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Abstract

Existing inequalities in an environment where meieldvso much authority can have negative implicatidor women'’s
reproductive health outcomes. Using a quantitagiwproach, the study explores the relationship beEtvemme selected socio-
economic variables, women'’s status and choice axfepbf delivery. All three indicators of status éoypd by the study were
significantly associated with whether a woman hadrestitutional delivery or not. This associatioawever diminished after
controlling for other confounding socio-economicrighles. The findings indicate that a woman’s satloes not act
independently to affect her choice of place ofwd®ly but these effects are channelled through ssma®-economic variables.
Wealth and educational status of the women and gaetners emerged predictors of choice of placdetiery. Expansion of
economic opportunities for women, as well as fenemlacation must be encouraged. In addition, thieeald not be done in
neglect of male educationAf¢ J Reprod Health 2012; 16[ 3] : 35-46).

Résumé

Les inégalités qui existent dans un environneméanes hommes exercent tellement d'autorité peuxenit des conséquences
négatives pour les résultats de santé des femmesagare de reproduction. En utilisant une approghantitative, I'étude
explore le rapport entre certains variables sécimromiques sélectionnés, la situation des femrhde ehoix du lieu
d’accouchement. Tous les trois indices de la stnamployés par I'étude étaient significativemesgociés au fait de savoir si
une femme a eu un accouchement institutionnel ou @ette association a toutefois diminué apres guairen compte d'autres
variables socio-économiques déconcertants. Lefiag&sindiquent que la situation d'une femme n'pag indépendamment pour
influencer son choix du lieu d’accouchement, nwas effets sont acheminés par l'intermédiaire dmines variables socio-
économiques. La richesse et le niveau d'éducatsrfainmes et leurs partenaires se sont révélédesiadices de choix du lieu
d’accouchement. L'élargissement des possibilicBmémiques pour les femmes, ainsi que I'éducatemfdmmes doivent étre
encouragés. En outre, il ne faut pas accomplir ¢eai au détriment de I'éducation des hommAés J Reprod Health 2012;
16[3]: 35-46).
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Introduction development and quality of lives of women in the
past decad®. Despite these efforts, women in
The review of the program of action of the 1994Ghana and some developing countries are still
International Conference on Population andeset with varying expressions of reproductive
Development, also known as the ICPD+5health problems.
emphasised the need to bridge gender inequalities According to the 2009 demographic and health
and empower women as a means towardsstimates, maternal mortality ratio in Ghana stands
enhancing their reproductive lives, reducingat 451 deaths per 100,000 live biftHEhis ratio is
poverty and ensuring sustainable growth ofeveral times higher than rates in developed
national economies. Drawing from this agendagountries. For instance, for the same period,
there has also been immense interest and quitensaternal mortality ratios for the United Kingdom
number of studies on women'’s reproductive healtind Sweden were 7 and 5 deaths per 100,000 live
in Ghana within the framework of enhancingbirths respectivefy A number of studies have
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shown that the use of maternal health facilitied anpower. It is against this background that the
supervision by skilled personnel during pregnancyresent study examines how women'’s perceived
and childbirth are proven effective ways to reducetatus with regard to power relations in their
maternal mortality*>. In Ghana, 95.4 percent of household of primary residence affects their
women receive ante-natal check-ups from a skilledhoice of place of delivery. Based on available
provider but a significantly lesser proportion (59literature and theoretical considerations the
percent) deliver in health facilities underfollowing hypotheses are proposed under this
professional supervisioh study; Firstly, women with high status are more
Social, educational and economic inequalitiedikely to have institutional deliveries as compared
are among the reasons why girls and women ofteto their counterparts with low status, irrespective
do not utilize health services. In Ghana forof their socio-economic backgrounds. Secondly,
instance, reproductive health seeking behaviour afomen with husbands/partners involved in more
women is greatly impeded by low levels ofskilled occupations will be more likely to have
women’s education, status and negative traditionahstitutional deliveries as compared to women
beliefs and attitudesWomen'’s status refers to the whose husbands/partners are involved in less-
position or social standing of a woman within askilled occupations.
social context. There is no common measurement
of the concept of stattls The status a woman Data and methods
assumes in a social context is not determined

