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ABSTRACT
Contraception is one of the four important proximate determinant factors of fertility identified by
Bongaarts (1978). The role of contraceptive use in population reduction and reproductive health
cannot be overemphasized. Over the years, Ghana has been promoting the use of contraceptives
for more than thirty-five years, yet there has not been an appreciable and consistent increase in
contraceptive use as compared to the efforts made (GSS, 2008).
The extent of meeting the needs of vulnerable groups such as female head porters has not been
extensively studied. The research therefore examined the determinants of modern contraceptive
use among migrant female head porters in Asokore-Mampong Municipality. The aim of the study
was to find out the knowledge, level of utilization and socio-cultural factors that influence the
use of modern contraceptives among the migrant female head porters.
A case study design which is a qualitative approach was used. Twenty-four migrant female head
porters between the ages of eighteen (18) years and thirty-five (35) years were interviewed and it
was found that majority of the migrant female head porters knew at least three types of
contraceptives which include the pill, the injectable and the implants but this does not translate
into use due to fear of side effects, myths about contraceptives, husband disapproval, social
stigma, traditional values and religious beliefs.
Therefore, there is the need for health care providers to educate the public intensively about the
side effects of family planning to erase these misconceptions and ensure increase in the use of
contraceptives to help female head porters to live healthy and plan their families.
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CHAPTER ONE
INTRODUCTION
1.0 Background to the Study
Family planning (FP) is a voluntary and informed decision by an individual or couple on
the number of children to have and when to have them, by use of modern or natural FP
methods (MOH, 2005). It can also be simply referred to as having children by choice and
not by chance.
In every three children maternal death, family planning could prevent one maternal death
by allowing women to postpone motherhood, space their children and avoid unplanned
pregnancies and abortion (Carl et al., 2008).
Though the world population has decreased, in 1999, the world population was 6 billion
and it increased to 6.5 billion in 2005 and it is expected that by 2050, it will reach 9.3
billion with the highest population growth occurring in the developing nations. However,
in 1960, developing countries experienced 70% of the world population and in 2005, it
increased to 81% and now it has reach 99% of the world population growth (IPAFPP,
2006).
The Millennium Development Goal 5 has been relevant to the contraceptive needs of
women in beneficiary countries towards advancing their maternal health. The motive of
MDG 5a seeks to lower maternal mortality ratio by 75% between 1990 and 2015, and
MDG 5b aims to obtain universal coverage to reproductive health as well as family
planning (United Nations, 2012). The World Health Organisation in 2012 sort to achieve
the unattained need for family planning which could reduce the ratio of maternal deaths
1

by at least 33%. Notwithstanding, the MDG 5 had an estimated number of 215 million
women who could decide to prevent or delay pregnancy do not have access to secure and
efficient contraception (WHO, 2012). Therefore enhancing effective maternal care and
providing family planning is relevant in preventing maternal deaths.
According to Bongaarts (1978), contraception is one of the four significant factors that
determine fertility. The role of contraceptive use in population reduction and reproductive
health cannot be overemphasized. In most countries in sub –Saharan Africa,
contraceptive use is very low and fertility rate is very high leading to high population
growth and increased maternal and child mortality (Asamoah, Agardh, & Per-Olof,
2013). In the developing world, about 215 million women have the unmet needs for
modern contraception (The Guttmacher Institute, 2010).
In developing countries, 2.7 million infants mortality is prevented yearly through the
usage of modern contraception that is $2,600 invested in every family planning could
prevent one infant death (Sigh et al., 2003). According to USAID and WHO (2005),
gender equity has the tendency to be achieved through family planning. Women will have
greater chances in education, work and in all aspect of life by avoiding early pregnancies
which makes adolescent girls to abandon their education and allowing women to have
smaller and healthier families that improve the quality of lives (USAID, 2005).
The role of contraceptive use for the achievement of the millennium development goal
cannot be overlooked if a country is determined to achieve the goal. In Ghana, there have
been some concerns about the low use of contraceptives. A report by Ghana News
Agency in 28th September 2012 expressed the low patronage of contraceptive methods by
Ghana Health Service (GHS, 2012). In the Northern region of Ghana, the family health

2

indicator showed the low acceptance of family planning services with the decreasing
acceptor rate of 31% in 2009 to 24.9% in 2010 and 2011 (GHS, 2012).
The promotion of modern contraception in Ghana is more than 35 years (GSS, 2008) yet
this has not led to a substantial use of contraceptive use compared to the efforts made. For
example, in 1988, 13% of married women were using contraceptives and in 2003, 25% of
them were using any form of contraception but this declined to 24% in 2008 (GSS,
2008). Though the use of modern rise for a while, it has decreased in recent times. For
example, in Ghana the use of modern methods of contraception doubled for a period of
fifteen (15) years from 10% in 1993 to 19% in 2003 but this could not be sustained in
2008 where contraceptive use declined to 17% (GSS et al., 2008).
The nation is worried since the ultimate goal of the National Population Policy (1994)
was to keep the population growth at a level so that the health needs of citizens is
constant with the national development goals so that poverty would be reduced to
improve the quality of life in the nation (NPC, 2004).
Studies suggest that from 1988 to 2008 the improvement in Ghana’s total fertility rate
was as a result of induced abortion coupled with contraceptive use (Geelhoed, 2007;
Ahiadeke, 2007). This was not different from a study conducted by Biney (2011) which
found out that the individual women regarded abortion as the safer method compared to
contraceptive use. Half of the participants in his study were ready to risk their health with
abortion as a method due to the unfounded rumours on modern contraceptives.
Ghanaian population was estimated at 24,658,823 in 2010 during the population and
housing census. There was an increment of 30.4% over the population census in 2000
which was 18,912,079 (2010 population and housing census). Ghana Statistical Service
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attributed the relative high fertility in Ghana to the low usage of contraceptives.
According to the Ghana Health Service 2014 annual report on Family Health Division,
the use of modern contraceptives use have increased from 24.7% in 2013 to 29.1% in
2014 which is still not encouraging as a country.
In Sub-Saharan Africa including Ghana, it is alarming to realize that an issue pertaining
to unmet needs of contraceptive use is regarded as a major challenge in the
developmental process. There are numerous factors affecting the usage of contraceptive
in developing countries. The environmental nature is very complex and other external
factors also affect developing countries in the use of contraceptives
Several studies found out that knowledge and use of contraception by majority women is
linked to socio-demographic, socio-cultural, socio-economic source of information and
family planning factors. It is overwhelming that the influential factors affecting the
practice of contraception are multifaceted and challenging (Mostafa, 2010).
From the background, the issues concerning family planning might have been examined
by many scholars but the challenges relating to contraceptive use has still not been
exhaustively dealt with.
1.1 Statement of the Problem
With the benefits of family planning, the health and well-being of families throughout the
world have been well documented (USAID, 2002).
One of the essential tools to raise the status of women is family planning. If women are
not able to space or limit births, poor reproductive health can make women’s
empowerment difficult if not impossible (FHI, 2006).
Family planning saves the lives of women and children. It improves their health by
4

preventing unintended pregnancies. Abortion and health risks of child birth that women
face can be prevented by the use of modern contraceptives. Also, one of the benefits that
women enjoy from family planning is that, it gives them more time to care for their wards
and themselves (UNFPA, 2008).
Again, gender equality can be ensured through family planning. It can prevent early
pregnancy which may increase women’s life opportunities such as education and work
(USAID, 2005).
Further, a well-planned family can reduce the economic burden on poor families. This is
because family planning can enable them to invest much in each child’s care and
therefore the cycle of poverty is lessened (UNFPA, 2005; WHO, 1994).
Despite these benefits and services being made available in almost all the health facilities
in Ghana so that women within the reproductive age can benefit from these services, yet
most women (including migrant female head porters) are not patronizing these services
(GSS, 2008). In Ghana, the promotion of modern contraceptive use over the years has not
been appreciable despite the efforts being made (GSS, 2008).
In 2014, according to the Ghana health service annual report, contraception acceptor rate
increased to 29.1% which was 24.7% as at 2013 which is still not encouraging.
The Brong Ahafo region recorded the highest contraceptive prevalence rate which was
56%, followed by the Greater Accra region (33 percent) and Volta region (27 percent).
The Northern region had the lowest usage of contraceptives (19 percent) as at 2014. This
clearly shows that modern contraceptives use by women within the reproductive age
including “the Kayayees” is still low in Ghana especially in the Northern part of Ghana
which most of the “kayayees” do come from (GHS, 2014). These migrant female head
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porters, majority of them being adolescents have no homes, live on streets and in obscure
corners, with no parent or family members around which makes them vulnerable
including their reproductive health.
Due to their migratory vulnerabilities, this research intended to find out how these girls
are managing in terms of modern contraceptive use.
1.2 Research Objectives
1. To find out the knowledge migrant female head porters have about modern
contraceptives.
2. To assess the level of utilization of modern contraceptives by migrant female head
porters.
3. To examine the socio-cultural factors that influences the use of modern contraceptives
among migrant female head porters.
4. To make recommendations on how more women can be encouraged to use modern
contraceptives.
1.3 Research Questions
1. What is the level of knowledge migrant female head porters have about modern
contraceptives?
2. To what extent do female head porters use modern contraceptives?
3. Which socio- cultural factors influence modern contraceptive use among migrant
female head porters?
4. What recommendations would you suggest to encourage more women/adolescents to
use modern contraceptives?
6

1.4 Justification of the Study
Family planning is an essential tool to raise the status of women. Without the ability to
space and limit births, poor reproductive health can make women’s empowerment
difficult if not impossible (FHI, 2006).
The choice of women to control their own health and that of their children is challenged
by Social and environmental factors that mitigate their ability to decide independently
and freely on their reproductive and sexual choices.
Female porters constitute one of the disadvantaged and underprivileged groups in Ghana:
little attention is paid to their reproductive health needs. Unfortunately, the majority falls
within the age group of 15-35 and are likely to engage in risky sexual behaviour, which
may result in unwanted pregnancy, illegal abortions, wrong knowledge of sexual
reproductive health including family planning which is significantly low among
“kayayees”.
In addition, issues about contraceptive use among women have implications for the
empowerment of women and self-development.
Therefore, this study examined what determines the use of modern contraceptive among
migrant female head porters in Asokore-Mampong Municipality.
1.5 Significance of Study
This research will inform policy-makers especially public health experts on these
“kayayees” who tend to be one of the disadvantaged and underprivileged groups in
Ghana on their sexual reproductive health needs.
It will also inform reproductive health programmes that target adolescents and vulnerable
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groups in Asokore-Mampong Municipality.
Further, it would yield information that would add to the existing knowledge in academia
and research in the field of contraceptive uses and related issues.
1.6 Scope of the Study
The research studied family planning but specifically modern contraceptive use. The
target group was migrant female head porters between the ages of 18 years to 35 years.
This is because they are sexually active and vulnerable.
1.7 Limitation of the Study
The fundamental challenge with this research was inadequate documentation on
“kayayees” in relation to modern contraceptive use. Existing studies tend not to
disaggregate “kayayees” from other street children, presenting considerable research gap.
To remedy this gap, the researcher used in-depth interviews to collect data from the
“kayayees” which has yielded important information for policy makers.
Further, the use of the local language (Twi) to collect the data was a challenge to some of
the respondents who do not understand the language very well. This could lead to some
misunderstanding of the import of the set questions and therefore could lead to inaccurate
results. This challenge was overcome with the help of an interpreter who had a good
command over the Twi language and could translate the questions to the respondents in
their local dialect (Dagbani and Gonja).
In addition, one of the challenges the researcher faced was the willingness of the
“kayayees” to partake in the interview. Most of them were uncomfortable due to the
nature of the study. This is because the focus was more related to their sexual life and as
8

such they were not willing to disclose their experiences about contraceptive use but the
researcher debriefed them and made it clear about the purpose of the study.
Again, the presence of the researcher may have in a way influenced the responses given
by the respondents in the study areas. In my data collection process, the researcher
realized that some of the women were not very comfortable sharing their experiences
with me. They thought the researcher is in a better position to read meanings into their
responses. In view of this, some of the migrant female head porters would have given me
“expected answers” or hidden some of their experiences concerning contraceptive use
from me. However the researcher was neutral and most of them were willing and
comfortable to share their experiences from using some contraceptive types.
Finally, the use of the tape recorder also scared some of the “kayayees” because they were
afraid that issues concerning their private lives will be published in the newspapers, their
husbands will get to know or even their voices will be heard on radio stations but the
researcher assured them about confidentiality and anonymity.
1.8 Definition of Terms
Female porters are migrant females who carry loads within the market for a fee.
The Modern contraceptives include oral contraceptive, intrauterine devices (IUDs),
implants, female and male sterilization, injectables, female and male condoms, and
diaphragm.
1.9 Organization of the Study
The study is divided into five chapters. Chapter one comprises the background of the
study, problem statement, objectives of the study, research questions, justification and
9

