57) 49 (43) 

Tertiary 31 31 (100) 0(0.0) 29 10(34.5) 19(65.5) 

Source: field work, January, 2015 

4.2.2 Education on FP awareness and current FP use , 
Awareness of FP increases as educational status of respondents increases. For the tertiary 

level, awareness was 100%. Those who were aware of FP with secondary and primary 

educational status were 93.2% and 87.3% respectively. The least was 84.2% for those with no 
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formal education. As indicated in table 4.3 above, use of FP services tend to increase as 

levels of education of respondents' increases from among respondents who had no education 

to those who attained some form of secondary education. Out of the respondents who had not 

received any formal education, only (37.0%) were using some form of contraception. There 

was a shape decrease of (20%) between respondents who had attained some forms of 

secondary and tertiary education respectively. Furthermore, analysis of data showed that 

education as an independent variable was shown to be statistically significant with current FP 

use (P = 0.04) 

Table 4.4: Effect of Marital status on FP awareness and use 

Family Planning awareness Family planning use Test Statistics 

Variable Freq. Aware Un- Freq. Users Non X2 P- 
aware users value 

(%) (%) 
(%) (%) 

~ 
Single 109 97 (89) 12 (11) 105 49 (46.7) 56(53.3) 8.765 0.067 

~ 
Married 169 155 (92) 14 (8.3) 169 79 (46.7) 90(53.3) 

Divorce 4 2 (50) 2 (50) 3 1 (33.3) 2 (66.7) 

Widow 7 6 (85.7) 1 (14.3) 7 0(0.0) 7 (100) 

Cohabitation 8 8 (100) 0(0.0) 8 ·6(75) 2 (25) 

Source: field work, January, 2015 

4.2.3 Marital status on FP awareness current FP use 

Respondents who were in cohabitation relationship had all (100%) being aware of FP 

followed by those in married union (91.7%). Those in other sexual relationships recorded 

above (85.0%) awareness except only 50% for participants in divorce relationship were not 
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aware of FP services as at the time of the survey. Participants in stable marital status was 

statistically significant with FP use (P=0.04) and were 14 times more likely to use FP. 

(AOR=13.9l295% C.I=1.170-165.41). Also, (75.0%) of participants in cohabitation sexual 

relations were the majority of FP users. There were equal proportions of non-users of 

contraception among married and single sexual relationship participants (53.3%) for each. 

Divorced and Widowed participants were the most and majority of none users of any form of 

FP services (66.7%) and (100%) respectively. 

Table 4.5: Effect of Occupation on FP awareness and use 

Family Planning awareness Family planning use Test Statistics 

Variable Freq. Aware Un-· Freq. Users Non X2 P- 
aware users value 

(%) (%) (%) (%) 

Farming 128 112 (87.5) 16 (12.5) 124 53(42.7) 71(57.3) 7.664 0.264 

Teaching 37 36 (97.3) 1 (2.7) 36 18 (50) 18(50) 

Trading 33 29 (87.9) 4(12.1) 32 9(28.1) 23(71.9) 

Student' 101 92 (91.1) 9 (8.9) 99 54(54.5) 45(45) 

Public/Civil 2 
2 2 (1.00) 0(0.0) 1(50) 1(50) 

Servant 

Source: field work, January, 2015 

4.2.4 Occupation on FP awareness and current FP use 

As shown in table 4.5, public/civil servants, students and farmers were more aware of FP 

services than the other occupations. About (55%) of the students used FP services, and equal 

proportion of users and non-users among the teaching and public/civil servants professions 
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accordingly (50% versus 50%). About (43.0%) of farmers were using some form of 

contraceptives, whilst the traders were the majority of non users (71.9%). 

Table 4.6: Effect of Religion on FP awareness and use 

Family Planning awareness Family planning use Test Statistic 

Variable Freq. Aware Un- Freq. Users Non X2 P- 

aware users value 
(%) (%) 

(%) (%) 

Moslem 142 131(92.3) 11(7.7) 136 54 (39.7) 82(60.3) 17.122 0.009 

Catholic 50 46 (92) 4(8.0) 49 34 (69.4) 15(30.6) 

Traditionalist 47 39 (83) 8(17) 47 21(44.7) 26(55.3) 

Charismatic's 59 52(88.1 %) 7(11.9) 59 25 (42.4) 34(57.6) 

Source: field work, January, 2015 

4.2.5 Religion on Family Planning awareness and use 

The analysis of religious effect on awareness is not that wide with Islam and Catholics being 

at par (92%) for each and traditionalist recording least awareness levels with (83.0%). 

Religion as both a demographic and socio-cultural variable had statistical significant with 

current FP use (P=0.009). Most Catholics 34 (69.4%) used FP than other religious 

denominations and showed a significant correlation with current FP use (p=0.05), (AOR=O.3 

95% C.I=O.12-0.69) (table 4.9). Traditionalist 21 (44.7%) were using some form of FP 

compared to 25 (42.4%) of Charismatic worshippers. The least users ofFP were the majority 

of Moslems sampled in the survey 54 (37.7%). 
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When the question of religious influences on FP utilisation was posed during FODs session 

with married men, here is a statement by one participant. 

"My religion is Islam and men are allowed to marry up to four (4) wives. In this community 

most men have more than one wife, what they men want is more children and women have 

little say on this" (FGD participant -Moslem man). 

Also ofFGD among women, this was what one participant said 

"The religion teaches us that children are considered as true gifts of Allah. One time we were 

told in the mosque that any attempt to interfere with child bearing process becomes is haram. 

Yes it difficult for me as a woman but sometimes I secretly go for FP when I am nursing a 

baby" (FGD participant - Moslem women). 