primarily by her personal decision but alsoThe data used for this study are derived from the
influenced by the gender hierarchies present in héiggg Ghana Demographic and Health Survey
society and the level of esteem accorded her t(YBDHS). The 2008 GDHS is the most recent of
virtue of her gendef" _ such surveys that have been carried out since the
A common approach is where somejggos at five year intervals and designed to
researqhers have .used traditional ‘measures “'fsﬁovide information to monitor the population and
education, occupational status and income tvel health situation in Ghana. Similar surveys have
' 7. Others have also used measurements whiken carried out in other developing countries. The
translate the degree of control of women over the%tudy sample constitutes 1,815 married women
own lives and the management of resourcegged 15-49 years, who have had children in the
relative to that of men to represent stafuS” . A |55t five years preceding the survey. The analysis
broader approach is where researgghers have usegha the present study focuses on the most recent
combination of both app_roaché% - Numerous  pirths, Married women were chosen for the study
studies have also established varying associatioBgcause of the possible existence of power
between women’s status and various indicators Qjations within marriage. Moreover, marriages
maternal  health ~and other health-seekingng sexual unions in sub-Saharan Africa have long
behaviour§"*>*"#**? Some studies have also peen managed through strong patriarchal traditions
highlighted the effect of women's demographiCithat are characterised by comparatively greater
socio-economic and household characteristics Ofyale authority over reproduction and associated
maternal health indicators. For instance, in studygecision&’. The independent variables used in this
conducted in Nigeria, the economic situation in th%tudy were grouped into two categories; the socio-
household and rural-urban residence emerged @gonomic characteristics of the women and their
strong predictors for utilization of maternal hialt spouses and the status of the women as indicated
serV|ce§°.. o _ by perception of violence against women status,
_ The discourse of finding explanations for thereproductive right status and decision making
high maternal mortality rates in developingstatys. The dependent variable is place of delivery
countries has moved from the woman'sgither institutional or non institutional.
demographic and socio-economic characteristics These three indicators of women’s status were