significance of the study, area of the study, limitation of the study and operational
definition. Chapter two highlights on review of literature of ideas of different authors
whose findings have been defined in relation to the topic under study. Chapter three is the
in-depth description of the research method applied. Chapter four deals with data analysis
and discussion of results, and chapter five consists of summary of findings, conclusion
and recommendations. The thesis however ends with references and appendices in
supportive to the researcher’s investigation.
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CHAPTER TWO
LITERATURE REVIEW
2.0 Introduction
This chapter presents the literature review and it has been structured within the context of
the study objectives. The key areas of focus are the knowledge on modern contraceptives,
the level of utilization of modern contraceptives, and the sociocultural factors that
influence modern contraceptive use. Besides it also look at the theoretical perspective and
the conceptual framework of the study.
2.1 Knowledge on Modern Contraceptives
The adequate information individuals have about the different methods of contraception
is a step ahead towards gaining access and using suitable methods in an effective manner
(CSA & Macro International, 2006). One’s knowledge on the different methods of
contraception increases its usage (Gordon et al., 2011).
The level at which individual use contraception depends much on the availability of
family planning services in the local environment, the adequate information that
individuals have on FP measures and their attitudes towards the acceptance of these
services (Emens, 2008; Pebley & Brackett 1982; Mahmood & Ringheim 1996).
Insufficient knowledge on family planning source and methods is one of the key
components in determining contraceptive use (Bongaarts & Bruce, 1995; Casterline &
Sinding, 2000; Korra, 2002). It is expected that the more people know about and accept
modern contraceptives, the more they will use them. Knowledge on contraceptives is
11

considered one of the essential factors associated with effective use of these methods.
Biney (2011) conducted a study on contraceptive use among Ghanaian women and he
found out that lack of knowledge on contraceptives led to the failure of its use which
consequently resulted in unintended pregnancies and induced abortions. Similarly, a
study was conducted by Lindstrom & Hernandez (2006) in Guatemala on rural-urban
migrants and they found out that lack of knowledge on contraceptives methods was
associated with the unmet need and limited choice of contraceptives.
The study conducted in Guatemala indicated that there was a noticeable difference in the
levels of knowledge and use of contraceptives among people living in the rural areas and
people in urban areas. Therefore familiarity and lack of knowledge on modern methods
still remains a challenge to contraceptive use in Guatemala especially among the
indigenous populates (IFPP, 2006)
The US also conducted a study which indicated that as black female teenagers age, they
get to know more about contraceptives and are more likely to share their experiences in
using them. It specifically indicated that black female teenagers who have gone through
formal sex education were likely to have ever used or currently using contraceptives than
their counterparts who had not gone through such education (Topsever et al., 2006).
Women have benefited from modern contraceptive use particularly in improving their
reproductive health, total wellbeing and quality of life. This is achieved by promoting the
right information about modern contraceptives through family planning counseling
(Topsever et al., 2006).
With regard to a study conducted in Kwazulu Province in South Africa, it was noted that
provision of detailed information to family planning clients was lackened in the
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counseling given which affected them in making an informed decision (USAID, 2002).
During family planning counseling, the effectiveness, contraindications, merits, demerits,
consequences and the handling of side effects are usually not disclosed to clients. Details
on the merits are mostly provided without much information on demerits and slight
details are provided on the handling of side effects than on the real side consequences.
Also the providers do not give clients much information on contraceptive that are
available (USAID, 2002).
In a country where people are aware of many methods mostly depends on the availability
of family planning information in that country. This implies that, the more people are
exposed to family planning messages through the radios, television and other social
media, the more they become abreast with the methods (JHUCCP, 2001).
According to Ghana Demographic Health Survey (GDHS, 2008), generally, men and
women in Ghana are knowledgeable about family planning methods. The commons ones
are the male and female condoms, the pill, and the injectable. In general, about seventeen
percent (17%) of married women use any type of modern method of contraceptive and
seven percent (7%) of them were using traditional method. The ordinarily used ones by
both men and women include the injectable (6%), the pill (5%) followed by the female
sterilization and the male condom (2% each). Among the unmarried sexually active
women who were using modern contraceptives, one third were using the male condom.
Salina, (2009) studied into accessing family planning in the Ga East District in Greater
Accra region. A sample size of 120 men with age ranging from 19 to 59 years in the
study, it was discovered that educational status was a major determinant of one’s
knowledge about family planning. This means that the higher the individual climbs the
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educational ladder, the higher the level of knowledge one could have about family
planning.
Akyeah, (2007) also conducted a study in Kwabre District and his findings revealed that
most of the women have high level of knowledge about contraceptive but this does not
translate into the use of modern contraceptives. Most of the respondents (122) (30.5%)
were aware of at least three methods of contraception while 47 (4.7%) were aware of
seven to nine contraceptive methods. Also 367 (91.7%) of the respondents knew at least
two contraceptive methods.
2.2 The Level of Utilization of Modern Contraceptives
Giving more information about contraceptives increases its usage (Gordon et al., 2011).
The safety and the feeling about particular contraception methods determine the attitude
that one will develop towards family planning (Jones et al., 1985). This is because the
views of adolescents about contraceptive methods, fear of negative consequences and
assistance from parents and societal views differences towards the sexual life of
adolescents determine their level of utilization of contraceptives (Darroch et al., 2001).
The limited access to modern methods affects the individual’s method and selection of
contraceptives and therefore results in lower use of contraception (Ross et al., 2002).
Contraceptive use is common in countries where access to methods is generally high.
This is as a result of availability of FP methods, the cost, timing and location (Ross et al.,
2002). In most advance nations, cost involved in contraceptive methods is very low or
free without a cost.
Communication among spouses in general either to limit or space children encourage the
utilization of contraception. Link (2011) observed that the perception of husbands and
14

wives in communication enhances the use of contraceptives in rural part of Nepal.
Communication is essential for the transformation of attitudes into the physical method of
using contraceptives and reduces the psychic cost of contraceptive use. In advanced
countries, young women who communicate with their spouse about contraceptives prior
to first sex are more likely to adopt the method than partners who do not discuss
contraceptive use (Stone & Ingham, 2002). As noted by Crissman et al. (2012) and
Malhotra & Mehtra (1999), the main focus of family planning is to improve availability,
knowledge and use of contraceptive and safe sex. These mediums are useful but
necessary adequate to raise women’s control over their sexual and reproductive health
unless women have sexual empowerment (Crissman et al., 2012). That is, women with
information and knowledge of contraception may not adopt its use unless they are
empowered with regards to making decision on the number of children and the desired
choice of family planning methods. Bertrand et al. (1993) analyzed that the educational
level influences the authority within households, where women have high autonomy as
their husbands which affects the fertility choices and the method of family planning.
2.3 Socio-Cultural Factors That Influence the use of Modern Contraceptive
Culture is defined as a way of life, customs, beliefs, arts and social organisations of a
group of people or a society. Culture denotes how an individual is identified, behaves and
assessed or appraised in the society. It provides a platform in identifying one’s values,
beliefs and practices (Andrews & Boyle, 1995). Human behaviours are regulated by a set
of rules known as norms, which provide a guide for living according to standards
(Andrews & Boyle, 1995).
Values are individual views of what is good or useful. They distinguish what is desirable
15