4.3 Barriers of Family Planning Contraceptive Use 

The main reason cited by study participants for non use of contraception was their desire of 

wanting to get pregnant at the time of the survey. Most of them (49.2%) reported want to get 

pregnant, (45.8%) desired to have more children, (30%) of them cited FP is not good while 

(23.3%) reported fear of side effects of contraceptives. unavailability of FP services (4.2%) 

was the least reason cited for not using any form of FP contraceptives. Meanwhile the study 

results further showed fear of side effects diminishes as respondents levels of education 

increases. 
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TableA.7: The frequency distribution by Reasons for Non-Use of Contraceptive (s) in 

the study area 

Reasons for non-use 

of contraceptive (s) 

Frequency Percentage (%) 

Wants to get pregnant 58 49.2 

Wants more children 54 45.8 

FP is not good 35 29.7 

Fear of side effects 24 23.3 

16.9 Spousal disapproval 20 

FP services not available 5 4.2 

Others ( no partner) 17 20 

Source: field work, January, 2015 

These results are also consistent with findings among married men on the benefits of large 

families in their communities during a FGD. This was what one family man put it 

"We give birth to many children. Our forefathers did same for instance I am the eighth born 

of my parents and if they were to end at five children I would not have been born, so is our 

way of live around here. The Children replaces us and provide for us when we grow ". 

Also of same FGD participants among women, this was bow one woman reported 
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"Oh! Is good to have many because they offer a lot of assistance to parents. Children help us 

with household chores especially females while the males also help with farm works" 

4.4 Socio-Cultural Factors Influencing Utilisation ofFP Services 

This section addresses the second specific objective of the study; to determine the socio- 

cultural factors influencing FP utilisation. 

4.4.1 SpouselPartners influences and Family Planning Utilisation 

Out of 283 participants who responded to this question of spouse and or partners influences 

on FP utilisation, (54.1 %) indicated both partners agree to practice FP. The other remaining 

(45.9%) participants expressed various opinions as to why partners do not by consensus 

practice FP. Below is the graphical Summary of reasons for non practice of FP among 

spouses/partners. 

-1 I I I I I ! 

fear of side effects 

have no access to FPs 

FP is not good (""F------:..,.:--..-:..,.-'---;---:.._~+- ..;.;....;;:..:.;.-,-... ••...• _,;.:......,;;;..._ ...•.... _,-. 37. ( 
wants more children t,J.~i.-...-.,.-4....~-....L--~..__- .. ,.-_--'---~L,..~_- .... \ 31.1 

I I 

cultural beliefs ( • 31.1 

I 
religious beliefs against FP 

spousal disapproval l_)'-r-_... .••.. /......,.....,_-/-r---/-r---/-r---_/....,....--_/.,.--' '1.1 ~ .0 

0.0 5.0 10.0 15.0 20.0 25.0 30.0 35.0 40.0 

Figure 4.8: Graphical presentation of reasons for non practice of FP among 

Partners in (%) 
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The main reasons cited by respondents for non agreement to practice FP among 

spouses/sexual partners were that of religious beliefs against FP and FP is not good with 

(40%) for each respectively. (34.0%) reported mostly male spousal/partner disapproval while 

cultural beliefs and wants more children both reported (31.1 %) respectively as reasons for 

partner's non agreement to practice any form of contraceptives. 

This analysis is also consistent with the findings of Key Informants. During an interview with 

one KI, this was exactly what he reported on side effects of contraceptives as a feed back 

from clients 

"J always teach (counsel) my clients on how to use the methods but because most of them are 

illiterate, they mixed things up and come to complain the medicine (Pills) are not working. 

This is mostly with the womenfrom the villages" (Kl- male chemist chop operator) 

In addition, an interaction with FP providers revealed a host of factors that hinder effective 

utilisation of FP services base on reports received during their daily encounters with 

respondents. Many of these reasons were cited by majority of these providers across different 

delivery point in the district. This was what one respondent had to say on this issue 

, 

"For me as a nurse, I receive several different complains as to why they people do not come 

for FP services. One that readily comes ~o mind is misconceptions and myths, religious 

beliefs and cultural related barriers" (Female KI -CHN Wulensi Health Centre). 

Put in another way in same development above, this was what other nurse said 
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"I simply think is cultural that they people want large numbers of children in their 

compounds for farming purposes and also largely because there is illiteracy in the 

communities" (Male KJ- Lungni Health Centre ". 

Following another in-depth interview with nurses among public health facilities, it came out 

clear that almost only women come for FP services next by adolescents. Men were almost 

negligible as far as accessing FP services at the public health facilities is concern. This was 

how a male CRN at Juali CHPS reported it 

"I have being working here for over two years now, no man comes here except the young 

male adolescent who come for condoms once a while. But the women are the best users of 

FP". 

4.4.2 The Influences of: Discussing with partner, Partner's opposition, Peers, Culture 

and Religion on Current Family Planning Use. 

Majority (60%) of respondents indicated truly having discussion about FP services and 

(61.5%) said they had no spousal/partner opposition to accessing and using FP services. 

Discussing FP use was found to correlate with FP use among respondents (P = 0.000) 

(AOR = 0.060 95% C.I= 0.031-0.116) (Table 4.9). 

There were almost equal proportions of peers' influences on contraception (49.1% versus 

50.9%) for yes and no respectively. The study revealed that most of the respondents thought 

that religion and culture were not an issue in the decision to use or not to use any form ofFP 

methods (55.5%) and (54.3%) respectively (figure 10) below. The study further showed that a 

cultural influence on current FP use diminishes as level of education of respondent increases. 
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Figure 4.9: Showing the graphical representation of responses given by the respondents 
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Table 4.8: Logistic Regression Results of Current Utilisation of FP Services on socio- 

demographic characteristics (AOR at 95% C.!). 

Variable Sig. Adjusted odds ratios 95% C.I for adjusted odds 
(AOR) Exp (B) ratios 

(p-values) 
Lower Upper 

Sex 0.01 0.065 0.038 1.093 

Age 0.02 0.Q98 0.094 1.014 

Educational level of respondents 

Education 0.04 

None 0.10 0.063 0.045 2.05 

Primary 0.10 0.076 0.085 7.55 

SHS 0.10 0.077 0.080 7.01 

Tertiary 0.10 0.066 0.054 0.60 

Marital status of respondent 

Single 0.064 10.424 0.872 124.66 

Married 0.04 13.912 1.170 165.41 

Divorce 0.188 8.886 0.343 230.38 

Widow 0.100 7.685 0.350 0.18 
!. 