to her power relational status particularly inselected because they offer an opportunity to
settings where males have greater decision makingamine the status of women from different
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domains. It can be argued that in householdsusband/partner jointly, 4 for someone else and 5
where women are active partakers in decisiofor other. For purposes of this study, the response
making on a number of factors, they may be moreere recorded into respondent and respondent and
likely to make decisions regarding their husband/partner jointly (2) and all others (1). A
reproductive health. The perception of violencescore was also computed for this index ranging
against women indicator was determined based drom 4 to 8, where a score of 8 implies women
the premise that when women reside in settings atecided on all four issues either solely or with
are in marriages in which they do not justifytheir partners and a score of 4 implies women had
violence or do not live in fear of it, they may leav no role at all in making decisions on all four
the opportunity to be autonomous. Such conditionssues. Thus new categories were created for this
may also enhance effective communicatiorvariable, where 4-5 scores is low status, 6-7 is
between spouses and consequently have positineddle status and a score of 8 is high status.
implications for the women’s health. Reproductive = To measure reproductive right status, a
right status (ability to ask husband/partner to useeasurement comparable to the condom barrier
condom) is an important measure of women’'scale was used. The condom barrier scale has been
status in Ghana. Condom use has a dual purposesed to measure attitude to condom use that is
namely, to prevent infection of STI's/HIV and to determined by a number of barriers including
prevent unwanted pregnancies. However, there areligious, partner, motivational sexual pleasure
barriers to the use of this method of familyamong otheré * For the purposes of this study, a
planning within marriages. Condom use inquestion was asked as to whether a wife can ask a
marriage accentuates an imputation of mistrust arfiisband to use a condom during sexual intercourse
other negative psychological stresses which mak@geproductive right). The responses were coded as
it difficult for women to negotiate for condom use. 1 for women who responded as yes, 2 for those
To measure perception of violence againstvho answered no, and 3 for depends/not sure
women status, married women were asked; “imepresenting high, low and middle status
your opinion, is a husband justified in hitting orrespectively. Taking into consideration the three
beating his wife in the following situations; ifesh indicators of status, that is perception of vioknc
goes out without telling him, if she neglects thedecision making and reproductive right, a uniform
children, if she argues with him, if she refuses toecoding was done where all women belonging to
have sex with him, if she burns the food. Thea low status group were recorded as 0, with 1 and
responses to these questions were coded as 1 Bbfor middle and high status respectively.
=yes and 2 for = no. A scale was then created In addition to women’s status variables, other
ranging from 5 to 10, where a score of 10 meangredictor variables of interest include the woman’s
disagreement with wife beating in all five and her husband’'s/partner's educational and
situations and a score of 5 refers to agreemeht wibccupational statuses and household wealth status.
wife beating on all five situations. Furthermore,Responses for place of delivery (the dependent
new categories were created for these responseariable) were classified into two; institutionalca
where a score of 5-6 is regarded as = low status, Aon-institutional. Institutional deliveries include
9 scores as = middle status and a score of 10 ag-eliveries that took place in government hospitals,
high status. polyclinics, government health centers,
The procedure used for computing thegovernment health posts or community health
perception of violence against women status wagosts. Non-institutional deliveries encompass
followed for computing the decision making deliveries that took place at home, either the
power variable. The questions asked in this casespondent’s or other home and either with or
are about health care decisions, major householgithout the assistance of a Traditional Birth
purchases, daily household needs and visits tattendant (TBA).
relatives. The responses to these questions were The control variables considered under this
previously coded as 1 for respondent, 2 fostudy are age of woman, age at first marriage,
husband/partner, 3 for respondent  &spousal age difference, religion, type of place of
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residence and ethnicity. Ethnic considerations arthe chances that power relations will be skewed in
important in studying the concept of status. Théavour of the older person.
patrilineal or matrilineal orientation of a partiau  Approximately 47 percent of these women had the
group may shape the gender norms of the peopgame age or were within a five year age range with
in this group. There are five main ethnic groups irtheir husbands/partners. Twenty six percent of the
Ghana namely, Akan, Ga/Dangme, Ewe, Guan anstomen had husbands who were 10 or more years
Mole-Dagbani. All ethnic groups are patrilineal older and only four percent of the women were
except for the Akan and Guan who are matrilineablder than their husbands. Age at first marriage fo
and bilineal respectively. majority of these women (60.2 percent) was after
Descriptive statistics, namely frequencies and.8 years and mean age of marriage is 19.3 years.
percentages, and binary logistic regression modélimost two-thirds of the married women are from
were used to explore the relationships among ththe rural areas, 61.5 percent. Majority of these
variables. All the data was analysed with thevomen were Christians (70.7 percent) followed by
Statistical Package for Social Science (SPSSMuslims, 18.5 percent. The remaining constituents
version 16.0. A test of multi-collinearity was are traditionalists/ spiritualists and those with n
carried out to ensure that none of the predictoreligion representing 6.3 and 4.5 percent
variables considered is strongly correlated wittrespectively. A significant proportion of the
another. Only the percentage distributions of thevomen in the sample are Akan, 44.8 percent.
variables of interest were shown in the subsequent A significantly lower proportion of the
tables. Other variables of interest which wouldvomen, 4.4 percent, were employed as
have been relevant to this study but could not bprofessional/technical/managerial and clerical
measured or included were distance to the nearesbrkers as compared to their partners who
health facility and utilization of antenatal careconstituted 22.8 percent. Wealth status was
during pregnancy. Information on distance to thaeormally  distributed across the sample.
nearest health facility was not gathered and\pproximately 46 percent (the highest percentage)
utilization of antenatal care by pregnant women irof the respondents were employed in the sales and
Ghana is almost universal which is not likely toservice sectors, whereas their partners were mainly
show any variation in the analysis involved in agricultural activities, 42.2 percent.
The study has shown that, generally, married
Ghanaian women occupy a high status in the
household judging from the percentage of women
in the high categories of each indicator of status.
The study population Sixty one percent and approximately 72 percent of
the women indicated a high perception against
Almost half of the women were between the agegiolence and reproductive right status respectively
15 and 29 years. This is followed by a significant  There is an almost universal coverage of ante-
proportion, 38 percent, who are between the agefatal care by pregnant women in Ghana. The
of 30 and 39 years. This goes to show that morgercentage of women who received ante-natal care
than two-thirds of the women were in their activewith their most recent births in the last five year
reproductive years. The cut off point for thepreceding the survey were 97.8 percent for urban
women was age 49 and only 12.4 percent wergomen and 93.9 percent for women in rural
between 40 and 49 years. Some studies hagea¥’. In spite of these figures, institutional
shown that age difference between spouses haweliveries within the same period were relatively

important implications for a woman’s status in thelower, 59.7 percent, whereas 40.3 percent of the
household which is evident in division of powerdeliveries took place at home either the

and decision making in the househdldt can also  respondent’s or other home.