and undesirable (Andrews & Boyle, 1995). Without culture nor values, the lives of
humans cannot be regulated.
Most people in rural Africa regard human reproduction as a natural process which should
not be interfered with artificially. This belief is supported by the lack of culturallysuitable information and education concerning reproductive health and family planning.
The issue is family planning excludes men who are in most cases making decisions
concerning reproductive health of women and as a result of that most men do not know
much about the importance of family planning and therefore rural African men tend not
to support family planning (Haile et al., 2000).
Many cultures in Africa allow the bride price being paid by prospective husbands or a
specific number of cows are presented to the bride’s family. Since this custom is
honoured by most men, they deem it an advantage of taking their wives as items that they
have bought. This results in the inability of women in deciding on the preferred number
of children or about contraceptive use. In some situations, the failure of a wife in giving
birth can lead to the demanding of the bride price by the man (Ehlers, 1999).
Pretorius (1996) clarified some difficulties that some South African women go through.
They encountered some marital disloyalty originating from the traditions that men can
practice polygamy in marriage. The black men in S/A believe that they have limitless
desires for sex. This provided a way for them to engage themselves in having sex and
giving birth outside marriage or marrying additional wives.
Erasmus and Bekker (1996) specified that, in South Africa, in-laws and other community
members require from the black women to prove their reproductive ability. This posed a
greater challenge to effective use of contraceptives since it was perceived as making
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women sterile. Giving birth to children was the hallmark that was attributed to every real
woman which also represents how wealthy a man is and how his future is secured.
In marriages, where polygamy is practiced, the preferred wife to the husband is the one
with the highest number of children. This is because the number of children describes
how manly a man is (Ehlers, 1999). In this context, women engaged in this kind of
marriage compete among themselves in order to be their husband’s favourite one as
children are seen and considered as valuable assets in the lives of Africans. In this case,
contraceptive use even among adolescents will be very low since they know the
significance of children in the society.
In most Sub-Saharan African countries including Ghana, husband’s approval is often one
of the conditions for a woman to use family planning. This is because traditions give men
the right over women’s procreative power. In such situations, women cannot use
contraceptives unless their husbands approve of it. This is very common in most of the
developing nations because of their male-dominated culture (Akinninola et al., 1998).
In advanced countries, research has found that there is significant impact of husbands’
desire on a couple’s fertility (Wright, 2002). In patriarchal societies, often husbands’ and
in-laws’ approval is a pre-condition for women to practice family planning. Such women
are likely to be punished if they are caught using contraceptives. The fear of such actions
has led to women using modern contraceptives in secret. As a result of this, most of them
prefer the injectable since it cannot be easily identified (Wright, 2002).
According to Caldwell and Caldwell (1987; 1990), having a quite number of survival
children, sons and daughters and more importantly avoiding being childless have some
cultural importance. However, a study conducted by Adongo et al. (1998) in Kassena-
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Nankana area in the Upper East region indicated that fertility behavior can be influenced
by traditional religious messages regardless of their social and economic climate. The
other aspects of sociocultural factors that influence the use of modern contraceptives by
women include their economic status, religion, education, ethnicity, place of residence
and region.
2.3.1 Economic status
The economic status of a woman is a major determinant of her usage of contraceptives.
Women who are within the labour force are more likely to use contraceptives than their
counterparts who are not. This is because women’s economic status has a persuasive
impact on their usage of contraceptives since they cherish their paid jobs. To such
women, increasing the number of children is considered as cost which drains their
income (Oyedokum, 2007). Women with higher education, better financial standing and
an equal position in decision-making have high tendency of utilizing modern
contraceptives.
Ehlers (1999) emphasized on the impact economic status have on contraceptive use. She
stated that African women who have low socio-economic status depend much on their
husbands for monetary support. As a result, it affects women in their ability to determine
solely the number of children to have, the use of contraceptives and their husbands’
extramarital affairs.
The socio-economic status of women has impact on contraceptive use. The low income
of women puts them in a submissive role where they lack self-confidence and self-value
and therefore their husbands have to give them the permission to use contraceptives. The
higher a woman’s economic status, the more confident she becomes and the higher she
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can enjoy her reproductive rights. On the other hand, if a woman earns low income, she
depends much on her husband and consequently loses the right to decide on issues
concerning her reproductive health, including contraceptives use (Troskie & RaliphadaMulaudzi, 1999). This could pose a trouble in the African environment where men’s
dominance of culture and women’s low socio-economic status makes it difficult for
women to accept modern methods of contraception.
Another aspect of socio-economic factors that influence the use of contraceptives is
husband’s education. The economic and social empowerment of a man is directly related
to his educational status which expose them to the access of resources such as choosing
the desired health care services (Mekonnen & Worku, 2011). Therefore, a woman’s
reproductive health is linked to husband’s education. This is because an educated man
does not see having more children as a source of wealth anymore but rather he is
interested in the quality of life of his children. In this context, partners with higher
education have a positive effect on contraceptive use.
2.3.2 Religious Affiliation
Many findings have demonstrated the influences religion has on sexual activity and
contraceptive use (Agadjanian et al., 2009; Gyimah et al., 2006). Several writings have
found that the perception of many people towards contraceptive use and methods of
family planning have been affected by the Catholic Church doctrines which specify that
procreation is the fundamental aim in marriage (Schenker, 2000; Schenker & Rabenou
,1993). On the other hand, there is no prohibition on the use of any form of
contraceptives with regard to the Protestant Christians (LoPresti, 2005). To them,
contraception is viewed as a major tool which helps in carrying out parental
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responsibility, safeguarding the health of women and bettering love in marriages. With
this, it is the couple alone who decide on their family size and the use of modern
contraceptives (LoPresti, 2005; Schenker, 2000; Schenker and Rabenou 1993).
Nevertheless, traditional Protestants see using contraceptives as disregarding or
disobeying what God has said concerning procreation (LoPresti, 2005). Also,
fundamental Muslims consider all methods of modern contraceptive use as disobedient to
God’s law and purposes (Poston, 2005). It has been reported that religious and ethnic
beliefs have been some of the challenging factors to the decrease in the fertility rate of
Sub-Saharan Africans (Bertrand et al., 1979; Caldwell & Caldwell, 1987).
Sometimes, religion could impede the effectiveness in using contraceptives. In Islamic
religion, it is the men who decide on the number of children a woman should have; such
women are not likely to use contraceptives unless their husbands’ allow them (Ehlers,
1999). Measures to modern birth control are not supported by the Roman Catholic
Church but rather give room for natural methods. Since contraceptive use contradict
religious principles and as a matter of fact it is being opposed and as a result, the rhythm
method which has high degree of failure are being used by the women (Bankole et al.,
1998).
However, a study was conducted by Makhetha (1996) on the factors affecting the use of
contraceptives by adolescents. He found out that, the adolescents who associated
themselves to the principles of their religion were less likely to engage in early sex.
Again, Murray et al. (1998) demonstrated that, teenagers who focused on religious
services do not involve themselves in early sexual relations.
Other studies also demonstrated that the differences that occur among religious groups
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are as a result of varied socio-economic and demographic features among the groups
(Addai, 1999a; Iyer, 2002). A study was conducted in Cameroun and Senegal which
examined the impact religion has on decisions made by women concerning their fertility.
He observed that their decisions including those on Family Planning are affected by
religion (Browne, 2012).
Conversely, a Ghanaian study showed that, the level of education of a woman is
important in determining her usage of contraceptives irrespective of her religion. Tawiah
(1997) found that, once women obtain higher education, her religious and cultural
background does not significantly affect her use of contraceptives.
2.3.3 Level of Education
Over the years, researchers have made effort in finding the factors that are associated
with the non-use of contraceptives. Lack of formal education is the greatest challenge
which contributes to the non-use of contraceptives. In Mexico, 883 women were
interviewed where 49.0% were illiterates who had never experienced the usage of
contraceptives while 31.0% who had obtained either primary or secondary education
were using contraceptives (Nazar-Beutelspacher, Molina-Rosales, Salvatierra-Izaba,
Zapata-Mertolo & Hepanin, 1999).
Women could not control her fertility behaviour lest she attains a grade 9 level of
education. A study conducted in Transkei (SA) showed that 67.0% of women who had
gone through education were using contraceptives relative to the 16% of women who
were not educated (Chimere-Dan, 1996). Different studies have shown that if a woman’s
education is low, she is less likely to use contraceptives and vice versa. This is because
women with higher education can understand the issues concerning family planning.
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Therefore, they are more aware of human rights including their reproductive health
(Troskie and Raliphada-Mulaudzi ,1999). According to Fikree, Khan, Kadir, Sajan &
Rahbav (2001) and UN (1993), unwanted pregnancies are mostly high among less
educated women.
In Ghana and Kenya, a study was conducted on women’s education and contraceptive use
and they found out that women with higher education were more likely to use
contraceptives (Tawiah, 1997, Okech et al., 2011 & Crissman et al., 2012). This was
similar to a research conducted by Gordon et al. (2011) in Ethiopia; he also indicated that
women’s education and modern contraceptive use is indirectly linked to clinic attendance.
Despite the argument that level of education has a positive impact on modern
contraceptive use (Tawiah, 1997; Schoemaker, 2005). Curtiz & Neitzel, (1996) argued
that this relationship is by no means universal. For example, a research conducted in
Jordan indicated that women with primary education who used contraceptives were
significantly different from their counterparts in secondary education.
Similarly, Kagya et al. (2008) found that, in Mali, there was no relationship between the
level of education and contraceptive use.
This was challenged by Ezer (1993); he demonstrated the educational level of a spouse is
a strong determinant of contraceptive use. This is because an uneducated woman who is
married to an educated man is more likely to approve of family planning than those
whose partners are not educated.
However, this assertion was also argued against by Ainsworth et al. (1995). They
conducted a study in fourteen Sub-Saharan countries and the finding was that there is no
significant relationship between spouse level of education and a woman’s use of
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contraceptives.
2.3.4 Ethnicity
Previous research has shown different findings with respect to the effect of ethnicity on
contraceptive use. In Africa, some ethnic groups have higher fertility preferences which
make contraceptive use among them to be low (Caldwell, 1982).
It has been shown by several studies that contraceptive usage varies among different
ethnic groups (Addai, 1999b; Bertrand et al., 1979). In rural Guatemala, a study was
conducted to examine the ethnic differences in FP approval. It shown that, there was a
great difference in the approval of family planning among various ethnic groups
(Bertrand et al., 1979). Socio-economic and demographic variations in educational
achievement, the age at which people marry and urban-rural residence are some of the
factors which contribute to differences in contraceptive usage among ethnic groups. The
cultural characteristics of a group are likely to affect contraception through the number of
children desired or feelings about the methods of contraceptives. Ethnicity has been the
contributing factor towards the use of contraceptives among the Fantes and other Akans
in Ghana (Addai, 1999b). In relation to the above, the study shown that the socioeconomic and demographic differences were factors that contributed to contraceptive use
of the individual woman (Addai, 1999b).
Therefore Addai (1999) and Tawiah (1997) revealed that ethnicity is not a major factor in
relation to contraceptive use in Ghana.
2.3.5 Place of Residence
Contraceptive use among women in urban areas are more likely to be high because they
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obtain information about contraceptive methods and have better support for family
planning. In the urban areas, they have improved health services, educational institutions
and media services enjoyed by the people as compared to rural areas. Furthermore, since
women in urban areas have higher possibilities of gaining access to school, through
schooling they can visit health institutions (Gordon et al., 2011).
2.3.6 Region
The residential region of women might affect contraceptive use because of access to
family planning services and knowledge gained about contraception may also be linked
to their culture. For instance, in Ghana majority of Muslims are situated at the northern
part where most of the country’s major cities and advanced infrastructures are lackened.
As a result, contraceptive use in the Northern part of Ghana is lower than the Southern
part (Crissman, 2012).
In conclusion, though many findings have found that age, residential area, length of
marriage, level of education, number of living or deceased children, gender of living
children, prior discussion of family planning, husband’s approval, work status, region,
socioeconomic status, and religion as key factors affecting the use of modern
contraceptive methods, my study will find out how these factors also influence the use of
modern contraceptive among the migrant female head porters. For instance, from the
literature, some scholars argued that the religious background of women have influence
on the use of modern contraceptive. Some argued that religion is a barrier to the use of
modern contraceptive especially for Muslims and Catholics whilst other scholars also
argue that this is not the case because high religiosity makes adolescents less likely to
indulge themselves in early sex. Unfortunately, most of these female head porters are
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Muslims from their place of origin but that is not the case in Kumasi since it is Christian
dominated and therefore the research will find out if their religious background really
influence the use of modern contraceptive among these girls.
Another argument was raised about the educational background of women and how it
influences contraceptive usage. Some argued that there is positive relationship between
education and the use of modern contraceptive, that is the higher the level of women’s
education, the higher women are likely to use modern contraceptives and vice versa.
Conversely, some studies also argued that there is no correlation between the level of
education of women and the use of modern contraceptives but rather a spouse education
is a strong factor since they decide on the desired number of children their wives are
supposed to have. Therefore this study will find out if the educational level of a woman
or the husband influences the use of contraceptives among these migrant female head
porters.
Again, from the literature, ethnicity was identified by some scholars that it has influence
on the use of modern contraceptives. For instance Caldwell (1982) found that some
different ethnic groups in Africa have high preferences for fertility and such societies are
less likely to use modern contraceptive but on the other hand Addai (1999) and Tawiah
(1997) argued that ethnicity it is not a significant factor in contraceptive use and therefore
my study will find out if ethnicity is one of the determinants of modern contraceptive use
among the migrant female head porters.
In terms of region of residence, Crissman et al. (2012) argued that the use or non-use of
contraception is also based on the region of residence of women which have impact on
women’s knowledge on contraception which is associated with culture but this is not the
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case with the target of this study who are living in the urban area- Kumasi.
To conclude, it is clear from the above review that the effects of various factors on
modern contraceptive use vary from one society to another. Actually, there is no
consensus on how knowledge, socio-cultural variables such as economic status, level of
education, religion, ethnicity, place of residence and region actually influence modern
contraceptive use. The disagreements in the literature provide a strong justification for
further studies to be conducted on the determinants of modern contraceptive use in
different areas.
In addition, most of the studies on family planning in Ghana look at various categories of
women within the reproductive age, however the migrant female head porters have been
left out and therefore this study tend to fill that gap.
Also, from the review, the research methods for most studies on family planning used
quantitative approach and sometimes mixed method. For instance, a study conducted by
Akyeah (2007) used a quantitative approach to study 500 women within the reproductive
age at Kwabre District about their knowledge on contraceptive and he found out that
30.5% (122) of the respondents were aware of at least three methods, 4.7% (47) were
aware of seven to nine contraceptive methods and 91.7% (367) knew at least two
contraceptive methods but it did not translate into use. The question is what are the
reasons why even most of the women exhibited high knowledge about contraceptives but
they were not ready to use it? .The study failed to find out because of its quantitative
approach which is one of its limitation but this research is purely qualitative which will
bring out the reasons why the migrant female head porters use contraceptives or not.
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2.4 SOCIOLOGICAL THEORIES THAT EXPLAIN DETERMINANTS OF
MODERN CONTRACEPTIVE USE AMONG MIGRANT FEMALE HEAD
PORTERS
In explaining factors that influence migrant female head porters (kayayees) contraceptive
use, the theory that will be considered is the Health Belief Model.
In 1950, at the US Public Health Service, the social psychologists Hochbaum,
Rosenstock and Kegels first came out with the Health Belief Model. The model helps to
explain and predict different health behaviors. It does so by focusing on the attitudes and
beliefs that a person might have about different health related behaviors or actions. It
further explains that a person makes a health related decision or takes a health related
action based on a belief or perception that something negative could be avoided, and that
they will be successful in taking this health related action. Often, the act of engaging a
health related action is influenced by different variables which include perceived
susceptibility, perceived severity, perceived benefits, perceived barriers, cues to action
and self -efficacy.
Women often use contraception to delay pregnancy, avoid pregnancy, and for child
spacing or limiting. As previously discussed, a health outcome such as contraceptive use
can be influenced by different types of determinants including wealth, culture or religion,
educational level, marital status, place of residence, ethnicity among many others.
PERCEIVED THREAT
Perceived susceptibility (one’s assessment of the possibility of encountering a condition)
and perceived severity (one’s assessment of how serious a condition and its’ effects
would be). The Perceived threat (susceptibility and seriousness) of unplanned pregnancy
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and its resultant condition (i.e. abortion, birth, parenthood) gives the motivation to use
contraceptives. This concept considers the individual feelings of the seriousness of
becoming pregnant, based upon subjective evaluation of social consequences of
pregnancy and childbearing. The migrant female head porters are likely to use modern
contraceptive if they want to avoid unwanted pregnancy or considering the negative
impact of being pregnant (neglect by family members). On the other hand, the perceived
threat (susceptibility and severity) for not using modern contraceptives by the migrant
female head porters can be influenced by fear of side effects of using contraceptive or the
fear of not getting pregnant again at the time of wanting a child.
COST-BENEFIT ANALYSIS
Perceived benefits - This refers to a person's perception of the effectiveness of various
actions available to reduce the threat of a condition. On the other hand, perceived barriers
refer to the individual's feelings on the challenges to performing a recommended health
action. There is great difference in a person's feelings of barriers, or challenges, which
lead to a cost and benefit analysis. The person weighs the effectiveness of the actions
against the perceptions that it may be dangerous (e.g., side effects), unpleasant (e.g.,
painful), time-consuming, or inconvenient. In relation to the use of modern contraceptive
among the migrant female head porters, the perceived barriers might include their income
level, religious background, cultural background, difficulty in communicating sexual life
to outsiders and spousal communication. For instance, the low financial status of the
migrant female head porters’ puts them in a passive role, where they lack confidence and
self-value. Therefore, husbands have to give their consent first before wives can use
contraceptives. Also their religious affiliation (especially the Catholics and the Muslims)
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can be a hindrance for not using modern contraceptive. Again if these migrant female
head porters are from societies where having more children is of much value to them
(high fertility preferences), these migrants are less likely to use contraception. In other
words if the migrant female head porters’ perceive the use of contraceptive as rendering
women infertile, then the effectiveness of contraceptive use become a challenge.
On the other hand, if the perceived benefits of using contraception, that is avoiding
unwanted pregnancy, spacing of childbirth which gives mothers (the migrant female head
porters) more time to care about their child and themselves, then the migrant female head
porters are likely to use modern contraceptives.
The weighing of the two sides -thus the advantages and disadvantages of using
contraception will determine whether the migrant female head porters will use
contraception or not.
CUES TO ACTION
Cues to action are events or strategies that increase one’s motivation. The use or non-use
of contraception by the migrant female head porters will be influenced by their
knowledge on contraception which is based on the awareness and education on modern
contraceptives, availability and access to family planning services.
SELF-EFFICACY
This refers to the level of a person's confidence in his or her ability to successfully
perform a behavior. The self-efficacy of the migrant female head porters to use
contraception is based on their level of education, their partners’ level of education and
occupation. According to Troskie and Raliphada-Mulaudzi (1999), women with higher
education can understand the issues concerning family planning than their counterparts
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who have low educational status. This is because highly educated women are more aware
of their human rights including their reproductive rights.
In relation to the above, Ezer (1993) demonstrated that the educational level of a spouse
is also a strong determinant of modern contraceptive use among women. This is because
an uneducated woman who is married to an educated man is likely to approve of family
planning than those whose partners are not educated.
2.5 Conceptual Definitions
Modern contraceptives mean the new deliberate methods used by women and
sometimes men to prevent pregnancy, control the number and spacing of children in a
family. These include female and male sterilization, pill, IUD, injectable, implant, male
and female condom, vasectomy, diaphragm, foam/jelly and emergency contraception.
Migrant female head porters commonly known as “kayayee” is a name given to a girl
or women who are largely from the northern part of Ghana and works at the market
places of large cities as a head porter- carrying the loads of shoppers in head pans for a
fee.
Sociocultural factors is defined as how one’s social and cultural background influence
the use of modern contraception which includes economic status, religion, education,
ethnicity, place of residence, region among others.
Education is one’s ability to read and write
Religious affiliation is one’s denominational affiliation. Eg Catholic
Place of residence- urban or rural
Region – northern sector and southern sector