Cohabitation 0.361 4.205 0.193 91.82 

Occupation of respondent 

Occupation 0.083 

Farming 0.065 2.066 0.086 49.49 

Teaching 0.078 1.559 0.068 35.49 

Trading 0.095 1.101 0.049 24.56 

Student 0.088 1.379 0.024 78.91 

Public/civil servants 0.095 0.090 0.040 20.58 

Religion of respondent 

Religion 0.009 

Catholic 0.05 0.292 0.124 0.69 

Traditionalists 0.501 0.731 0.294 1.82 

• Moslem 0.957 0.982 0.500 1.93 
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Table 4.9: Logistic Regression Results of Current Utilisation of FP Services on socio- 
cultural Factors (AOR at 95% C.!). 

Variable Sig. Adjusted odds ratios 95% C.I for adjusted odds ratios 
(AOR) Exp (B) 

(p-values) Lower Upper 

FP awareness 0.039 

Yes 0.822 1.389 0.079 24.42 

No 0.227 6.504 0.311 136.06 

Respondents readiness to 0.000 0.120 0.056 0.255 use FP in future 

Sexual partners FP discuss 0.000 0.060 0.031 0.116 and current use 

Spouse opposition to FP use 0.090 

Yes 0.143 0.119 0.016 2.054 

No 0.085 0.602 0.338 1.072 

Peers influence on FP use 0.952 29.94 0.591 2.072 

Cultural influence on FP 0.554 1.208 0.65 2.258 use 

Concerns of side effects 2.028 46.249 1.508 1418.763 

Source: field work, January, 2015 

4.5 Family Planning Services Provider influences on Utilization 

This section addresses the third objective of the study that is; assessing service provider 

factors influencing utilisation ofFP services. 

85 

www.udsspace.uds.edu.gh 

 

 

 

 



4.5.1 Sources ofFP Methods 

Out of the 303 participants the study recruited, 253 (87.2%) knew of at least one source of 

where to access FP methods. The main source of the FP methods was health facility (85.4%), 

followed with licensed chemical shops and drug peddlers. 

--- -- ------_ 

• health facility 

• license chemical store 

drug peddlers 

.NGOs 

Figure 4.10: Sources from which one could access FP contraceptives in (%) 

This finding also conforms to that of the findings of a FGD among adolescents, and of those 

that participated, this was what one young adolescent said 

"As a young person, I am not ready to marry now and usually I go for condom at the 

licensed chemical (chemist) shop but not at the health centre because I feel shy". 
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4.5.2 Family Planning Providers' Attitude, FP Access, Satisfied Attention, FP Source 

Satisfying and Counselling Services Versus Current FP Usage. 

As to whether the attitudes of the health providers encourage clients to come for FP services, 

about (90%) of our responders answered in the affirmative. About 154 (91.1 %) of 

respondents indicated having access to FP and would always like to continue to access such 

services from those sources reported above. About (90%) of respondents said that they were 

satisfied with the services from those sources. Also, about (90%) of respondents were 

satisfied with the attention they received from FP providers both private and public health 

facilities. On counselling services, out of the 303 respondents, only 141 (82.5%) had received 

some form of FP counselling on their preferred methods. The study further revealed that, 

among those who had counselling, majority 114 (80.9%) were utilising some form of FP 

methods. Below is a graphical presentation of the factors discussed above. 

does the attitudes of health/FP providers 
encourage you to patronise FPs 

respondent likely to access FP services there 

respondent satisfy with attention deserved 
from provider on each visit 

does this source satisfy your FP needs each 
time you want 

respondent receiving counselling services on 
preferred method 

0.0 20.0 40.0 60.0 80.0 100.0 

.no .yes 

Figure 4.11: Showing the graphical representation of the responses given by the 

respondents: "Yes or No" to the various prepositions as indicated. 
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4.5.3 Attitudes of FP providers, which promotes effective utilisation. 

8.7 

Out of 169 participants, 155 cited positive FP provider attitudes that encouraged them to 

utilise FP services. Below is the distribution of the positive related attitudes. 

best 20.0 

better 5.2 

very good 

r 

LL 
good 

fair] +- _t------t8j4_-t-----"-_ 
10.0 35.0 0.0 15.0 20.0 5.0 25.0 30.0 

I 

-+-_~ 
45.0 

Figure 4.12: On attitudes of FP providers, distribution of responses characterised as: 

best, better, very good, good and fair in (%). 

40.0 

The above results are consistent with findings from the FGD when a question of attitudes of 

the FP provider was asked. The result shows that generally the providers are doing well 

especially those at the public health facilities. During the discussion this was what one 

participant had to say about that 

"For the behaviour of the FP providers, I think they are good but there is a problem; they 

are not many and because of that I have to wait for a long time whenever I go for that 

. " servIce . 

Another woman during that discussion also reported that 
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"The injection is very painful after you have some feelings. Now I do not bleed like before 

after I took the injection and I said to my self where that blood going to in my body because it 

is suppose to come out every month. So that is the problem ". 

4.5.5 Issues Promoting FP Utilisation (ranking) 

The issues of confidentiality is critical in FP service provision however as reflected below is 

largely satisfactory. Accessibility was ranked best issue promoting utilisation than the other 

issues. Affordability was ranked better in relation to the other issues while availability was 

also ranked good (44.5%) in relation to the other issues. 

respondent rank issues promoting effective 
utilisation in the district 
• best • better good. satisfactory 

52.1 

43.2 

affordability availability confidentiality accessibility 

Figure 4.14: Graphical presentation of issues promoting effective utilisation in (%) 

These findings are related with finding from one key informant during an interview session . 
. 

This was what the District Director of Health Services in Nanumba South District had to say 
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"The issue of privacy and confidentiality in our family planning clinics are not the best. This 

affects our FP performance as a district particularly the adolescent. The district has only one 

adolescent friendly FP corner (youth corner) situated at Nakpayili Health Centre for 

adolescent FP purposes but even with that there are some challenges with it but that is being 

looked at. We are strategising to have one for each health centre and make it more effective 

to address the family planning needs of the adolescents" (KJ - District Director of Health 

Services). 