be argued that in a society where the advantage Rfultivariate Analysis

making decisions and controlling resources rest Table 1 shows the parameter estimates for the
with the elderly, the wider the age gap, the highegffects of the various indicators of women'’s status

Results
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on use of institutional or non-institutional plase The main aim of the second stage of analysis is to
delivery. Discussions will be done with referenceestimate the net effect of the socio-economic
to institutional deliveries. The different characteristics of the women and their
dimensions of women’s status were significantlyhusbands/partners vis-a-vis her status in the
associated with choice of place of delivery. At éhousehold. However, in so doing, the afore-
99 percent confidence level, women who reportedhentioned background characteristics of the
a high perception of violence against women statusoman (age, age at first marriage, spousal age
(women who highly disagree with husband/partnedifference, ethnicity, religion and type of place o
beating) and reproductive right status (women whoesidence) believed to have confounding effects on
could negotiate for condom use) were 1.81 andhoice of place of delivery were controlled for.
2.07 times respectively more likely to haveAfter controlling for each variable, the previously
institutional deliveries as compared to theirobserved relationship between the different
counterparts who reported middle statuses. Agaimimensions of status and choice of place of
women with a high decision making status weralelivery diminished. Wealth status, educational
1.30 times more likely to have institutional status of both the woman and her husband
deliveries than women with middle status in theemerged as predictors of the outcome variable as
same category. shown in Table 2.

Table 1: Parameter estimates of the effects of the diftadlenensions of status on choice of place of
delivery

Variables Beta S.E Wald stat.  Exp (B) Count (%)

Perception of violence status

Middle (RC) - - 39.186 1.000 3780.9
Low -0.061 0150 0.166 0.941 3247.9
High 0595 o122 23.805 1.813* 11151.3
Reproductive right status

Middle (RC) - - 37.657 1.000 713(9)
Low 0.089 0.246 0.132 1.094 43@4.0
High 0727 0.235 9.600 2.069** 130870.1)
Decision making status

Middle (RC) - - 6.814 1.000 6733(.1)
Low 0.000 0.141 0.000 1.000 2906.0
High 0.261 0110 5.659 1.298* 85216.9
Constant 0579 0251 5.315 0.561 -
Total Count 1815(00)

R? = coefficient of determination = 0.070 8ignificant ato <0.05 **significant ato <0.01 RC=Reference
Category
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Table 2:Net effect of independent variables on choicelat® of delivery

Variables B S.E Wald stat. Exp (B) Count/ (%)
Perception of violence status

Middle (RC) - 2.601 1.000

Low 0.053 0.183 0.084 1.054

High 0.225 0.153 2.154 1.252

Reproductive right status

Middle (RC) - 6.039 1.000

Low -0.304 0.306 0.985 0.738

High 0.043 0.292 0.022 1.044

Decision making status

Middle (RC) - 0.192 1.000

Low 0.011 0.761 0.004 1.011

High 0.056 0.134 0.180 1.058

Woman's education

No education (RC) - 17.487 1.000 50B.4)
Primary 0.200 0.169 1.390 1.221 428.2)
Middle/JSS) 0.678 0.184 13.638 1.970** 6@6.7)
Secondary + Higher 0.945 0.367 6.649 2.573** p1R7)
Woman's occupation

Not working (RC) - 1.583 1.000 170.4)
Prof/tech/manag/clerical 0.472 0.717 0.433 1.603 (433)
Sales and Services 0.043 0.240 0.032 1.044 (828)
Agric workers -0.126 0.251 0.251 0.882 533.9)
Manual workers -0.016 0.299 0.003 0.984 B9)
Wealth status

Richest (RC) - 47.728 1.000 370.7)
Poorer -0.973 0.309 9.936 0.378** 3@1.9)
Middle -0.901 0.289 9.706 0.406** 3%28.4)
Richer -0.483 0.285 2.873 0.617* 3(.9)
Poorest -1.938 0.337 33.128 0.144** 326.7)
Partner's education

No education (RC) - 18.702 1.000 46%5.6)
Primary 0.564 0.219 6.607 1.758* 14Q7)
Middle/JSS) 0.521 0.177 8.696 1.684** 744..4)
Secondary + Higher 1.412 0.392 12.971 4.106** {5316)
Partner's occupation

Prof/tech/manag/clerical(RC) 0.000 1.798 1.000 @r38)
Sales and Services 0.167 0.251 0.446 1.182 (23%@)
Agric workers -0.101 0.203 0.247 0.904 188.2)
Manual workers 0.095 0.205 0.213 1.100 836.3)
Constant 0.489 0.613 0.635 1.630

