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Rehable, valid and current Information on family planning services, their access and
utlllsatLon are crucIal for understanding tne factors which 'nfluence reproductive health
and child spacing as wen as fertility leveJs In a ~ountry It IS In line With thIs observatIon
that the Government of Ghana, USAID and the Population Council once again
combmed efforts and resources tc? Inltl~te the second Situation AnalySIS Study of family
planning service delivery pOints In Ghana -

- ~ -
Like the earlier one, the second Situation AnalYSIS Study focuses on the faCIlities and
the staff who proVide family planning services and examines the background of the
clients seeking these services The study methodology was designed to help proVide
inSight Into the workings of a family planning delivery system through interaction,
observatLon and rntervlewingJ In order to determine

- -
a) whether- the family planning systems are available for the proVISion of the

needed services,

b) whether the needed services are being proVided at all, If avaIlable, and

c) whether the quality of the services IS adequate

It should be recalled that when the first National Population Policy was formulated In

1969, It was expected that the nation's population growth rate of 24 per cent at the
time would gradually decline !!ll the year 2000, through a lowenng of fertility With thiS
goal In mind, the Government -set up the National Family Planning Secretanat to co
ordmate efforts m the proy!slon of family planning services Fifteen years after
launching the ppllcy, howev~r, the observed growth rate of the population (In 1984) had
nsen to 2 6 per cent per annum In 1994, the Government of Ghana launched a
reVised verslon-of the policy, which expects the population growth rate to reduce to 1 5
per cent by the year 2020

The level of fertility In Ghana has remained high for a long time, although In recent
years, eVidence of a decline has been recorded In the Demographic and Health
Surveys The current total fertility rate stands at 5 5 and the reVised Population Policy
envisages that thiS Will reduce to 5 by the year 2000 and continue to decline thereafter
To achieve such a lowenng of fertility, at a time when traditional methods of birth
postponement and spacing are on the decline, Will entail Increasing the prevalence of
modern contraceptive usage to much appreciable levels

In fact, modern contraception IS mcreaslngly required to fill the gap created by the
reduction of traditIonal methods of birth control The decline of long penods of
exclUSive breastfeedmg, as well as the erosion of post-partum sexual abstinence taboos
and the consequent shortening of the nonsusceptlble penod follOWing birth, means that
adequate use of modern contraceptives IS Vital, not only to prevent fertility from nsmg
stili further, but also to promote needed child spacmg, survival and development as well
as the health and well-being of mothers and children
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Situatron AnalysIs Studies have typically been aimed at the systematic examination of
the FamIly Planning programmes to gauge the strengths and weaknesses of the system
with special attentIon to availability, functioning and quality of the services In view of
emerging trends, the methodology IS now expanded to Include more information
encompassing STDs/HIV/AIDS, availability of laboratory tests, counselling on sexual
behaviour and other reproductive health areas

This repeat study does not only allow the examination of the current status of
programmes but also permIt the study of change over time In the whole programme
and within the subsystem under Investigation Furthermore, It provides an insight to
several aspects of reproductive health programmes and related client behaviour
Additionally, It facIlitates the evaluation of the new gUidelines on Family Planrllng
developed on the basIc of the 1993 Situation AnalysIs Study and the consequent
strengthemng of the gUidelines Thus, the second Situation AnalysIs Study In Ghana
IS expected to Improve effiCiency and effectiveness of the entire faml!y prannmg system
and ensure optImal utilisation of the family planning facIlitIes In the country The report
makes many sr+~clfic recommendations for further interventions WhiCh, If fully
Implemented, will Improve the welfare of the GhanaIan family

DAASEBRE (DR)OTI BOATENG
(GOVERNMENT STATISTICIAN

AND PROJECT DIRECTOR)
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FAMILY PLANNING SERVICE DELIVERY

1 1 INTRODUCTION

Acceptance and practice of family planning have Increased tremendously over the
last decade Within the same penod, fertility has also declined considerably In
spite of these gains, family planning continues to be relevant to the national
population policy and national aspirations More than a quarter of a century after the
Government Issued ItS policy on population (March 1969), the country's rate of
population growth remains unacceptably high and thiS continues to be an
Impediment to the national effort at sustainable development and the eradication of
widespread poverty Not only has the 1969 long-term objective of reducing
population growth (from the 1960-1970 Intercensal rate of 2 4 per cent) to 1 7 by
year 2000 not been achieved, It has actually Increased (through 2 6 per cent In the
1970-1984 Intercensal penod) to an extlmated 3 0 per cent In the post-1984 penod
ThiS puts Ghana among the world's fastest population growing countnes