30

CHAPTER THREE
RESEARCH METHODS
3.0 Introduction
This chapter presents the methods of the study. However, it will begin with the profile of
the study area to the methodology which includes research design, sources of data,
population of the study, number of study participants, data collection, data analysis and
finally ethical consideration.
3.1 Profile of the study area
The Asokore Municipal Assembly was carved out of the Kumasi Metropolitan Assembly
due to the growing population of the Kumasi Metropolis.
The total land area of the municipality is 23.91 km2 and it is located to the North-Eastern
part of the Kumasi Metropolis. The municipality shares boundaries with Kumasi
Metropolitan Assembly (KMA) to the East, South and West, Kwabre East Municipal to
the North-West and Ejisu-Juabeng Municipal Assembly to the South-East. Even though
the land size of the municipality is small, it has 10 electoral areas namely; Aboabo No.1,
Aboabo No.2, Adukrom, Akurem, Asokore Mampong, Sawaba, Asawasi, New Zongo,
Sepe-Tinpom and Akwatialine.
3.1.1 Size of Population, Composition and Structure
According to the 2010 Population and Housing Census, the population size of Asokore
Mampong Municipality is 304,815 which represent 6.4 percent of the total population of
Ashanti Region. It has a sex ratio of 91.7. The Municipality shows a youthful population
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with more than half (58.3%) of the population below 24 years (Ghana Statistical Service,
2014).
3.1.2 Fertility, Mortality and Migration
The Municipality has the Total Fertility Rate of 2.8 where the General Fertility Rate is
80.6 births per 1000 women aged 15-49 years and Crude Birth Rate (CBR) is 23.3 per
1000 population. The crude death rate (CDR) for the Municipal is 5.2 per 1000. About
44,887 representing 40.5 percent of the migrants in the municipality were born
somewhere else in the Ashanti Region whereas 3,519 of them were those born outside the
country (GSS, 2014).
3.1.3 Household Size, Composition and Structure
The total number of households in Asokore-Mampong municipality is 72,478 with an
average household size of 4 persons. The largest proportion of the household members
constitutes children accounting for 40.6 percent and spouses 10.3 percent. Nuclear
households (head, spouse(s) and children) constitute 30.1 percent and single parent
nuclear also form 11.7 percent of the household structure in the Municipality (GSS,
2014).
3.1.4 Marital Status
Approximately, out of the population aged 12 years and above, four in every ten
constituting 40.5% are married, a percentage of 48.5 are not married at all and 24% are
engaged in consensual unions. For five of every 10 females who are aged between 25
years and 29 years constituting 54.1% are married compared to their male counterparts
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who are just 20.6%. Widowed women who are at age 65 and above constitute 58.4%
whereas 9.9% are widowed men. Out of the married people, 31.8 percent have no
education whilst 11 percent of never married persons also have not gone through any
education. Roughly, out of 10 married population (75%), 8 are employed 4.3% are
unemployed and 20.7% are economically inactive. A larger percentage of those who have
not married at all (55.1%) are not active economically and 4.6 percent of them are also
unemployed (GSS, 2014).
3.1.5 Literacy and Education
Among the literate population aged 11 years and older is 77.3% whilst 22.7% are
illiterates. Among the literates, 59 percent can read and write in both English and a
Ghanaian language. Three years and older constituting 19% of the population have never
been to school whereas 39.7 percent are presently in school and 41.3 percent have
formerly attended school (GSS, 2014).
The municipality has 277 different educational facilities, 137 of which are private and
139 public. Pre-schools number up to 93, Primary schools are 101, Junior High schools
are 76, Senior High schools (5), one Tertiary school and one Special school. However,
there are no Vocational/Technical Institutions.
The municipality has two (2) community ICT Centres located at Asawase and Adukrom.
That notwithstanding, almost all the primary to tertiary educational institutions have ICT
laboratories.
3.1.6 Economic Activity Status
Out of the population, 66.9% of the populace aged 15 years and above are active
33

economically whilst 33.1% are economically inactive. Ninety-two percent (92%) of the
economically active population is employed whereas 7.4% is unemployed. Students
(50.7%) constitute a greater proportion of the economically inactive ones, 25.0 percent
perform home duties and 3.1 percent are disabled or too weak to work. Out of the
unemployed population, five out of ten (51.6%) of them are in search of jobs for the first
time, 36% are engaged in the service and sales work, 27.1% are involved in
craftsmanship works and associated profession, 14.2% are engaged in basic works and
only a percentage of 1.9 are trained agricultural, forestry and fishery workers. In service
and sales work, there are more females (51.5%) than males (20.7%) whilst in the
craftsmanship work and associated professions, males (37.1%) are more involved than
the females (17.1%). Approximately, out of the labour force, 53.3 percent are selfemployed. The proportion between females and males is 64.2% and 42.5% respectively
(GSS, 2014).
3.1.7 Religious Affiliation
The major categorizations of religious groups in Ghana are Islam, Christianity,
Traditionalists and others. Islamic religion constitutes 55.4 percent of the Municipality
population, followed by Christianity (41.8%). The Christian religious group splits into
Pentecostals/Charismatic (16.0%), Protestants (10.4%), Other Christians (7.8%) and
Catholics (7.6%).
The total proportion with no religious groups constitutes 2.0 percent, followed by other
religious groups (0.6%) and Traditionalists (0.3%). Only two percent of residents in the
Municipality have no religion.
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3.2 Research Design
This study was a qualitative research which used a case study design. The rationale for
using qualitative method was that, it is multi-method in focus, studying phenomena in its
natural setting and also interprets phenomena in relation to the meanings people bring to
them (Denzin and Lincoln, 1994).
Again, qualitative research method is less driven by specific hypothesis but is more
concerned with emerging themes and idiographic descriptions (Cassell & Symon, 1994).
It also involves gathering and examining of data in terms of words and meanings, rather
than statistics (Denzin & Lincoln, 2000; Ogier, 2002; Punch, 2005). It interprets and
contextualizes meanings from people’s beliefs and practices; that is, social reality is
human creation (Denzin & Lincoln, 2011). One of the designs of a qualitative research is
Case study design.
The purpose of a study and the design chosen by a researcher determines whether a case
study would be considered as quantitative or qualitative research. For a case study to be
considered as qualitative, the meanings and experiences of the subjects is of interest to
the researcher rather than generalizing results to other groups of people. Hypothesis can
be generated from case studies but case studies cannot be used to test hypothesis
(Younger, 1985). It also examines detailed and intensive analysis of a single case.
Therefore due to its adaptability to different research questions and different settings, the
researcher used case study design. As such, case studies also give the researcher the
opportunity to gain an intensive and holistic view of the research problem and may be
facilitated by describing, understanding and explaining a research problem (Baxter &
Jack, 2008; Tellis, 1997a, 1997b).
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Again, it also gives the benefit of studying a research problem in detail and in context
particularly where there are more variables of interest. Moreover it provides the use of
multiple sources of evidence which allows triangulation of findings (Yin, 2009). Even
though case study has some limitations including its difficulty in generalizing to larger
societies and also looking at a particular case, in this study, i think case study design is
the best design in getting the required data.
The type of study was an exploratory study. Exploratory research tends to study new
problems on which little or no previous research has been conducted (Brown, 2006).
Again, Burns and Grove (1998) explained exploratory research as a study conducted to
gain new insights, discover new ideas and/or increase knowledge of a phenomenon.
3.3 Sources of Data
For the purpose of this study, both primary and secondary sources of data were used to
collect the data. Primary source of data refers to original materials on which research is
established. They are firsthand information concerning a topic under consideration. With
this type of data source, information is presented in its original form, without being
interpreted or condensed or evaluated by other writers. Therefore the primary source of
data was gathered through in-depth interviews. Secondary source of data on the other
hand are established documents which include previous research, official statistics, web
information, encyclopedias among others.
3.4 Population of the Study
The Asokore-Mampong Municipality has a population of 304,815 including the migrant
female head porters (Ghana Population and Housing Census, 2010). Due to the mobility
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of these migrant female head porters and where they live, it is difficult to know their total
number but it can be estimated that about 5000 migrant female head porters live within
the municipality.
3.5 Selection of respondents
The Asokore-Mampong Municipality has ten (10) electoral areas and all in Asawase
Constituency. The electoral areas include Aboabo No.1 and No. 2, Akorem, Sepe
Timpom, Adukrom, Asawase, New Zongo, Sawaba, Asokore-Mampong and Akwatia
Line.
The researcher grouped the towns within the municipality into two clusters where we had
the Zongo communities and non-zongo communities. Within the Zongo communities,
about 65% of the people are from the Northern part of Ghana with different ethnic
backgrounds and the non-zongo communities, most of the people are Akans with other
ethnic groups like Guans and Ewes
The non-zongo communities include Asokore-Mampong, Sepe-Timpom, Adukurom, and
Akorem. The Zongo communities include Aboabo No. 1 and No. 2, Asawase, Sawaba,
New zongo and Akwatia line where most of the migrant female head porters have their
shelters. Within the zongo communities, there are suburbs where the migrant female head
porters are aggregated and have their shelter. These environs include Akwatia-line,
Dagomba-Line and Bombay. Therefore the researcher purposively selected these three
communities for the study.
Similarly , the researcher used purposive sampling for the selection of the respondents.
Specifically those who can speak the Twi language well, willing to talk and also have
been in the ‘kaya’ business for at least six months.
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In addition, the respondents should be between the ages of 18 years and 35years, whether
married or unmarried or have children or not were all part of the inclusion criteria.
Eight respondents were selected from each of the three towns, totaling twenty-four
respondents for the in-depth interview.
Due to the nature of the work of the porters, the researcher went there on Sundays to
collect the data but before the interview starts, the researcher engage in informal
conversation with potential respondents. After which the consents of the porters are
sought.
3.6 Data Collection
Data was collected through the use of in-depth interviews. Unstructured interview guide
was designed to assist the researcher in the collection of the data.
According to Kahn and Cannell (1957), they defined interviewing as a conversation with
a purpose. It is a form of interview which is used by researchers to obtain full
understanding of the interviewee’s opinion or circumstance. This type of interview
includes inquiring from the informants with an open-ended questions and probing further
wherever necessary to get data considered useful by the researcher. It can also be used to
study interesting areas for additional investigation (Patton, 1987).
The in-depth interviews provided much more detailed information than what is available
through other data collection methods, such as surveys (Kothari, 1985).
A digital audio-recorder was used to record the in-depth interviews and was
complemented with written interview notes on paper. All the data was crosschecked by
the researcher for completeness and accuracy of the data on a daily basis. The data was
transcribed word to word/verbatim and translated from Twi language into English by the
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researcher. These transcripts were used for detailed analysis
The researcher intended to do focus group discussion with the migrant female head
porters but due to the nature of their work it was very difficult in organizing them. More
importantly, due to the kind of the study most of them were not willing to share their
experiences in a group due to stigmatization.
3.7 Data Analysis
A thematic analysis approach was used in analyzing the data. The researcher read and
reread all of the transcripts several times to be familiar with the data and to identify
predetermined and emerging themes from the data. Manual analysis technique was
employed for the data analysis which was in line with the study objectives.
3.8 Ethical Consideration
The researcher has a moral responsibility to take into account the rights of the informants
who are expected to provide this knowledge (Streubert & Carpenter, 1999). The
researcher is obliged to maintain trust between the informants and her or him and to
respect the informants as autonomous beings thus enabling them to make sound decisions
(Burns & Grove, 1998; Polit & Hungler, 1999; Streubert & Carpenter, 1999). The
researcher assured the informants about their rights to confidentiality, anonymity and
privacy and was asked to withdraw from the study at any time.
Confidentiality protects participants in a study so that their individual identities are not
attached to the information that they provide and will not be publicly disclosed
(Lobiondo-Wood & Haber, 1997; Polit & Hungler, 1995). Confidentiality implies that
any information given by the informants is not publicized or made known to others who
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are not directly involved in the study. Anonymity protects the informants in a study so
that even the researcher cannot link the subject with the information provided (LobiondoWood & Haber, 1997; Polit & Hungler, 1998). Anonymity of a person or an institution is
protected by making it impossible to relate aspects of data to a specific person or
institution. The researcher assured them of confidentiality and anonymity by ensuring
that the data obtained were used in such a way that only the researcher and the research
assistance knew the source. This means that the names of the informants were not used to
identify the data. As stated by Polit and Hungler (1999), a promise of confidentiality to
informants is a guarantee that any information the informants provide were not publicly
reported or made accessible to parties other than those involved in the research. To ensure
confidentiality and anonymity, the informants were only identified numerically.
Again, the research participants were given the right to withdraw from participating in the
study if they so wished without being prejudiced. Their rights were explained to them
before they were engaged in the research and during the interview period. Throughout the
study, participants were informed about the voluntary nature of participation in the
research and about the possibility of withdrawing at any stage.
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CHAPTER FOUR
PRESENTATION AND ANALYSIS OF DATA
4.0 Introduction
This chapter presents the results and analysis of the study. Twenty-four (24)
migrant female head porter were interviewed in Akwatia line, Dagomba line and
Bombay, all in Asokore-Mampong Municipality. A thematic approach was
employed in the analysis of data. The analysis focuses on the research objectives
which have been structured as follows; the knowledge migrant female head
porters have about modern contraceptives, the level of utilization of modern
contraceptives among migrant female head porters and the socio-cultural factors
that influence modern contraceptive use among migrant female head porters.