R?= coefficient of determination = 0.363 8ignificant ata <0.05 **significant abx <0.01 RC=Reference
Category

The odds of having institutional delivery werewomen whose husband’s/partner's had secondary
higher among women with middle/JSS andor higher education were 4.10 times more likely to
secondary/higher education as compared tbave institutional deliveries as compared with
women with no education. The same can be saldomen whose husbands/partners had no
for husband’/partner’s educational status, where education. Wealth status was also significantly
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associated with whether a woman will deliver in astatus influence use or non-use of an institutional
health facility or not. The odds of delivering in afacility during delivery. Bearing in mind the
health facility decreased as level of wealth statupredominantly patriarchal social norms that pertain
decreased. For instance, women in the richéan the study area, the socio-economic
category had a 61 percent chance of delivering ineharacteristics of the husband/partner were
health institution whereas women in the pooresincluded in the study. It is expected that exangnin
group had a 14 percent chance as compared tioe characteristics of husband/partner can
women in the richest category. contribute to our understanding of any possible
A regression analysis was again carried out tgariations in choice of place of delivery that
assess how the socio-economic variables of themerge.
women and their partners will perform as  Two models were used; the unadjusted model
predictors of status in the household (resultsvhich shows the parameter estimates of the
shown in Table 3). A single composite variablevarious indicators of women’s status on use and
was computed using the three different dimensionson-use of institutional or non-institutional péac
of status, termed overall women’'s status. Thef delivery and the adjusted model which includes
reference category for the outcome variable waparameter estimates of effect of women’s status,
middle status. A woman’s educational attainmensocio-economic indicators on same dependent
and wealth status are the significant predictors ofariable. In the unadjusted model, women with
overall status. The odds of having a high statubigh status were more likely to have institutional
increased as women’s educational status increasetkliveries. This observation was however
A similar relationship was observed betweenwveakened after controlling for the socio-economic
wealth status and women'’s overall status. This wagariables. Wealth status, educational status df bot
much more evident between the poorer andespondents and their spouses were found to be
poorest group, where those in the former werstatistically significant with her status and cleoic
2.48 times more likely to have a higher status thaof place of delivery.
the former. Within the other categories, women Thus it can be concluded from the study that
who were not working were less likely to have athe status of women in their households of primary
high status than women who were in manuatesidence does not act independently to affect the
occupations and women whose husbands weromen’s choice of place of delivery, but function
involved in professional/technical and manageriatogether with other socio-economic indicators.
occupations were more likely to have a high status This finding which depicts a weak effect of
than women whose partners were engaged wmomen’s status is, however, quite consistent with
manual occupations other studies in Asia and sub-Saharan Affica
7 Similarly some of the indicators employed by
these studies to represent status included women'’s
involvement in decision making, freedom of
movement and discussion of family planning with
Until recently, proxy measures such as educatiopartners, among others. Probably, this weak effect
and occupation have been used to examine thg women's status on choice of place of delivery
concept of status and how it affects themay be due to the fact that the measurement of
reproductive health of women. In recent timesstatus adopted in this study may not be an all
however, attention has focused more Ofnclusive measurement of the power relations in
constructive measures that tap into a woman’marriage. The nature of the data limited the study
relative position in her household of primaryto the three status measurements that were used.
residence. The present study examined hoWuye to the secondary nature of data used,
women’s  socio-economic status vis-a-vis theilinformation on status was limited to these three
relative status in the household, conceptualised gghereas there could be other indicators that tap

perception of violence against women statusinto a woman'’s status in the household.
reproductive right status and decision making

Discussion and Conclusion
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Table 3Net effect of socio-economic indicators on oves#difus