One of the reasons for Ghana's high population growth rate IS the fact that fertility,
defined as the average number of children for the Ghanaian woman, has remained
high over the years, Irrespective of how It IS measured For Instance, the total
fertility rate (a measure of period fertility), which IS the average number of children a
Ghanaian woman would have If she experienced the speCific schedules for the
various reproductive age groups, declined from 6 7 In 1980 to 6 4 In 1988 and to 5 5
In 1993, but thiS IS stili very high compared to rates of less than 2 for most developed
countnes If we look at completed family size (a measure of cohort fertility), the
picture IS even less encouraging In 1960, the cohort of women aged 45-49, who
were expected to have completed childbearing, each had an average of 59 children
ThiS figure Increased through 6 4 In 1971 and 6 7 In 1980 to 7 3 In 1988 before
declining to 6 6 In 1993

The high fertility has perSisted because of two main factors marnage and the
practice of contraception Marriage In Ghana IS contracted at a very early age With
a median age at first marnage of 18 1 years, It means half of all first marriages
occurred at ages below 18 Another feature of marnage IS that It IS nearly universal,
about 30 per cent of females aged 15-19 have been married, over 80 per cent of
women aged 20-24 have marned and by age 30, about 99 per cent of women have
been marned at least once Marriage IS also fairly stable In the 1979/1980 Ghana
Fertility Survey, for Instance, 89 7 per cent of all ever marned women were stili
marned, whIle 72 7 per cent of the women were stIli In their first marriage Of those
whose first marriage had been dissolved, 71 5 per cent had remarried The fact that
chlldbeanng occurs largely Within marriage means that the near universality of
marriage and the long penod spent In marriage Significantly contnbute to high fertility
m Ghana

Probably more Important as a factor of Ghana's high fertility level IS the practice of
contraception, particularly among women m sexual unions Knowledge of modern
contraceptive methods, mcludlng how they are used and their pOSSible Side effects,
as well as how and where to obtam them IS fairly Widespread Nme out of every ten
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(907%) married women know of at least one modern contraceptive method while
seven out of ten (735%) know where to obtain one Moreover, two out of five
(393%) of all married women (Ie 698% of the 563% of married women who
desired to have more children) say they would like to postpone childbearing for at
least two years In spite of these revealing numbers, only one out of ten married
women In 1993 used a modern contraceptive method, up from one In every twenty In
1988

Obviously, something other than lack of knowledge or unavailability of modern
contraceptive methods should explain the low rate of prevalence In Ghana Quality
of service could Influence method use, but It would appear that much more needs to
be done to convince couples that It IS In their best Interest to limit the number of their
children The MInister of Finance, In the Preface to the revised National Population
Policy of 1994, makes the profound statement that the PolIcy represents lithe
collective Will of the people and the expression of their determination and
commitment to the principle that a well-managed population resource IS a
fundamental requirement for sustainable development", because lithe main tenets,
principles, strategies and programmes enunciated In the document emerged through
debates, diScussions and consultations with a Wide spectrum of Institutions and
Individual Ghanaians from every part of the country" (Government of Ghana, 1994)

If thiS, Indeed, IS the situation on the ground, then the objectives and targets set In
the revised Policy stand a good chance of being achieved The objectives Include
• ensuring systematic integration of population Issues in all aspects of

development planning and activity at all levels of the administrative structure,
• promoting awareness and understanding of population Issues and the

Implications of rapid population growth,
• proViding education on the value of a small family SIze,
• ensuring accessibility to, and affordability of, family planning services for all

Interested persons

To help achieve these specific short-term fertility obJectives, the Policy Includes the
follOWing fertility targets
• to reduce the present annual population growth rate of 30 per cent to 1 5 per

cent by the year 2020,
• to reduce the total fertility rate from the 1993 level of 5 5 to 5 0 by year 2000, to

4 0 by 2010 and to 3 0 by year 2020,
• to Increase modern contraceptive prevalence rate from 10 per cent to 15 per cent

by year 2000, to 28 per cent by 2010 and to 50 per cent by the year 2020,
• to reduce the proportion of women who marry before age 18 by 50 per cent by

year 2000 and by 80 per cent by the year 2020,
• to reduce the proportion of women below 20 years and above 34 years havIng

births by 50 per cent by year 2010 and by 80 per cent by the year 2020,
• to achieve minimum birth spacing of at least 2 years for all births by the year

2020,
• to make family planning services available, accessible and affordable to at least

half of all adults In need of such service by the year 2020
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These targets were set after the Ghana Demographic and Health Survey (OHS) and
the Situation AnalysIs Study of 1993 It will be Interesting to see If the current
situation analysIs of family planning service gives an Indication of the extent to which
these targets are achievable