A TYPICAL FIELD SETTING OF THE STUDY AREA
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4.1 Demographic Characteristics of Respondents
The socio-demographic profile of the migrant female head porters was collected
to provide vital information about respondents on which better conclusion could
be drawn.
4.1.1 Age of Respondents
The study was conducted in Asokore-Mampong Municipality where twenty-four
migrant female head porters were interviewed. Sixteen (16) of the respondents
were aged between 19 years and 34 years whilst eight (8) of them also did not
know their age. Those who did not know their age had no basic education or
were drop out from school at the early primary.
According to Oni and McCarthy (1986) and Blum (2007), a woman’s age
determines her tendency to use modern contraceptives to control birth or stop
birth. From the field, most of the migrant female head porters who were between
the ages of 19 years and 26 years were not willing to use modern contraceptives
as compared to their counterparts who were above age 30. According to one of
the respondents, she stated;
“ Am just 20 years and too young to be using these family planning
methods because am not yet done giving birth” (Respondent 6)
Another respondent also opined;
“ You see when you are young like me; am just 24 years and my family
expects me to have more children so when you start using modern
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contraceptives, it will not help because I still have a lot of unborn
babies inside me” (Respondent 22)
The researcher found out that, the younger a migrant female head porter is, the
higher the unwillingness to use modern contraceptives and vice versa. This is
because most of them were within the sexually active age group and the desire to
have more children within that age group is high. In most Ghanaian societies
especially people from northern part of Ghana expects young women to have
children even within their teen age to prove their fecundity.
In line with the above, a migrant female head porter who reported to be thirtyone (31) years of age said that;
“At my age, I have given birth to the number of children I wanted
because I got married at the age of eighteen years and I already have six
children so the rest of my life is to enjoy myself so I use these modern
contraceptive to protect myself and it has really helped me”
The argument has to do with the age at which the girls enter into marriage. Most
of them marry as early as age 16 and by the time they got to age 30, they have
had the desired number of children they wanted and that is the reason why those
who were above the age of thirty were willing to use modern contraceptive as
compared to their counterparts who were within their twenties. This is in line
with a research conducted by Curtis and Neitzel (1996) which reported that the
use of modern contraceptive was higher among women above 30 years than
those below. Again, a study conducted by Soeradji and Hatmadji ( 1982) found
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out that women with few children are less likely to use contraceptives for birth
stoppage than their counterparts with many children.
4.1.2 Marital Status
Out of the twenty-four (24) respondents who participated in the study, nineteen
(19) of them were married whilst five (5) of them were not married. From the
nineteen (19) married women, five(5) of them live with their husbands and the
rest had only come down from northern Ghana to the south here (Kumasi) to
work as porters for money to support their husbands and extended families in
their hometowns.
The married women who live with their husbands' were asked if they were using
any form of modern contraceptives. One of them reported;
“Why do you have to use these modern contraceptive?. Because you
married with a sole purpose of procreation so if you do not want to
conceive then do not marry” (Respondent 8)
The researcher therefore probed further for the respondent to explain her
argument that the “sole purpose of marriage is procreation” and she stated;
“My sister (referring to the researcher) if marriage is not about
procreation, then what else again? Tell me! All other things in marriage
are not important as having children, so to me I will not use these modern
contraceptive”

44

Respondent 6 also explained;
“if your husband hears that you are using contraceptive he can even
divorce you. Your husband has paid the bride price to ask for your hand
in marriage so if he gets to know that you have subscribed to family
planning to delay conception he can divorce you. He wants you to
conceive as many children as possible”
The value of children in marriage is very important especially within the African
context. If a woman cannot give birth in marriage, her husband can easily be
promiscuous and bears children outside his marriage, and/or marry additional
wives. This is one of the normal practices in most northern societies and it has
been a disincentive for the married migrant female head porter to use modern
contraceptives. Again, quite a number of the married migrant female head porters
were not ready to use modern contraceptive because their husbands disapprove
of it. This observation is in line with the findings of a research conducted by
Wright (2002) which reported that, in patriarchal societies often husbands’ and
in-laws’ approval is a pre-condition for women to practice family planning. Such
women are likely to be punished if they are caught using contraceptives. The fear
of such actions has led to women using modern contraceptives in secret
Again, the findings of this research goes on to challenge a study conducted by
Maharaj and Cleland (2004), which reported that unmarried women are less
likely to use modern contraceptives than their married counterparts. This was not
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the case in the present study where the married “kayayees” were not ready to use
any form of contraceptives as compared to the unmarried ones.
On the other hand, the migrant female head porters who were not living with
their husbands also shared their views;
One of them pointed out;
“ There are some of us who did not bring our husbands with us and we
engage in extra marital affairs so we do family planning so that we do
not get pregnant” (Respondent 14)
The researcher asked further why they engage in extra marital affair and she
indicated;
“Hmmmmmm” is not us “oooo”. Life is not easy here. Our work does not
fetch us much and you know people from the north we work for our
husbands and family so when you come to the southern part like this, they
expect that you bring something back home so we do that so we can get
small money for ourselves and our husbands at home”
In many African cultures and even in the developed world, married women are to
keep their fidelity in marriage and one of the ways a married woman is seen to be
infidel is when she is pregnant with another man and therefore majority of the
migrant female head porters (kayayees) who were not staying with their
husbands use modern contraceptives in secret to avoid pregnancy so that their
husbands will not see them as promiscuous in the marriage..
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Those who were unmarried were also interviewed, one of them stated;
“I have a concubine. Am not yet married but I do have sex with him and
if I get pregnant whilst am not married is against our custom and the
elders will punish me so I use modern contraceptive to protect myself
from pregnancy until I get married” (Respondent 10)
Children born out of wedlock are not acceptable in most Ghanaian societies
especially on the part of women. In some cultures, such women can even be
punished. Those who find themselves in cultures like that are likely to use
modern contraceptive methods in secret to avoid pregnancy so that they do not
fall victims. In support of the above, Teye (2004) found that in some societies the
level at which contraceptive is used among married women may be as high as
that of young unmarried women
4.1.3 Educational Background
In terms of educational background, ten (10) of the migrant female head porters
had completed upper primary six, six (6) of them reached J.H.S 2 and was
dropped out because they were given hand in marriage by their parents and eight
(8) of them had never been to school. Though there was not much difference in
the educational level of the migrant female head porters in Asokore-Mampong
Municipality but those who got to J.H.S. 2 could read and write, understands the
issues of family planning better than their counterparts who had never been to
school.
In an interview with one of them, she indicated;
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“I reached J.H.S 2 and I got married. I like education. Though I did not
go far, I can read and write “small small” even with this little education I
had. Sometimes when we go to the hospital with our sisters who had
never been to school, the health workers find it difficult in treating them
because they cannot even tell their age and spell their names”
(Respondent 4)
Educational level of women is significant when it comes to family planning and
contraceptive use. This is because women with higher education can understand
the issues concerning family planning better. Therefore, they are more aware of
human rights including their reproductive health.
The findings of this research supports several other studies that have
demonstrated that the higher the level of education a woman has, the more likely
she is to use contraceptives and vice versa (Fikree, Khan, Kadir, Sajan & Rahbav
2001; UN 1993). Again, according to Troskie and Raliphada-Mulaudzi (1999), a
less educated woman cannot enjoy her reproductive rights such as using
contraceptives to plan their families.
4.1.4 Religious Background
Many findings have demonstrated the influences religion has on sexual activity
and contraceptive use (Agadjanian et al., 2009; Gyimah et al., 2006).
From the data, twenty-three (23) out of the twenty-four (24) respondents were
Muslims and one (1) was a Christian.
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Most of the Muslim migrant female head porters shared their views on
contraceptive use. Respondent 24 pointed out;
“In Islam, it is men who determine the number of children to have not you
as a woman. The women are just like a container. You make yourself
ready to be filled which means as a woman you just have to make yourself
available anytime your husband wants to impregnate you. So please you
do not have to use these modern contraceptive to avoid pregnancy”
Religion is considered as one of the socio-demographic factors that influences
the use of contraceptives. From the field setting, majority of the respondents
expressed their unwillingness to use contraceptive. The number of children born
to a woman in most Ghanaian societies is decided by men. In Islamic religion,
women are passive where men are active in decision-making even concerning
their reproductive rights. Muslim women tend not to use modern contraceptive
unless their husbands allow them. The study support a research conducted by
Ehlers (1999) which demonstrated that religion could impede the effectiveness in
using contraceptives. In the Islamic religion, the women allow the men to decide
on the number of children needed. Such women are not willing to use
contraceptives.
4.1.5 Ethnic Background
Previous research has shown different views with respect to the effect of
ethnicity on contraceptive use. In Africa, some ethnic groups have higher fertility
preferences which make contraceptive use among them to be low (Caldwell,
1982).This study was no different from past research. From the data, nineteen
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(19) of the migrant female head porters were Dagomba, three (3) of them were
Mamprusi and two (2) were Gonja.
In an interview with respondent 1, she explained;
“We are mix here. We have Dagomba, Mamprusi, Gonja and the rest.
Each tribe has their culture and how they see things. You see, the
Dagomba people, we are like the Ashanti’s. We are the civilized people
among the other ethnic groups in the north. So for us we do not like
giving birth to more children because we want to take good care of them
in terms of education so we use these modern contraceptive methods to
well space our children but the others like Mamprusi people ”hmmmmm”
my sister (referring to the researcher), they love to have more children
and they will never practice family planning”

The researcher probed further to know what the respondent meant by “We are the
civilized people” in relation to contraceptive use and she responded;
“We are confident in the things that we do. Every Dagomba woman is
courageous and they planned about their family well”
One’s ethnic background and contraceptive use differ from one society to another
and therefore whether a woman’s ethnicity will influence the use of
contraceptives or not depend on other demographic characteristics like their level
of education, marital status, age, religion, values and beliefs.