_ Low status High status
Variables Beta SE Exp (B) Beta S.E Exp (B)
Woman's education**
No education 1.358 0.47 3.887** -0.920 0.22 0.398**
Primary 0.970 0.467 2.638* -0.893 0.21 0.409**
Middle/JSS 0.640 0.453 1.897 -0.763 0.189 0.466**
Secondary + Higher (RC) - - 1.000 - 1.000
Woman's occupation
Not working 0.637 0.296 1.891* -0.805 0.224 0.447*
Prof/tech/manag/clerical 0.007 0.772 1.080 0.424 324. 1.529
Sales and Services 0.068 0.263 1.071 0.126 0.164 1351.
Agric workers 0.078 0.271 1.081 0.097 0.186 1.102
Manual workers (RC) - - 1.000 - - 1.000
Partner's education
No education 0.437 0.351 1.548 0.326 0.219 1.386
Primary 0.475 0.385 1.608 0.580 0.251 1.786*
Middle/JSS 0.094 0.327 1.098 0.419 0.186 1.521*
Secondary + Higher (RC) - - 1.000 - - 1.000
Partner's occupation
Prof/tech/manag/clerical 0.372 0.232 1.45 0.374 40.1  1.454*
Sales and Services 0.357 0.254 1.429 0.199 0.159 2211.
Agric workers 0.125 0.206 1.133 0.069 0.142 1.071
Manual workers (RC) - - 1.000 - - 1.000
Wealth status**
Richest -0.477 0.296 0.62 0.805 0.199 2.237
Richer 0.063 0.185 1.065 0.337 0.159 1.401*
Middle -0.193 0.22 0.825 0.392 0.172 1.480*
Poorer -0.151 0.251 0.86 0.908 0.185 2.478**
Poorest(RC) - - 1.000 - - 1.000
Intercept -2.458 0.596 -0.161 -0.161 0.320

R?= coefficient of determination = 0.155 8ignificant ata <0.05 **significant abx <0.01 RC=Reference
Category

The prominent role of educational status of bottshown that educated women have more freedom in
women and their husbands/partners in determinindecision-making and greater reproductive
whether a woman will deliver in a health bargaining power than uneducated womes
institution cannot be over estimated. ThisEducation also provides women with skills for
corroborates other findings from studies done imaking informed or intelligent decisions.
other developing countries that confirm the roleMoreover, it increases women’s confidence to act
education plays in achieving positive reproductiveon these choices in the frequent face of opposition
health outcomés ** %7 Other studies have also  within or outside the famif§. Education is likely
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to put women at an economic advantage, enhanéacilities which are often miles aw#y Thus,
their social confidence and encourage them toadequate transportation options available in
accord a higher value to their welfare and healtithese rural areas make commuting services
In addition, education also has the propensity teelatively expensive. These circumstances may
heighten women’s knowledge about the riskszompel a lot of women to prefer delivering at
associated with non-institutional deliveries. Thehome to institutional delivery. The distribution of
educational status of the husband/partner iwealth status with respect to rural and urban
equally important in promoting maternal health.settlements in Ghana showed that 34.1 percent and
Following from the results, an educated31.0 percent of rural dwellers were in the poorest
husband/partner is likely to appreciate the bemefitand poorer groups compared to 1.3 and 4.7 percent
of women’s delivery in a health facility, thereby respectively in urban areas.

encouraging his wife to do so. Expectedly income Generally however, regional and national
levels of educated husbands/partners may heports in Ghana have indicated an increase in
higher than that of uneducated women which wilinstitutional deliveries after the introduction thie
make it easier for women with husbands/partnerBee maternal health care policy. A study
in the former group to afford receipt of conducted in the Central and Volta regions of
professional care during delivery. Ghana indicated that health facility-based

Associations were found between disparitiesleliveries in these two regions increased by 33.6
in wealth status and choice of place of deliverypercent and 10.6 percent respectively after the
where deliveries in health institutions decreaseé@mplementation of the exemption polféyDespite
with decreasing wealth. This finding corroborateghese increases home deliveries still remain high.
the findings from another study in Gh&harhe Many reasons account for this and one of them is
study indicated that women in the intermediate anfinancial barrier that often limits these poor
higher wealth quintiles were more likely to deliverwomen’s accessibility to delivery at institutional
in health institutions. Results of another relatedacilities.
study conducted in rural communities of  Non-institutional delivery which is usually
Bolgatanga in northern Ghana revealed that wealitharacterised by unskilled assistance is a
and education were significant predictors ofcontributory factor to high maternal mortality rate
deliveries in health facilitiés After the In an environment where men have greater
implementation of the fee exemption policy indecision making power in the household and
Ghana, it was recorded that the proportion ofociety, the findings of this study contributeshe
deliveries in health facilities increased particiyla understanding of the relationship between
among the poorest and least educated w&fmenwomen’s status, some socio-economic variables of
But in some circumstances, in spite of theghe women and their spouses and use of
introduction of the free maternal care schemeinstitutional delivery points
women may still not use such facilities when they
cannot afford the cost of transportation to health ]
facilities or when physical access to them isRecommendations
difficult.