Among same KIs, but this time on midwives, the reported on challenges facing effective FP 

delivery in public health facilities in the district. This was what the one of them said 

"We do not have adequate trained staff to deliver these services to the overwhelming 

increasing population of the district. Even with that not all staff can provide all methods for 

example only midwives and we are (2) only and the district public health nurse can do jadeile 

but now some CHNs are being trained on that method to improve that service. More 

Midwives and CHNs are essentially needed in the district to improve quality FP services 

delivery" (KJ- midwife, Wulensi Health Centre). 

In other striking findings in relation to the above, from the adolescents during FGDs; one 

young female said 

"As for FP we know about it. The problem I face as young person is that there is lot of stigma 

against us in accessing and using FP contraceptives. The society sees you as spoillbad 

person if you openly go for FP. You cannot go for FP services when every body is around at 

the health facilities and most times we easily visit the drug stores" (FGD participants- female 

adolescent) 
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Also of another discussant with one KI regarding the operational challenges confronting the 

District Health Services in their quest to deliver quality FP services. It seems inadequate staff 

(CHNs, Midwives) and poor road networks were the commonly reported operational 

challenges that came out clearly. This was what the District Director of Health Services said 

"Midwives and CHNs inadequacy is not for this district alone. Now I have received green 

lightfrom my boss that some of the enrolled nurses should be re-trained to assist the CHNs to 

deliver FP services since CHNs and Midwives is a major issue in the region ". 

92 

www.udsspace.uds.edu.gh 

 

 

 

 



CHAPTER FIVE: DISCUSSION 

As chapter four (4) presented the analytical findings of the study, chapter five (5) present the 

implication of the results. This is where comparisons are made between the results of the 

study and those in the literature to appreciate the results in relation to others in different 

perspectives and settings. The study assessed utilisation of family planning services in 

Nanumba South District. 

! 

5.1 Awareness about Family Planning and Current contraceptive use by respondents 

The results of the study showed that awareness ofFP services is very high (90%) as majority 

of participants had knowledge of at least one method of FP services. This result is consistent 

with data reported in the Ghana Demographic and Health Survey (2008). The result was also 

consistent with study by Apanga et al., (2014) in Talensi District where about 89% of the 

sample were aware of family planning services. Male condom and lnjectables were the most 

commonly known method of modern contraception (72%) for each respectively followed by 

the pills (57.8%) and female condom. This finding is also consistent with GDHS where male 

condom was the most known method of modern contraception, followed by the pill GDHS 

(2008). 

The study further revealed that the main source of information for FP services was through 

the health worker (60%), friends (47.8%) followed by (27.7%) for Ratio or TV. With that 

high level of awareness about FP (90%), current use ofFP services was (46.1%). This result 

is higher than the (13.9%) acceptor rate recorded by the District Health Services (2014). It is 

also higher than that of the Ghana Health Service national family planning acceptor target 

rate of23.3% for 2013. The results of this study is also consistent with findings by 
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Mutiso et al., (2008) who reported that up to 44.2% use all FP methods. The study also 

revealed that awareness was correlated with current FP use. These findings also conform to a 

similar study by Egessa, (2010) which showed that knowledge about FP correlated with the 

use ofFP. 

The determinants confronting FP uptake in the Northern region and its rural districts is 

enormous and many stakeholders are worried. The proportion of contraceptive users (46.1 %) 

reported by this study shows a significant improvement of the situation and probably present 

some form of emerging social change and hope for the future for FP uptake in the region. The 

possible reasons for this wide difference compared with the health services acceptor rate 

could probably be due to differences in reference population, the fact that this was a non 

facility base study. 

5.2 Socio-demographic characteristics of participants versus current awareness and use 

of FP services 
! 

.• 

5.2.1 Age and Family Planning use 

Results showed awareness tend to increase as age increases by an average of four (4) 

percentage points but decreased among those aged 40 years and above. Non users of FP 

services actually reduces as levels of age of respondents increases from <20 to 39 years but 

increased to (65.7%) among participants aged 40 years and over. A significant test showed 

that age correlates with FP use (P=0.02). These results agrees with other studies by 

Palamuleni, (2013) in Malawi where at multi-variant logistic regression analysis shows that 

variables that explain most of the variations in current contraceptive use in Malawi were: age, 

region, wealth, education children ever born, number of living children, husbands approval of 

family planning, respondents approval of family planning, discussion of family planning with 
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partner, work status and whether or not the respondent visited a health facility. The study 

further revealed that in 2000, women in age groups 15-19,20-24 and 25-29 were 2.14, 2.35, 

2.04 times more likely to use contraceptives than in age group 45-49. Whereas women in age 

groups 30-34, 35-39 and 40-44 were 1.46, 1.44 and 1.16 times more likely to use 

contraceptives than women in age group 45-49. In general, with exception of age group 20-24 

in 2000, the odds ratio decrease with increasing age of the respondent probably reflecting the 

decline in contraceptive use as women become older. This again is in line with the findings of 

the study that FP usage increases as age increases but diminished among age 40 years and 

above because they barely have little chances to offer as far as use ofFP is concern. 

! 

5.2.2 Education and Family Planning use 

Use of FP services increase as levels of education of respondents' increases from among 

respondents who had no education to those who attained some form of secondary education. 

Out of the respondents who had not received any formal education, only (37.0%) were using 

some form of contraception. There was a sharp decrease of (20%) between respondents who 

had attained some forms of secondary and tertiary education respectively. More importantly, 

education at chi-square analysis proved statistically significant with current FP use (P=0.04) 

(table 4.3). Kolbilla, (2008) in Tamale found formal education positively associated with use 

of family planning services and as such consistent with this result. Also, Palamuleni, (2013) 

again found similar results in Malawi. His analysis indicates that women's education is one 

of the strongest predictor of the use of contraceptives in Malawi where women with no 

education were 1.71 less likely to use contraceptive than women who had secondary and 

higher education. 

5.2.3 Marital Status and Family Planning use 

Participants in stable marital relationship was statistically significant with FP use (P=0.04). 

This is similar to fmdings by Michael, (2012) in Tanzania where a significant association 
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between contraceptive methods use and stable married women with some level of education. 