50

However, it should be noted that respondents frequently visit their hometowns in
the northern part of Ghana and this can influence their use of contraceptives or
not.
4.2 Knowledge on Modern Contraceptives
Knowledge on modern contraceptives is considered as one of the significant
factors associated with effective use of the methods. In order for the individual
to make informed decisions about family planning, they need to have adequate
information about the available methods of contraceptives.

The researcher showing the respondent the different types of modern
contraceptives
From the field, most of the migrant female head porters knew about family
planning especially modern contraceptives. Majority of the respondents could
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explain what family planning means and describe some of the types of modern
contraceptives. The following are some of their views;
“Family planning is for protection that is to space out your children to
have some strength” (Respondent 2)
“When you realize having plenty children would be a problem in terms of
caring for them, having sexual intercourse with your husband while you
want to avoid pregnancy, you can resort to family planning.”(Respondent
3)
“It is for protection so that you will space out your children. Again, it is
useful when one want to reduce the number of children” (Respondent 4)
It is expected that the more people know about modern contraceptives, the more
likely they will use them. Unfortunately most of the migrant female head porters
in Asokore-Mampong Municipality explained that they knew about family
planning but were not willing to use these modern contraceptives. The findings
of a study conducted by Akyeah (2007) in Kwabre District depicted that most of
the women had high level of knowledge about contraceptive but this does not
translate into the use of modern contraceptives.
Similarly, a research conducted by Ghana Demographic Health survey (2008)
also supports that women and men in Ghana in general are knowledgeable about
family planning methods especially modern contraceptives. The findings
suggested that knowledge and familiarity with modern contraceptive are not
barriers to modern contraceptive use which the findings of this study is in line
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with. Majority of the migrant female head porters were familiar with modern
contraceptives but were not willing to use them.
4.2.1 Source of Knowledge Regarding Family Planning/Modern
Contraceptives
Improving reproductive health by use of modern contraceptive methods has a
positive impact on women’s overall health and quality of life. To have this
beneficial effect, appropriate source of information on modern contraceptives is
very important. This is because inappropriate source of information (e.g.
information from friends and relatives who are not health professionals) can
affect the kind of message users and non-users receive which can lead to non-use
or unsatisfactory usage of contraceptives.
Majority of the respondents who are already having children said that they do get
their information on family planning during antenatal care in hospitals. In an
interview with one respondent, she stated;
“Oh, I am aware of so many things regarding family planning because
whenever I am pregnant and I go to the hospital, since I am always close
to where they are I benefit from the education given to patients on family
planning. First, they conduct a test and upon the results you are given the
one that is best for you. They teach quite a lot of things” (Respondent 4).
Another respondent also opined;
“I heard it from the hospital when I went there. When I went there my Twi
was not good so I did not understand what they said and I came back. By
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then I was pregnant. Later when my Twi was good, I went back so I
heard” (Respondent 15).
Others also said that they do get their information from friends and relatives who
have once practiced one of the family planning methods. For instance,
Respondent 14 indicated;
“I heard of family planning here in Kumasi, a friend told me”
Respondent 13 also pointed out;
“Personally, I have not done it before. I heard it from a friend from
somewhere”
A few respondents also reported that their source of information is through the
television and radio and sometimes announcement through public vans. For
instance Respondent 19 said;
“As I said, I just heard them announcing it on public van so I can’t really
tell”
The level of awareness on a range of contraceptive methods provides a rough
measure of the availability of family planning information in the country. For
instance, in countries where people have more exposure to family planning
messages on radio and television, people are aware of more methods (JHUCCP,
2001). This implies that when people have access to right information about
family planning, it is likely to increase their motivation to use contraceptives.
Unfortunately majority of the migrant female head porters do not have access to
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radios and televisions due to financial constraints and depend much on the
information that friends and relatives give to them which might affect the
efficacy of family planning and the informed choices that they make. This is
because the varied source of information from friends and relatives may be from
their personal experiences which lack credibility.
4.2.2 Types of Modern Contraceptive Known
Respondents were familiar with different family planning methods, especially
modern contraceptives. The most commonly cited methods by the migrant
female head porters were the pills, implants and the injectable.
One of the interviewee stated;
“There is a type you insert it on your hand, the injection type and the type
you will swallow. Each has got its’ own function” (Respondent 3).
Respondent 11 also indicated;
“I am told we have pills and the one that is placed inside your arms”
Again, Respondent 8 added;
“You can take injection or it will be inserted in your upper arm”
Few also knew about the female sterilization method. In an interview with one of
the respondents she opined;
“One of the family planning methods I know is turning of the womb”
(Respondent 1).
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The researcher probed into “the turning of the womb” and she explained further
that;
“This is mostly done for women who have been operated before or have
been operated for the third time. Such women, they cannot give birth for
the fourth time so the doctor will do that. A sister of mine for instance she
was always operated when she is going to give birth so the doctor did
that for her on her third child”
The researcher asked further questions on how the doctors do that and she
responded,
“I am not a health worker so I cannot tell how they turn the womb but I
know there is something like that so that she will not give birth again”
It is interesting to note that indifferent approaches to Family planning/birth
spacing still strongly prevail among migrant female head porters in AsokoreMampong Municipality. Most of them have their own way of spacing out their
children which had no scientific basis. The majority of the migrant female head
porters still seemed resistant to accept the use of modern contraceptives and was
not in much favor of family planning. One of the participants stated;
“I do take a lot of Nescafe if I want to sleep with my husband and I do not
want any pregnancy. It has really helped me for the past 2 years ’’
(Respondent 10)
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The researcher made an inquiry into how nescafe could be used to avoid
pregnancy and she explained;
“My sister (referring to the researcher), nescafe is prepared from
traditional herbs and these herbs are strong which can make a woman's
womb very hard for a man's sperms to fertilize”
The researcher then asked the respondent to name one of the herbs used in
preparation of nescafe that makes a woman's womb hard and she responded;
“I do not know the name. Unless I see some of the herbs around and I
can show you and the hard womb too means your womb becomes
resistant to sperms”
Respondent 15 added;
“The moment the man ejaculates; I will quickly get up and use hot water
to cleanse my vagina to neutralize all the sperms”
A question was raised on the use of the hot water and she said;
“My sister (referring to the researcher) you and I know hot water can kill
germs and so can it kill sperms. So as I sit on the very hot water the
vapour enters me and that is the end of the life of the sperms”
Most of the participants were knowledgeable of at least three modern
contraceptive methods with injectable being the most commonly known method
which is also in agreement with a study conducted by Ghana Demographic and
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Health Survey (2008) which indicated that the most commonly known methods
were male and female condoms, Pill, and injectable
4.3 The Level of Utilization of Modern Contraceptive
4.3.1 Current contraceptive use
The majority of the migrant female head porters across all study locations were
not using any contraceptive methods mainly because they wanted more children,
had negative perceptions about family planning, or had concerns about sideeffects. One of the respondents stated;
“I will not do family planning because I do not want to be barren”
(Respondent 19)
Another interviewee also indicated;
“A sister of mine testified to me that she has used it and afterwards she
was unable to conceive for three years. She finally stopped using it and
she was able to conceive.” (Respondent 12)
Respondent 15, for her part explained;
“The risk associated with family planning puts fear in so many people.
For instance, there are situations where clients have been rendered
infertile because of family planning”
Linking the use of contraceptive methods to infertility is one of the widely held
perceptions that emerged. Though there is no scientific basis for that, women in
most part of Africa including Ghana generally believe that the use of
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contraception is inappropriate for young women who had never given birth
before and that their use could make them infertile (Adongo et al., 2013).
The fear and misconceptions among the migrant female head porters seem to be
associated with negative and unpleasant results in relation to the use of modern
methods of family planning by former users. One is related to loss of fecundity
by women or delays in childbearing when contraceptive uses are stopped.
This is challenging because in our society, the value placed on children is high
and even more pronounced in Northern part of Ghana where the number of
biological children a man has customarily determines his wealth (Adongo et al.,
1998). These factors entangled with other social consequences such as social
stigma, the fear of being abandoned by partner and misconception of side effects
of contraceptive methods creates an unfavuorable environment for future users.
This is in support of a study conducted by Jones et al. (1985) which found out
that the safety and the feeling about particular contraception methods determine
the attitude that one will develop towards family planning. Another study
conducted by Darroch et al. (2001) also found out that the views of adolescents
about contraceptive methods, fear of negative consequences and assistance from
parents and societal views differences towards the sexual life of adolescents
determine their level of utilization of contraceptives.
In contrast to this position, there were only few respondents who used modern
methods of family planning as these ensured better health of the mother and
child. One of the migrant female head porters opined;
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“I wanted to protect myself. The economy is bad and money is not in the
system so if you do not reduce the number of children you only over
burden yourself so I needed to protect myself” (Respondent 1)
The ability to delay and space childbearing is crucial to women’s social and
economic advancement. Women’s ability to obtain and effectively use
contraceptives has a positive impact on their education and workforce
participation, as well as on subsequent outcomes related to income, family
stability, mental health and happiness, and children’s well-being (Sonfield A. et
al., 2013). However, this was not different from the study where few of the
migrant female head porters who were using any form of modern contraceptive
acknowledged that family planning has helped them in terms of child spacing
and has also given them more time to work as porters which increase their daily
income. Again they recognized that, the utilization of contraceptive has delayed
their child bearing which has helped them to provide the basic needs for their
living children.
Besides these, majority of the migrant female head porters have their own natural
way of spacing out their children. Most of them reported that, their husbands are
in the northern part of Ghana and they are in the southern part to find greener
pastures. Therefore when they want to conceive they go to their husbands and
come back to the southern until they give birth and the child grows to a certain
age which was subjective. The following are some of their views;
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“I know of secure, the rest, I cannot mention their names. Moreover, I
have not done it before. My husband has travelled that is why I have not
conceived after the first born” (Respondent 1)
“As I said, my husband is not here. I have sent my eldest son to my
mother at Atebubu in the Brong Ahafo region so when I want to give
birth, I will travel to my husband” (Respondent 5)
“My husband is in the north, so if I want to conceive I will go there and
come back if I realise am pregnant” (Respondent 6)
The researcher then asked; “before they go back to the north to see their
husbands, what do they do here so that they do not get pregnant”?
Respondent 1 explained;
“I do not do anything. You see our work is difficult and tiring.
Sometimes you can leave the market place around 7:00 p.m., walk to your
house and when you get home you are already exhausted so the desire for
sex is not there”
Respondent 5 also stated;
“My sister (referring to the researcher), it is sometimes not easy for us.
You might wish your husband is around so that you can enjoy with him
but we are in Kumasi for a purpose so if you do not make up your mind
what brought you here then you will be moving from one man to another.
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So when I work for some time and I accumulate money then I go to my
husband in the north”
The common natural family planning method known are the Lactational
Amenorrhea Method (LAM), the Rhythm method and periodic abstinence (the
use of calendar) but from the study it was found out that one of the natural ways
the migrant female head porters in Asokore-Mampong used in spacing out their
children is their distant marriage where most women stayed faithful when their
husbands' are not around. This is very common among couples who work in
different locations (e.g. different regions).
4.3.2 Preferred Modern Contraceptive
In any society, the type of information on modern contraceptive methods being
used is very crucial not only for marketing purposes, but also for addressing the
factors why some methods are unpopular (Ghana Statistical Service, 1998).
As at the time of data collection in this study, women who were using modern
contraceptives were asked to state the methods that they were using and why
they were using those methods. In response, some of the migrant female head
porters indicated that they were using more than one method at a particular time.
Most of the respondents preferred the injectable because they see it “safer” than
the other methods. In an interview with one respondent, she stated;
“ I use the injection because my husband will not allow me and the
economy is hard and I already have a lot of children so I think the
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injection is safer because my husband will not see that am practicing
family planning” (Respondent 3)
Respondent 12 also opined;
“I prefer the injection because if I want to give birth again I just stop
taking the injection and that is all I can conceive again”
Apart from the injectable, others also preferred the female sterilization especially
for those who have more children and are also considered to have ‘soft womb’.
In an interview with one respondent, she said;
“The issue is some women have soft womb and others also have hard
womb so that determines whether your conception will delay or
otherwise. It means that such women (hard womb) struggle to become
pregnant but for others, even the sight of a man’s urine can make them
pregnant (soft womb).My sister for instance, she used to have rapid
pregnancies so the doctor advised that her womb should be turned. Since
then she has been very comfortable (respondent 2).
The interviewer then probed further on the “turning of the womb” and she
explained;
“The sister am talking about gave birth naturally to her first two child but
from the third one she was operated to the fifth one. So the doctor
informed her that he will turn the womb so that she will not give birth
again. But before that, the rate that my sister was getting pregnant was
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serious. Her children are following each other like staircase (following
each other closely in terms of age). Even her third operation she nearly
died because just after seven months of her fourth child she realized she
was pregnant again. The turning of the womb is only doctors who know
how they do it. Am not a health professional so I cannot tell but I know
there is something like that”
The findings from this study indicate that long term modern methods of family
planning were hardly used by respondents. One of their major reasons was that,
some of them fear that long term modern methods such as implants and
sterilization are accompanied with adverse side effects. A quite number of the
migrant female head porters in Asokore-Mampong Municipality have also not
really planned the size of their families. Therefore, they prefer using injectable
for birth spacing.
Another issue that the migrant female head porters raised about their preference
for the injectable has to do with its secrecy. According to them, their husbands'
and even their in-laws will not allow them to practice family planning so the
injectable best suit their situation because it can be used in secret without the
knowledge of their husbands and in laws being knowledgeable about it. The
findings of this study supports a research conducted by Lande and Richey (2006)
which found out that in Sub-Saharan Africa, injectable are the most popular
contraceptive method chosen by more than one out of every three women using
modern contraception