The question is whether it is an issue of lack offhe major findings of the study indicate that
financial resources to pay for these services agealth and education were not only important
these services are now provided freely or @redictors of deliveries in health facilities bhese
question of financial or physical access to theocio-economic characteristics are also equally
health facilities. In a related study in Ghana, thémportant in influencing the status the woman
findings showed that among the poor who ar@ccupies in her household. Women who performed
often in the rural communities, maternal healthwell on wealth status, had higher education and
facilities are so remote that in the event ofwomen with partners with higher education were
complications during labour, women aremore likely to have a high status on all the three
transported on bicycles to the nearest healtdimensions considered.  Therefore efforts to
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improve educational and income status of womeBYy so doing, more comprehensive measurements
should be strengthened. Expanding the formatioand conceptualization of power, decision-making
and services of micro credit unions among the&ynamics, and negotiations within the household
poor can help women acquire loans, save towards well as rigorous measurements thereof can be
emergencies and working capital and consequentixplored to understand the medium through which
increase their financial accessibility to healthwomen’s status affect reproductive health
facilities. behaviour

From the policy point of view, more
comprehensive educational programmes should be
drawn at targeting girls as a means of encouragirfigontribution of Authors
them to take control of their reproductive lives.
There is the need for the already existingMES was involved in the conceptualisation of the
educational reform programmes in the country tstudy, analysis of data and preparation of the
expand in scope to include over-age out of schoghanuscript. EOT and DMB were also involved in
children especially girls. Men’s education shouldhe conceptualisation and review of the study at
also be given much attention as this will encouragearious drafting stages. The final version of the
male involvement in women’s issues andmanuscript was read and approved by all authors.
reproductive decisions.

By way of recommendations, in efforts tOAcknowledgement
encourage institutional delivery and reduce

_maternal _morFallty, Itis necessary to conduc_t alAppreciation is extended to the cadre of lecturers
in-depth inquiry into the conditions underlying at RIPS, who in one way or the other contributed

chaice of _h_ome deliveries. D.O women arrive a&o shaping and sharpening of a budding research
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conditions compel them to take such decisions. omments and contributions helped clarify the

'ﬁ' very ea§y1to assume women will deliver Instudy, particularly at the conceptualisation stage.
ea_Ith _faC|I|t|es__ i given al! the necfessaryAcknowledgement is also extended to appreciate
motivating conditions or incentives. But this may he sponsorship offered by Hewlett Foundation
not be the case as there is evidence to suggest zéﬁring the study

some women will prefer home deliveries for goo '

reasons in their opinion. A study outlining

advantages and disadvantages of home birthirBeferences

revealed .Some reaso_ns .Why women wﬂl_p_refei_ Phillips JF, Bawah AA, Binka FN. Accelerating
home delivery t(_) delivering at_he_alth facilities. reproductive and child health program development:
The author explains that home birthing enables the The Navrongo Initiative in Ghana. Working Paper.
woman to maintain control over everything, Population Council. New York 10017, USA. 2008.
provides the privacy and comfort of a familiar2- Ardayfio-Schandorf E. Violence against women: a

: : statistical overview, challenges and gaps in data
surrounding environment and also allows labor to collection and methodology and approaches for

progress normally with m'n'mal or no med'cal overcoming them. The Ghanaian case study. Expert
interventions and these medical interventions are paper. UN Division for the advancement of women
sometimes unnecesséﬁy in collaboration with: Economic Commission for

Europe (ECE) and World Health Organization
(WHO). 11-14 April, 2005, Geneva, Switzerland.
Awusabo-Asare K, Abane AM and Kumi-Kyereme A.

More intensive research should be conducted
on the bargaining power within sexual 5

relation_ShipS as greater deCiSiO_n making power Adolescent Sexual and Reproductive Health in
rests with men. Exploratory qualitative study will Ghana: A Synthesis of research Evidence.
be needed to understand the processes Whi%h . kQCEiSIOEall_ReDOfLZ(?Oé No. }3~h i i Ghana
influence decisions for home birthing and provide™ Ta<! BK. Religion and women's health in Ghana:

. . L . Insights into HIV/AIDS preventive and protective
evidence for appropriate policy interventions to be behaviour. Soc. Sci. Med. 2003; 56(6): 1221-34.
enacted.
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