Contraceptives methods use increases with increasing level of education. It was further 

reported that those with secondary education increasingly use contraceptive (61.5%) than 

those with primary education (39.2%) vis- a -vis (16.1 %) for those who did not attend school. 

This is inconsistent with another Ghanaian study by Crissman et al., (2012) when he showed 

being in an unmarried partnership and a host of other factors like formal education, 

increasing wealth and being a Christian was significantly associated with contraceptive use in 

Ghana. 

5.2.4 Occupation and current Family Planning use 

e 

The study showed that public/civil servants, students and farmers were more aware of FP 

services than the other occupations. About (55%) of students were most users ofFP services. 

Similarly, Namazzi, (2013) found that mothers with secondary education used FP methods 

compared to those who had only primary education. Among farmers (43.0%) were using 

some form of contraceptives while Traders were the majority of non users with (71.9%). This 

one contradict with Fredrick's findings in 2007 where about half 57 (43.5%) of the users 

were traders. 

5.2.5 Religion and Family Planning use 

Muslims and Catholics were equally aware ofFP with (92%) for each. The traditionalist was 

least aware (83.0%). This contradict with Mohammed's findings in Mamprugu that levels of 

FP awareness among Moslems was low. Religion showed statistical association with current 

FP use at chi-square test (X] =17.12, P =0.009). At logistic regression analysis, Catholics 

showed statistical correlation with current FP use (P=0.05) (AOR=0.3 95% C.I=0.12-0.69). 

The results is consistent with the report by the World Faiths Development Dialogue, (2014) 

where data from an official government National Survey of Family Growth showed 98 
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percent of US Catholic women have used contraceptives at some point in their lives despite 

their religions' theological openness against family planning. But Avong, (2012) in Nigeria 

Kaduna State reports otherwise where Catholic women were less likely to use modem 

contraceptives than their Protestant peers. The Catholics may be responding to their 

clergymen in accordance with the stand of the Roman Catholic Church's, campaign against 

the use of artificial FP methods. Moslems were the least current users of FP 54 (37.7%). 

Similarly Ali et aI., (2011) in Sudan found the use of condom almost negligible due to 

religious beliefs. Also, Audu, et aI., (2008) found that Muslim women prefer their partners to 

use a contraceptive rather than themselves; but the condom usage by their spouses was again 

significantly lower than their Christian counterparts. 

• 

5.3 Barriers of Family Planning Contraceptive use 

The main reason established for non use of contraception was the desire to want to get 

pregnant at the time of the survey most (49.2%) while (45.8%) desired to have more children 

and as such were not practicing/using any form of FP contraceptive. This is consistent with 

the results from FGD with married Men and Women where having more children was linked 

to culture and the fact that children offer assistance in household economies. Such arguments 

are in line with Ebeigbe et aI., (2011) and Hussain et aI., (2013) who cited socio-cultural, 

religious beliefs, fear of wives/partner's sexual promiscuity, fear of side effects of 

contraceptives and the desire for more children were reported reasons adduced for the non 

approval of contraception among resident gynaecologists and male soldiers. The results once 

again compares with Fredrick, (2007) in his study in Kwabre District of Ghana where the 

desire for more children was cited for non use of contraceptives. Culture shapes perceptions 

of the individuals in that culture on matters of fertility and contraceptive use. According to 

Srikanthan and Reid (2008) cultural norms and expectations are varied among which 

designated gender roles by society such as the role of women in child bearing and the demand 
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for bigger families influences utilisation of FP services. This confirms the reasons attributed 

for non use of contraceptives in the study area. About (30%) of them cited FP not good, 

(23.3%) reported fear of side effects compared with Fredrick (2007). Fredrick further 

reported from USAID, (2002) that providers of family planning services provide less or in 

some cases no information on the management of side effect of contraceptives. This, thus 

negatively affect contraceptive use as contraceptive users may either switch a method or 

entirely stop using contraception with even a minimal sign of side effect. Meanwhile the 

study results further showed fear of side effects diminishes as respondents level of education 

increases. This could probably be as a result ofa better understanding ofFP services as one's 

level of education increases. 

5.4 Socio- cultural factors influencing utilisation of Family Planning Services 

5.4.1 Cultural influences and Family Planning use 

The study revealed most (54.3%) of respondents cited no cultural influence at all in utilising 

any form ofFP methods. The study further showed that increase in one's level of education is 

inversely related to cultural influences on current FP usage. Another study in Nigeria by 

o laitan, (2011) revealed that socio-economic status, religious factors and cultural norms do 

not influence couples' choice of family planning. This is same to the research findings above 

but contradict with other study conducted in rural Egyptian women of North Africa by 

Eltomy et aI., (20 I 3) where Cognitive barriers, cultural barriers, among others were factors 

responsible for discontinued and non-use of FP services. This is because culture certainly 

shapes perceptions of the individuals belonging to that culture on matters of fertility and 

subsequent adoption of family planning. 
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5.4.2 Spouse/partners and Family Planning use 

Most of the respondents (60%) indicated truly having discussion about FP services and 

(61.5%) cited no spousal/partner opposition to accessing and usmg FP services. These 

findings contradict study by Egessa, (2010) in Uganda. Egessa found association of approval 

of ones spouse and FP use. It was statistically significant at multivariable analysis where 

approval of ones spouse was nearly 9 times more likely to be associated with FP use. Also, 

Sexual partners discussing FP showed a strong statistical significant with current utilisation 

of FP (P = 0.000) (AOR = 0.060 95% C.I= 0.031 - 0.116). This result is consistent with a 

study by Mekonnen and Worku, (2011) in Ethiopia. They found evidence of women 

discussing about contraception with partners were twice more likely to use family planning 

while contraception was about thrice more likely among married women whose partners 

supported the use of family planning. According to Mosha et al, (2013) and Ngwira, (2011), 

Partners' approval and communication of family planning among spouses were significant 

determinants to contraceptive use. Men have a greater role in family planning and without 

them women find it very difficult to successfully follow the instructions given to them at the 

clinic. The study revealed a high level of FP discussion among sexual partners hence the 

reasonable proportion of contraceptive use (46.1%) in the area. Furthermore, when 

respondents were asked about peers' influences on contraception, the response was almost a 

split decision (49.1% versus 50.9%) for "Yes" and ''No'' respectively. This result is in line 

with other study by Eliason et al., (2014) in Nkwanta where women who discussed modem 

family planning among themselves and their partners were five times more likely to use 

modern family planning methods compared to those who did not discuss with their partners. 