64

4.3.3 Perceptions About Safety/Effectiveness Of Contraceptive Methods
Family planning saves the lives of women and children. It improves their health
by preventing unintended pregnancies. Abortion and health risks of child birth
that women face can be prevented by the use of modern contraceptives. Also,
one of the benefits that women enjoy from family planning is that, it gives them
more time to care for their wards and themselves (UNFPA, 2008). This was
evident in the present study where most of the respondents assured that family
planning is essential for a mother’s health, child and welfare of the family. In an
interview with one of the respondents, she pointed it out;
“The nurses indicated that I will be strong, no adverse effect and lastly
for people who are married like me for instance, my husband will always
find me attractive” (Respondent 6)
Another respondent also stated;
“I heard when you do it you do not get pregnant and it makes you
healthier” (Respondent 24)
Conversely, few of the respondents also perceived that most of the contraceptive
methods do not help especially if a woman has a special health problem like
Asthma. One of the respondents indicated;
“I have asthma and therefore will never use these modern contraceptive
methods. I even went to a doctor and even convinced me that nothing will
happen to me but still I would not do it” (Respondent 4)
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The interviewer then asked the respondent why she thinks asthma patients cannot
use contraceptives and she explained;
“I heard from somewhere that women who take pills to prevent pregnancy
go through unfavorable conditions like high body temperature and you
know that asthma patients too high body temperature is not good for us
because it makes us uncomfortable. So that is why am not interested.
The World Health Organization (WHO) recognizes the fact that there is the need
for family planning for couples because it enables them to have fertility
preferences (space or limit childbearing). Yet research in different settings has
shown that partners often avoid FP because of their concerns about its
undesirable side effects. With regard to all pharmaceuticals, all methods of
modern contraception have one or more known side-effects.
Despite these known adverse effects, a number of other complicated reasons
were mentioned by the migrant female head porters when interviewed about their
perceptions of risk and reasons for non-use. One of the respondents stated;
“According to a friend, if you do it and it is not good for your system,
you will experience several adverse effects. But for me I have not done it
before so what they are saying can happen to me in case I do it. I know
where they do it but as I said, I have not done it before. I even advised
my sister who also has a similar problem to stop because of the
speculated family planning associated illness. My sister became
pregnant again while her other child was still very young so she has sent
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one to the north because of minor illness that the child battles with.
Another sister of mine, I took her to the facility and she subscribed to it.
Now she feels better. But a brother informed us that if you have hidden
malaria and you subscribe to family planning, the malaria will
manifest.”(Respondent 5)
One of the barriers of modern methods of family planning is myths and
misconceptions about the methods such as incorrect reports about side effects,
misunderstandings about long/short term health problems and negative
stereotypes about people who utilize modern methods of contraception.
Adolescents and teens tend to worry about the side effects and have the
impression that such side effects could be permanent. The negative impression
they have arises from their own and their colleagues’ experiences and the
misinformation their parents give to them to discourage them from using
contraceptives
4.4 SOCIO-CULTURAL FACTORS THAT INFLUENCE THE USE OF
MODERN CONTRACEPTIVES
Most people in rural Africa regard human reproduction as a natural process
which should not be artificially interfered. Traditional beliefs and values still
play a key role in contraceptive acceptance and usage, specifically among the
female head porters in Asokore-Mampong Municipality. The traditional belief
that contraception is similar to abortion appeared to be a major challenge to
contraceptive acceptance. In an interview with the respondents, some of them
said the following;
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“If you do family planning is like doing abortion” (Respondent 22)
“Why do you have to suppress the children God gave you, is just like
aborting a baby” (Respondent 24)
“Family planning is just like killing babies in your womb which comes
out like menstruation” (Respondent 19)
In many African cultures, children born in marriage are regarded as very
significant and valuable; they give meaning, pride and prestige to parents. In
support of the above, a study conducted by Ehlers (1999) found out that in
cultures where the value of children is high, the willingness of women including
adolescents to practice contraception in such communities is very low.
4.4.1 Contraceptive Use and Promiscuity
One of the major themes that emerged among the migrant female head porters
was relating modern contraceptive use to promiscuous lifestyle. The general
belief is that, women who are married and want to engage in extramarital affairs
practice contraception as a way of avoiding unintended pregnancies. In an
interview with the respondents, some of them explained that;
“We all came from the north to work. Some came with their husbands and
others came alone. Those who left their husbands there do family planning
to avoid pregnancy and even those who came with their husbands do it so
that they will not be pregnant. That is what is not proper or good. Some of
us engage in promiscuous behaviour and that results in pregnancy which
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some of them abort whiles others also go for family planning to protect
themselves” (Respondent 5)
“Family planning is good for everyone. Often times some of us come here
without husbands. Some of them engage in promiscuous activities resulting
in unwanted pregnancy. Such people can use family planning to control
themselves. Some of them too come as single; never married before so such
persons can subscribe to family planning because they have boyfriends so
they have to protect themselves. There are women who have husbands and
still practice extra marital affair so they go in for family planning to protect
themselves” (Respondent 14)
“There are women who have decided to engage in promiscuity forever for
their livelihood so for such women they have to protect themselves by using
family planning” (Respondent 15)
With this perception, most of the migrant female head porters resist from using
modern contraceptives especially the married ones since it is seen as paving way
for them to engage in extra-marital affairs.
4.4.2 Husband Disapproval
In most Sub-Saharan African countries including Ghana, husband’s approval is
often one of the conditions for a woman to use family planning. This is because
traditions give men the right over women’s procreative power. In such situations,
women cannot use contraceptives unless their husbands approve of it. This is
very common in most of the developing nations because of their male-dominated
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culture (Akinninola et al., 1998).
This was evident in the research where most of the migrant female head porters
at Asokore-Mampong Municipality reported that they were not using modern
contraceptive as a result of husband disapproval or sometimes in-law
disapproval. In an interview with one of the respondents, she stated;
“Your husband has paid the bride price to ask for your hand in marriage
so if he gets to know that you have subscribed to family planning to delay
conception he can divorce you. He wants you to conceive as many
children as he wants” (Respondent 6)
Respondent 8 also pointed out that;
“If my husband finds out that am using modern contraceptives, it is
possible he will beat me and again inform our elders about it”
Husband disapproval is one of the factors that lead to the unwillingness to accept
modern contraceptives use especially among people from northern Ghana where
most of the migrant female head porters do come from. The cultural significance
of having adequate number of sons and daughters and surviving children and
more importantly preventing childlessness is still predominant among men
particularly those from the northern part of Ghana (Caldwell and Caldwell 1987;
1990). Again, the number of children fathered by a man mostly describes how
manly a man is; which was mostly reported by the migrant female head porters
in Asokore-Mampong Municipality and therefore their husbands will not allow
them to use modern contraceptives. This finding is in line with a study conducted
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by Ehlers (1999), which found out that, in many cultures in Africa, the bride
price is being paid by prospective husbands or a specific number of cows are
presented to the bride’s family. Since this custom is honoured by most men, they
deem it an advantage of taking their wives as items that they have bought. This
results in the inability of women in deciding on the preferred number of children
or about contraceptive use. In some situations, the failure of a wife in giving
birth can lead to the demanding of the bride price by the man.
This also has implication for the woman’s decision making power about her
health.
4.4.3 Religious Affiliation and Contraceptive Use
From the field, majority of the migrant female head porters were Muslims and
they were asked if the teachings of Islam influence a woman’s decision to use
modern contraceptive. The majority of them testify that, Islamic teachings do not
forbid a woman to use contraceptives because Allah has commanded Muslims to
take good care of the children that they give birth to on this earth and as such
their leaders encourage them to limit the number of children they give birth to.
The following are some of the responses of respondents who think that the Quran
does not forbid family planning;
“The discretion is yours to decide which ever method you want to use to
control your birth. Even the Quran preaches that if you have plenty
children and you are unable to take proper care of them you will be
punished by God. You should give the children good education and other
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care. Multiplying without taking good care of them is bad. You brought
them to this world so you have to care for them”. (Respondent 1)
“In the Quran, sometimes those who read it commit errors by either
neglecting some part and stressing on the other or emphasizing on one
particular thing to make a case for what he wants to put across. The
Quran specifically says that, we should fill the earth. By so doing, we are
not supposed to also not care for the children. You have to care for every
child you conceive. So if you know you cannot cater for them why do you
allow them to come in the first place? So the Quran is a two way sword.
It does not prevent birth control. This same Quran will judge anyone who
refuses to care for the child you bear on this earth so you should only
give birth to the number of children you can care for. Quran does not
speak against birth control” (Respondent 4)
“As Muslims, family planning helps us a lot because we are able to work
and get enough money to look after the kids” (Respondent 5)
On the other hand, few of the migrant female head porters also reported that
Islam forbids a woman to use modern contraceptives. Respondent 8 said;
“Yes, because you married with a sole purpose of procreation so if you do
not want to conceive then do not marry”
The interviewer further asked her to explain what she meant by “the sole
purpose of marriage is procreation” and she said that;
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“God has commanded humans to give birth as much as they want and in
the Quran there is nothing like family planning so am following what the
Quran teaches and not what people want to do”
Again, Respondent 3 added;
“They say if you are with your husband there is no point doing family
planning. But in my candid opinion I do not support it. You are the one
facing the hardship so if there is a way to reduce it, why not”
Religion is considered as one of the socio-cultural dimensions that has important
influence on acceptance of contraceptive methods.
Though fundamentalist Muslims consider all forms of modern contraceptive use
as a disobedient to God’s law and purposes (Poston, 2005), most of the migrant
female head porters argued that Islam is not against family planning but rather
abortion. In an interview with one of their opinion leaders, he pointed out that;
“Due to modernization and societal changes, Islam has come to accept
the use of contraceptives because the rate the girls were aborting babies
was serious but not withstanding a pure Muslim will not practice family
planning because it is against our teaching”
Though many studies have argued on Islamic religion against the use of modern
contraceptive by women, there is a mixed picture from the present study due to
societal changes and as such whether a Muslim girl will use contraception or not
is still subjective. The results of this research is in support of a study conducted
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in Ghana by Addai (1999a) and Iyer (2002) which shown that religious
affiliations do not affect family planning and that the differences that occur
among religious groups are as a result of the variations in the socio-economic
and demographic features among the groups. In this regard, whether Islamic
religion forbids family planning or not, the willingness to use or not is the
decision of the woman concerned.
4.4.4 Ethnicity and Contraceptive Use
From the field data, a quite number of the migrant female head porters were
Dagomba people and they reported that their ethnic background has no
relationship with contraceptive use. In other words one’s ethnic background
cannot influence modern contraceptive use or non-use. In an interaction with one
of the respondents she stated;
“There is nothing like that. For some of our people from the north, since
they were born from the north, they are rooted in the traditions of their
tribe so they do not know something like this (family planning) exist.
Even if you educate them, they are still not comfortable with it. But for
me, I was born and bred here so I am well- grounded in culture here so I
understand this family planning issue. I can confidently say that there is
nothing like that among Dagombas as far as I know” (Respondent 4).
Another respondent also indicated;
“No, but I will say that those in the north do not know anything like
family planning. There, if the person comes to the regional capital, she
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would know it but those in the villages do not know family planning.
Sometimes the nurses go to the villages to weigh the kids and educate
them on family planning. The ignorant one would conceive three or four
children before she comes to the capital or Kumasi to realize the
existence of family planning. They are always happy when they discover
family planning because it will help them to work hard and earn money to
look after their kids” (Respondent 5).
On the contrary, few of the respondents also reported that their ethnic
background has influence on contraceptive use especially those who are from the
Gonja and Mamprusi land. The following were some of their views;
“We from the Gonja land have our own method of spacing or controlling
our births. Example, we have a ring which has powers that we wear and
a medicine we swallow to prevent us from giving birth or reduce the
number of children. We have people who are naturally weak and for that
matter they have to be given such medication to control her birth rate”
(Respondent 1).
The researcher then probed on how “a wearing of ring can prevent pregnancy’
and the respondent explained;
“This ring is a special ring we get from our ritual men like mallams. It
contains powers and each time you want to sleep with your husband you
wear it. The day that you forget to wear you can get pregnant. Women
who wear the ring have some rituals they perform periodically to
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maintain the powers in the ring until you want to get pregnant then you
stop. Mine for instance I got it from my grandfather. He is a spiritualist
and it has helped me. It is all about having belief in the ring. It works
“paa”