This is true in that people choice ofFP in society is influence by those around them. 
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5.5 Family Planning Services provider influences and utilisation 

5.5.1 Source of Methods and Family Planning use 

253 (87.2%) participants recruited for the study knew of at least one source of FP. Health 

facility (85.4%) was the main source of the FP methods followed with private licensed 

chemical shops and drug peddlers. This is in line with Namazzi, (2013) study where the main 

source of the FP method was health facility (49%), followed with private clinics and drug 

shops. 

5.5.2 Health Providers' Attitude and Family Planning use 

About (90%) indicated positive FP providers attitudes encouraged respondents to access and 

use FP services. The results compares with Okech, (2011) in Kenya where it was noted that 

effective delivery and uptake of modern family planning methods depends a lot on the 

competency and attitudes of the providers particularly for the long acting and permanent 

methods. This among other factors accounted positively for such high rate of utilisation 

recorded by the study. 

5.5.3 Family Planning Access and utilisation 

154 of respondents representing (91.1 %) indicated having access to FP and would always like 

to continue to access such services from such sources while about (90%) of participants were 

satisfied with attention from FP providers. This is similar to findings by Fredrick, (2007) in 

same cross sectional study in Kwabre District, Ghana. He reported that women have access to 

family planning services but the quality of the services offered was quite low in terms of 

availability of different contraceptive methods where contraceptive pill, injection and the 

condom were commonly available methods and also same methods reported by the study. 
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5.5.4 Counselling Services and Family Planning use 

As many as 141 (82.5%) had received some form of FP counselling on their preferred 

methods. Those who had counselling, most 114 (80.9%) were utilising some form of FP 

methods. This compares with Barber, (2007) in Mexico among low-income women. It was 

revealed that those who received family planning advice during prenatal care were more 

likely to use a contraceptive than those who did not receive such advice and as such had a 

higher probability of using condoms and IUDs. 

5.5.5 Side effects experience and Family Planning use 

Generally, side effect was found to be significantly associated with current utilisation of FP 

services (P=0.028) (AOR= 46.25 95% C.I= 1.508 - 1418.76). Excessive bleeding and lower 

abdominal pains were commonly reported associated side effects ofFP methods experienced 

by respondents. This result is closely related to findings from Iran by Alizadeh et al., (2007) 

where it was revealed that most new clients received their preferred contraceptive method, 

but were informed about neither other available methods, nor common side effects and 

warning symptoms due to the chosen method. 
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6.2 Recommendations 

The Health Education and promotion unit within the District Health Administration should 

prioritise education of the general public to increase and sustain both awareness and use of 

FP services. Majority of respondents cited the desire to want to get pregnant and demand for 

more children as the main reasons for non practice of FP but with persistent public education 

that school of thought of the people can change and even improves on partners FP 

communication. The public must be educated on the need to plan families by spacing and 

limiting births in accordance with their resource capacity and more importantly to reduce 

maternal and child mortalities. Also, Communities should be educated on the economic 

benefit of adopting FP or the economic cost of not using FP and the impact on their lives. 

In addition, the District Education Directorate should intensify campaign on girl-child 

education to increase and sustain girls' enrolments. This is important because the non use of 

FP as stated earlier is fertility related and such burdens rest on women shoulders to get 

pregnant to get more children but with high level of women education, she may know her 

way out or such associated pressures may not even rear its ugly head in the first place and 

fear of side effects will also diminishes. Education was found to be statistically associated 

with FP use. Also, Reproductive Health and Sexual Education need to be strengthened in 

basic schools. This will certainly prepare the young ones in terms of what reproductive health 

and sex is all about. This is important because parents do not discuss sex with children in this 

society hence the need for the school to strengthen that. This could possibly eliminate and or 

minimises early school drop out due to pregnancies and early marriages. 

Next on the agenda of non use related factors are FP not good and fear of side effect. This 

was confirmed by key informants when they cited misconceptions as the main reason 
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associated with non use of contraceptives. Side effects were found to be statistically 

significant with non-use of FP services irrespective of the high proportion of counselling 

services that participants indicated the received. The researcher recommends that health 

services (DHMT) should design area specific FP interventions to reach out to sexually active 

people in their communities or any social functions to demystify such myths and equally 

solicit male support/approval, so that people especially women could appropriately 

understand FP and freely use it. The health services with their rich social mobilisation capital 

with communities can easily dialogue with opinion leaders (chiefs and elders, assembly 

persons and significant others) to sensitize the people continually since FP education is a 

process. 

The author further recommends that frequent FP training and social marketing refresher 

courses be put in place by regional and district health authorities to improve on the 

competencies and skills of FP providers. The social marketing tool will assist providers to 

explore new strategies of attracting more clients'. This will also add to their abilities to do 

effective proper counselling as a comprehensive package ofFP delivery. 

Majority of respondents were Moslems and they recorded the least proportion of current 

contraceptive users. To ensure increased FP utilisation, the researcher recommends that 

District Health Directorate should put strategies in place to promote awareness about 

available FP services among Moslems and possible effective utilisation. The strategy should 

be that DHMT should efficiently network with all prominent religious leaders in the district 

more particularly Imams. Stich pertinent religious leaders have significant influence over 

their congregations and should all be jointly committed to this course. This will enable the 

team to have access to educate the congregations at various religious denominational levels to 
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6.2.1 Future research direction 

The study recommends that any future research to be done in Nanumba South District on 

family planning services should focus on assessing the extent of involvement of necessary 

stakeholders in promoting the FP program in the district. This is because this research has 

unveiled host of factors working for and against the FP programs with effective stakeholders' 

involvement a key to improving the situation and made known to the DHMT and other health 

related industry players. It will therefore be good that any further research should look at this 

direction to explore the level of progress. 

improve uptake to save energy and lives of women who are mostly the end victims. This is an 

effective recommendation if appropriate partnership and consultations are done. 

Involvements of religious leaders have proven successful in FP services programming across 

different continents including Ghana. 

Generally, the author concludes that there is widespread awareness and use of FP services in 

the district. Despite this, widespread fertility related factors such as desire to get pregnant, 

want more children and other socio-cultural factors work against FP services delivery in the 

district. 

! 
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APPENDICES 

Appendix i: Consent Form 

My name is Mahamudu Issahaku, a post graduate student of the University for Development 

Studies conducting this research. This research forms part of the fulfilment of Master of 

Science in Community Health and Development. The research is on Utilisation of Family 

Planning Services in the Nanumba South District of Northern Ghana. 

The motive and outcome of this research is purely for academic purpose and can also serve as 

a base to improve service delivery of family planning and reproductive health in the district 

in the future. The confidentiality of your responses is highly assured and no one else will 

know about it. This is why your name and house number will not be taken. 

I would be very grateful if you could kindly give me your candid and outmost opinion on this 

subject matter. You will not be entitled to any financial benefit for responding to this research 

but your opinions as I stated earlier will help improve the services of family planning 

delivery in the very near future in this district. You are at liberty to respond and if you feel at 

any time not comfortable please be kind enough to notify the interviewer reasons why you 

cannot continue. The personal phone contact of the head of this research is provided to you in 

case you need any further clarification about the study (0249515117/0208722401). 

The interview will last approximately 40 minutes. At this point if you agree to participate 

please sign or thumb print below and put the date of the interview. 

S ignature/thumbprint of participant. . 

Date of interview dd/mm/yy . 

Name of interviewer and signature . 

Date and Time dd/mmlyy . 

• 
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3. Age . 

Appendix ii: Questionnaire for Respondents 

Section A: Respondent Personal Characteristics 

I. Location . 

2. Sex (please tick appropriately) a. Male () b. Female ( ) 

4. Highest level of education attained by respondent. Please tick a. None ( ) b. Primary 

() c. Secondary ( ) d. Tertiary ( ) e. Post tertiary () 

5. Religion. Please tick a. Catholic () b. Traditionalist () c. Moslem ( ) 

d. Charismatic church ( ) e. Other (Specify) . 

6. Occupation. Please tick a. Farming ( ) b. Teaching ( ) c. Trading ( ) d. Fishing ( ) 

e. Student ( ) f. Government worker (specify) . 

g. other (Specify) . 

Section B: Assessing Current Level of Awareness of Family Planning Services (FPS) in 

Nanumba South District. 

l. Have you ever heard of FP Services? a. Yes ( ) b. No ( ) 

2. If yes in QI above from which source (s). (please circle and tick) 

a. Friends/peers ( ) 

b. Health workers ( ) 

c. TV/Radio ( ) 

d. newspaper ( ) 

e. family relatives ( ) 

f. school ( ) 

g. NGOs () 

h. Others (specify) . 

3. Do youl did you ever discuss FP issues with your peers/relatives. a. Yes ( ) b. No () 
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4. With whom . 

5. How long is it from now . 

6. If yes from Q3 above, how did they respond? a. Positive () b. Negative () 

c. Uncertain ( ) 

7. Are you ready any time soon to use any method ofFP. a. Yes () b. No () 

8. What is your understanding of Family Planning? (Circle as many as applicable) 

a. conscious spacing of birth for healthy children and good care 

b. having fewer/limited children 

c. preventing child birth 

d. Protecting against STIs 

e. No idea 

f. Others (specify) . 

9. Which methodes) ofFP do you know (Circle as many as applicable) 

a. male condom 

b. female condom 

c. pills 

d. injectables (depo, norigynon) 

e. emergency contraception 

f implants (jadelle, norplant, implanor) 

g. natural method (LAM) 

h. traditional method (withdrawal, FAB) 

1. intrauterine contraceptive devices (cervical cap, copper T) 

J. other (specify) . 
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10. Which of the FP methods above in Q9 will you prefer to use. (Circle as many as 

applicable) 

a. male condom 

b. female condom 

c. pills 

d. injectables (depo, norigynon) 

e. emergency contraception 

f. implants (jadelle, norplant, implanor) 

g. natural method (LAM) 

h. traditional method (withdrawal, F AB) 

I. intrauterine contraceptive devices (cervical cap, copper T) 

J. Other (specify) . 

Section C: Assessing Current level of Utilisation of Family Planning Services (FPS) in 

Nanumba South District. 

11. Marital status of the respondent. Please tick a. Single () b. Married ( ) c. 

Divorced/Separated () d. Widowed () e. Cohabitation ( ) 

12. If not married in Q II above do you have a sexual partner? a. Yes () b. No ( ) 

13. How long have you been married/being in relationship . 

14. Do you have any child/children of your own now? a. Yes () b. No () 

15. If yes in Q14 above, how many . 

16. How many children would you desire to have? . 

17. Does your partner want same number of children that you want? tick please 

a. Yes () b. No () c. Uncertain () 

18. If No in Q 17 above, does she/he wants a. More children ( ) b. Less children ( ) 
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19. Have you ever use anything or tried anyway to delay or avoid pregnancy 

a. Yes () b. No () 
20. What method (s) did you use . 

22. If yes in Q21 above, what FP methodes) are you utilizing? (Circle as many as 

applicable) 

a. male condom 

b. female condom 

c. pills 

d. injectables (depo, norigynon) 

e. emergency contraception 

f implants (jadelle, norplant, implanor) 

g. natural method (LAM) 

h. traditional method (withdrawal, F AB) 

1. intrauterine contraceptive devices (cervical cap, copper T) 

J. Other (specify) . 

21. Are you currently doing anything to delay or avoid pregnancy? a. Yes () b. No () 

23. How long have you been using this method (s) . 

24. if No in Q21 above why (Circle as many as applicable) 

a. Wants to get pregnant 

b. Wants more children 

c. Spouse disapproval 

d. FP is not good 

e. FP services not available 

f Other (specify) . 
-_ 

25. Do you and your partner agree on practising FP? a. Yes () b. No () 
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26. If No in Q25 above why (Circle as many as applicable) 

a. Spousal disapproval 

b. Religious beliefs against FP 

c. Cultural beliefs 

d. Wants more children 

e. FP is not good 

f. Have no access to FP services 

g. Fear of side-effects 

h. Other (specify) . 