Another interviewee also opined;
“They have this tradition that when your wife conceives and give birth,
for three or more months, the husband would not sleep with the wife”
(Respondent 2)
The interviewer then asked further questions on how their husbands cope with
their sexual life and she said;
“Some have additional wife so they sleep with them. Others too, they
might have one wife but they have extra marital affair during that
situation and you being the wife even if you find your husband doing
that, because of your situation you have to accept it”
Over the years, findings of various researches in relation to one’s ethnic
background and contraceptive use differ from one society to another. For
instance, a study conducted by Addai (1999) demonstrated that ethnicity has
been a determinant of contraceptive use among the Fante and other Akans ethnic
groups in Ghana. On the other hand, studies conducted by Tawiah (2001) found
out that, in Ghana ethnicity is not a major factor in contraceptive use. The results
of this study goes on to buttress existing literature that ethnicity and
contraceptive use differ from one society to another and as such due to
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urbanization, majority of the female head porters in Asokore-Mampong do not
hold on to the traditions of their ethnic groups. Notwithstanding, others also
prefer the traditional way of spacing out their children because they still hold on
to the beliefs and practices of their culture. Therefore contraceptive use
differentials between ethnic groups are as a result of the individual woman
differences in terms of their socioeconomic and demographic characteristics.
4.4.5 Social Stigma and Pressure
It is important to note that, a quite number of the female head porters in AsokoreMampong Municipality do not practice family planning owing to various social
stigmas. Social pressure to bear more children is identified as a barrier towards
family planning as parents with more children are seen with more respect. In an
interaction with one of the respondents, she stated;
“For that I cannot tell because it is a kind of embarrassment to tell a
friend that you have subscribed to the family planning program. Even if
one does it, she will not want to inform a friend because of the fear
attached” (Respondent 6).
Another interviewee also said;
“ ‘Eiii’ how can you tell someone you have done family planning? It is
very embarrassing “koraa” sister (referring to the researcher)”
(Respondent 24)
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For her part, Respondent 21 pointed out that;
“People from the north respect having a lot of children. If you subscribe
to family planning and the society gets to know is very disgracing “ paa”
The interviewer asked participants what makes contraceptive use embarrassing
and Respondent 1 explained;
“Our people if they see a woman using these methods of family planning,
what comes in mind is” ashawo” (a prostitute). They do not see the need
to use contraceptives especially when you are married and even if you
are not married, that one they do not like. So you cannot make anyone
aware if you are using it”
Respondent 24 also pointed out that;
“You see, these things about sex, we do not talk to anybody about it. It
should be your secret. It should be in your head because if your husband
finds out, he will not trust you because he might think you are cheating on
him and that can lead to a divorce”
Social stigma, fear and embarrassment were identified as one of the most
common barriers to the migrant female head porters for not using contraceptives.
In Ghanaian societies, sexual life is seen as something that is secret and as such
if someone should find out that one is using these modern contraceptive to space
out children or to avoid unintended pregnancy, it is seen as embarrassing and
society have a way of looking at the person especially if she is married.
Community members and opinion leaders do not accept the use of contraceptive
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and this has been one of the reasons why most of the “Kayayees” in AsokoreMampong Municipality do not engage in any of the family planning methods.
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4.5 CONCEPTUAL FRAMEWORK FOR THE DETERMINANTS OF
MODERN CONTRACEPTIVE USE
From the analysis, the various factors such as age, marital status, beliefs
including religion and ethnicity among other factors were found to influence the
use of contraceptive. Based on these variables, the conceptual framework below
has been constructed.
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Figure 1: Source: Researcher’s own construct
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The use of contraceptive methods among women may be influenced by a number
of factors which include demographic variables such as age, education level and
marital status. Age can be associated with the use of contraceptive methods;
different age groups have different contraception knowledge and needs. For
example women in mid- twenties are likely not to use contraceptive methods
because it is a period to bear the children. However, women within their late
thirties are likely to use contraceptives. Furthermore, women with higher
education level, are better informed than women with lower education; and
therefore likely to use contraceptive method. In addition, religious beliefs may
discourage women and their spouses/partners from using contraceptive methods.
Besides, mediating factors such as spousal communication, exposure to mass
media and access to service are important in facilitating the above-described
linkages between independent and dependent variables. For instance, ineffective
spousal communication may affect the use of contraceptive methods.
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CHAPTER FIVE
SUMMARY, CONCLUSIONS AND RECOMMENDATIONS
5.0 Introduction
This chapter presents the summary, conclusions and recommendations. The
summary will bring out the major findings of the study, the conclusion will
finally sum up the study and the recommendation will inform policy makers and
future researchers for further studies.
5.1 Summary
The study set out to assess determinants of modern contraceptive use among
migrant female head porters in Asokore-Mampong Municipality. The research
had the objective of determining whether or not some important factors such as
knowledge, religion, ethnicity, education among other factors influence the use
of contraceptive among the migrant female head porters.
Both the literature review and the findings of this study have established that
these factors do influence the use of contraceptives among the migrant female
head porters.
Firstly, the study looked at the migrant female head porters’ knowledge on
contraceptive use. Data was collected through in-depth interview and it was
found that the majority of the female head porters could explained what family
planning means and could describe some of the types of modern contraceptives.
The commonly known methods among them were the pill, the injectable and the
implant. The most preferred method among the porters was the injectable and
their reason was that they can use it in secret without the knowledge of their
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husbands and even family members.
The findings of the study showed that most of them had their source of
information on contraceptives from friends and relatives who were not health
professionals and the information given to them by their social relatives lacks
creditability and could hamper the use of contraceptives among the female
porters.
Nevertheless, others also said that they do get their information on
contraceptives during antenatal care in hospitals and therefore had better
understanding concerning the issues of family planning.
Notwithstanding, in all, majority of the migrant female head porters were
resistant to accept the use of contraceptives and had their own ways of planning
their family. Some of the interesting ways were taking too much nescafe before
sleeping with a man, sitting on hot water to neutralize all the sperms after a man
has ejaculated.
These practices were as a result of the unfounded rumours on the side effects of
modern contraceptive.
The mostly held perception was infertility which has not been scientifically
proven. Others were also concerned with short or long term health problems like
bleeding of the vagina (non-stop menstrual flow) and sometimes stoppage of
menstrual flow for months.
Therefore the myths and misconceptions about modern contraceptives and it’s
exaggerated reports about side effects has led to low utilization of modern
contraceptives among the migrant female head porters in Asokore-Mampong
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Municipality.
With regards to socio-cultural factors that influence the use of contraceptives
among the migrant female head porters, the findings of the study showed that
contraceptive use usually among the married women pave way for them to live a
promiscuous lifestyle and therefore with this belief, a quite number of the female
head porters were not ready to use modern contraceptives.
Associating contraceptives use to a promiscuous lifestyle therefore led to most of
the migrant female head porters’ husbands to disapprove of it. Majority of the
women testify that their husbands will not allow them to use these methods as a
result of this perception.
In relation to religious affiliation and contraceptive use, majority of the migrant
female head porters were Muslims and few were Christians. Among the
Muslims, most of the women testify that, Islamic teachings do not forbid a
woman to use contraceptives because Allah has commended Muslims to take
good care of the children they give birth to and as such their leaders encourage
them to limit the number of children they give birth to on this earth.
Conversely, others were in opposition that as a true Muslim, there was no need
for a woman to practise family planning because Allah has commanded them to
give birth and there was no point in the Quran that teaches about family
planning. Therefore, there was no conclusion on how one’s religious affiliation
can influence the use of contraceptives but rather depends on the individual
woman in question.
In relation to ethnicity and contraceptive use, it was found that one’s ethnical
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background was not a major factor to influence the use of contraceptives among
the migrant female head porters. Most of them reported that, whether a woman
will use contraceptives or not has no relationship with their ethnicity but rather
the choice of the individual woman in question.
Social pressure to have more children and social stigma (fear and embarrassment
when a woman is found using contraceptives) was one of the major concerns and
reasons of the migrant female head porters for not using any form of
contraceptives. Those who were using it also used them in secret to avoid any
form of embarrassment.
To conclude, it is worth noting that, this study was carried out within the broad
frame of the Millennium Development Goals which is a time-bound goal most
countries including Ghana adhere to. The study was conducted specifically on
Goal 5 which is to improve maternal health and contraceptive use is keen to
achieve this goal.
Unfortunately, according to Ghana Statistical Service analysis on how far with
this goal in Ghana in 2015, it was found out that Ghana has not achieved the
target of improving maternal health due to factors such as low acceptor rate of
contraceptive use among Ghanaian women (including the migrant female head
porters) within the reproductive age. According to their report across regions,
Upper–East Region recorded the highest maternal mortality 802 per 100,000 live
births, followed by Volta Region 706 per 100,000 live births; Northern Region
was fourth in highest which recorded 531 per 100,000 births.
Therefore, if the female head porters are also not practisnig contraception which
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the study has confirmed it, then the achievement of the Millennium Development
Goal 5 in Ghana will still be a challenge.
5.2 Conclusion
The study examined factors that determine modern contraceptive use among
migrant female head porters in Asokore-Mampong Municipality. The objectives
of the study were knowledge, level of utilization and socio-cultural factors that
influence the use of contraceptives among them.
In terms of knowledge on modern contraceptives, the migrant female head
porters in the study area showed that they knew about modern contraceptives.
Most of them could express that they understand the issues of family planning
very well and even gave some of the different types of modern contraceptives
which include the injectable, the pill and the implant. They also acknowledge the
fact that family planning is essential for the health of a mother, child and welfare
of the family.
Despite their knowledge and the benefits of family planning which they testify,
most of the migrant female head porters were not ready to use contraceptives
because of myths and misconception about modern contraceptive which include
infertility, bleeding of the vagina among others. With this perception,
contraceptive use was low among them. Other social factors like religion,
ethnicity, husband disapproval, fertility preference, social pressure and stigma
were some of the factors that impede the use of contraceptives among the
migrant female head porters in Asokore–Mampong Municipality.
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5.3 Recommendations
The following recommendation may help increase the usage of contraceptives
among females head porters.
Education by health care providers
It is critical that providers and women have access to accurate information on
side effects of contraception so that they are not rejected for invalid reasons
The cost and benefit of using contraceptives and not using them should be
emphasized during counseling to enable clients make informed choice.
Health care workers should intensify the education on contraceptives to the
general public (misconception example sick, infertility, promiscuity) and expand
the reach of contraception education. They should also intensify awareness
campaign tailored to the needs of the vulnerable groups e.g. Female head porters
Involvement of stakeholders
All stakeholders, especially traditional and religious leaders should be involved
in the planning and implementation of contraceptive use programmes. This will
help increase their acceptance of contraceptives and eventually encourage their
people to use it.
Advocacy for sex education
Public health workers should intensify sex education among these vulnerable
groups especially the need to space and limit births so as to decrease maternal
and child mortality. The economic benefit a family derives from the use of
contraceptives must also be made known to them
For future researchers
One thing the researcher observed about the study area is the poor sanitation of
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the environment and therefore encourages future researchers to study into it.
Easy availability of methods
There should be easy access to family planning centres and availability of
methods so that women within the reproductive age can have the freedom to
choose from a range of contraceptive methods, according to one’s needs and
preferences.
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APPENDICES
APPENDIX 1: INTERVIEW GUIDE
Socio-demographic background of respondents


Age



Marital status



Religious Affiliation



Educational level



Ethnicity

Knowledge on contraceptive use


Describe to me your understanding of modern contraceptive?



Describe the various types of contraceptive available to women of
reproductive age?

Level of utilization of modern contraceptive use


Share with me your experience of using contraceptive?



Why did you have to use contraceptive?



To what extent do you use contraceptives?



Why do you have to use contraceptive to this extent?

Socio-cultural factors that influence the use of modern contraceptive


What do you think would make you/somebody not to use contraceptives?

 Social factors
 Cultural factors
 Economic factors
 Religion
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 Ethnicity
Thank you for your time.
APPENDIX 2: PICTURES FROM FIELD

THE ENTRANCE OF DAGOMBA LINE FROM ANLOGA JUNCTION
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THE SHELTERS OF THE “KAYAYEES”
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SOME OF THE KAYAYEES ENGAGED IN THEIR WEEKEND ACTIVITIES

INTERVIEW TIME WITH SOME OF THE “KAYAYEES”
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