27. Why do you /partner believe in FP? (Circle as many as applicable) 

a. Because it is healthy 

b. We want to space child birth 

c. Our religion tells us to do so 

d. Reduces morbidity and mortalities (diseases and deaths) 

e. Reduces cost of raising children 

f Protecting against STIs 

g. Other (specify) . 

Section D: Assessing Service Provider Factors of Family Planning Services Utilisation in 

Nanumba South District. 

28. Do you have access to FP methods whenever you need them? a. Yes ( ) b. No ( ) 

29. Where is the source of your modem FP methods? a. Health facility ( ) b. License 

Chemical store ( ) c. Drug peddlers ( ) d. NGOs ( ) e. Other 

(specify) . 

30. Do you receive counselling service you deserve on your preferred method? 

a. Yes () b. No () 
-. 

31. Does this source satisfy your FP needs each time you want it? a. Yes ( ) b. No () 

32. Do you get satisfied with the attention you deserve from your provider any time you 

visit? a. Yes () b. No () 
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. 
I 33. Would you always like to access your services there? a. Yes () b. No () 

34. Does the attitude of health providers encourage you to patronise FP services? 

a.Yes() b.No() 

• 

35. If Yes in Q34 above, please choose one of the following attitudes of health workers 

that promote effective utilisation of the service in this facility 

a. fair 

b. Good 

c. Very good 

d. Better 

e. Best 

36. If No in Q34 above, please choose one of the following attitudes of health workers 

that does not promote effective utilisation of the service in this facility 

a. Poor 

b. Bad 

c. Very bad 

d. worse 

37. Do you have any concerns about side effects ofFP methods that affect your choice of 

method? a. Yes () b. No () 

38. If yes in Q37 above, which of the following side effects do you experience (Circle as 

many as applicable) 

a. Weight gain 

b. Weight loss 

c. Excessive bleeding 

d. No bleeding 

e. Headache 
~ 

f. Breast tenderness 

g. Lower abdominal pain 

h. Painful sexual intercourse 

i. Other (specify) . 
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39. Please rank the following issues in which utilization ofFP services may be improved 

in the district. (Where L.best, 2 better, 3 good, 4 satisfactory) 

a. Accessibility ( ) 

b. Affordability ( ) 

c. Availability () 

d. Confidentiality ( ) 

e. Other (specify) . 

Section E: Assessing Socio-Cultural Factors on Utilisation of Family Planning Services 

in Nanumba South District. 

40. Do you discuss FP with your sexual partner? a. Yes ( ) b. No ( ) 

41. Does your spouse/partner oppose your use of FP services a. Yes () b. No ( ) 

42. Do peers influence your use ofFP services? a. Yes () b. No () 

43. Does religion influence your use ofFP services? a. Yes ( ) b. No ( ) 

44. Does culture influence your use of FP services? a. Yes () b. No ( ) 
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I will be grateful if you (i.e. the service providers) could assist me with information by 

answering the following questions. Your objective responses will be analyzed and based on 

that recommendations will be made to re-strategize efforts to improve on FPS delivery in the 

district. The information that you will provide will be kept as confidential as possible. 

Appendix ii: Key Informants Guide (Service Providers) 

My name is Mahamudu lssahaku, a master's student of the University for Development 

Studies UDS, Tamale. I am conducting a research on Utilisation of Family Planning 

Services in the Nanumba South District of Northern Ghana. 

Do you agree to continue with the research? 1. Yes 2. No 

Signature . 

SECTION A: Personal Characteristics 

1. Facility name . 

2. Sex . 

3. Age . 

4. Your rank . 

5. How long have you been in this facility . 

Section B: Family Planning Services 

I. Which FP services/ methods does your facility/ties provide 
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Men . 

2. Please who use the centre most for FP services? Please rank (best, better, good, 

satisfactory) 

Women . 

Adolescent . 

3. What are their age ranges 

4. How would you assess contraceptives availability for service users in the health 

facilities/license chemical store 

More than service users . 

Less than service users . 

Just adequate for service users . 

No idea . 

5. Is there any improvement in the attendance for FP services over the past two years? 

Illustrate more 

6. What factors actually work against FP services uptake in your operational areas as 

you come in to daily encounter with clients 

7. Suggestions ways that can be done to improve the utilisation of FP service in this 

district 

8. What are the general problems faced by you/ the health personnel in this area in 

delivering FP services? 

129 

www.udsspace.uds.edu.gh 

 

 

 

 



Appendix iii: Focus Group Discussion Guide 

My name is Mahamudu Issahaku, a master's student of the University for Development 

Studies UDS, Tamale. I am conducting a research on Utilisation of Family Planning 

Services in the Nanumba South District of Northern Ghana. 

I will be grateful if you (i.e. the group) could assist me with information by answering the 

following questions. Your objective responses will be analyzed and based on that 

recommendations will be made to re-strategize efforts to improve on Family Planning 

Services (FPS) delivery in the district. The information that you will provide will be kept as 

confidential as possible. 

Do you agree to continue with the research? 1. Yes 2. No 

Signature/Thump print (leader) . 

) • What is your understanding about family planning? 

Where do people go for FP services in this community? 

Please mention some of these methods 

What are some advantages of larger families in this community? 

What are their disadvantages? 

What do women/men in this community do to prevent unwanted/delay pregnancies? 

What are the problems women/men faces in their efforts to practice family planning? 

" 
What factors do you regard as important detenninant(s) to your choice of any family planning 

methods? 

; 
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services? 

What are the possible reasons that prevent or can prevent people generally from the use of 

family planning in this community? 

What do males/females do to support their partners in obtaining and using family planning 

What do you like/dislike about health workers/other providers when you go for family 

planning services? 

What suggestions would you give to enhance FP services utilisation in your community? 

, • 
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Appendix iv: Map ofNanumba South District 
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