1 2 STUDY RATIONALE AND OBJECTIVES

The Situation AnalysIs methodology was developed by the Population Council's
Afnca Operations Research and Technical Assistance Project to examine the supply
side of family planmng service delivery, I e the way family planmng services are
orgamzed, delivered and perceived by clients at the service delivery POint (cllmc
level) By examining these Issues, programme managers hope to understand and
Improve on weaknesses In the system, With resulting Increase In quality of care and
concomitant Increase In utilization of services A Situation analySIS study was
conducted In Ghana In 1993 In 399 service delivery pOints (SOPs), including
Planned Parenthood ASSOCiation of Ghana (PPAG, an NGO) cllmcs, private
maternities, public hospitals and cllmcs (Statistical Service, 1994) The Ghana study
was the tenth In the senes of such studies In sub-Saharan Afnca

The 1993 Situation AnalySIS Study helped to Identlfiy some of the problems eXisting
In family planning service delivery faCIlities which are likely to discourage people
from uSing them Some of the key findings from the study relate to accesslbllty,
Infrastructure, lOgiStiCS, supervision and personal biases of proViders

The accessibility of service delivery POints (SOPs), to a large extent, determines the
ease With which potential clients can locate and use the family planning services
The Study indicates that almost a quarter of the SOPs had no VISible family planning
signs and about 40 per cent opened their faCIlities later than the offiCial opening
time On the Issue of Infrastructure, less than half of the faCIlities had access to
plpeborne water (42%) and electnclty (47%) while about 20 per cent did not have a
separate room or area for examination The supply of IEC matenals was also qUite
Inadequate For example, over three-quarters of the faCIlities had no promotional
matenals while samples of contraceptives were absent In 20 per cent of them

Despite the fact that most of the SOPs were offenng a range of contraceptive
methods (five on average), qUite a Sizeable number of them lacked the baSIC
essential equipment for dellvenng family planning services such as stenllzers,
utenne sounds, tenacula, gloves, examination tables and blood pressure apparatus,
among others Regular supervision of proViders helps to put them In check and also
assists In bndglng a pOSSible commUnication gap between them and their
supervisors The results of the 1993 Situation AnalySIS Study suggest that almost a
quarter of the SOPs (24%) had received no family planning supervisory VISit Within
the SIX months pnor to the study Relatively more disturbing IS the fact that about a
fifth (18%) of them had never received a supervisory VISit

In order to proVide effective counselling, a prOVider IS expected to eliCit certain baSIC
Information from the client These Include the client's reproductive goals, concerns
about methods, method preference and breastfeedlng status In more than 50 per
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cent of the cases, however, neither did the provider nor the chent Initiate diScussion
on the reproductive goals of the chent Furthermore, only 41 per cent of chents who
mdlcated a method preference received the method of their chOIce

Observations made dunng the consultation penod also mdlcate that the lack of
specific service delivery gUidelines at the time of the Study made room for Individual
provider biases m terms of the age of the chent, panty, breastfeedlng status, mantal
status and spousal consent Of these, the Issue of marriage was the most
significant About 40 per cent of providers would not give IUD and mjectable to
unmarried clients while over a quarter would not provide the pili

An enquiry Into the background of the providers showed that less than 60 per cent of
them were professional health personnel (I e doctors and nurses) and these were
mostly located In the urban areas The rural SOPs were mainly managed by
auxllhary nurses and extension workers Over 90 per cent of these staff reported
that they had received both theoretical and practical on-the-job training, but how well
designed these types of training are IS not clear

Smce 1993, when the DHS and the Situation AnalysIs Study were conducted,
USAID/Ghana has developed a new population and AIDS programme (GHANAPA
Project) which will continue through the year 2000 In the process of this project
design, many analytic questions were raised concernmg AIDS/STDS, pnclng of
family planning services, m-depth questions (and studies) about service provider
practices, to name a few It was also observed that much of the Information
obtained from the Situation AnalysIs Study was used by programme managers of
the vanous Implementmg agencies (MOH, Ghana Registered Midwives' Association
and PPAG) to design their programmes for the commg years or to readjust their
emphases In accordance with specific findmgs from the study The results from the
Situation AnalysIs Study have also assisted m the development of new gUidelines for
service providers

To function effectively and efficiently, It IS essential that family planning and health
service dehvery structures operate m an optimal way It IS Important, therefore, for
the programme Implementmg agencies to gam as much knowledge and Information
as possible about their facIlities, their chents, and the clients' perception of the
services they receive A second situation analysIs study after three years was
considered essential m evaluatmg these services

Situation analysIs studies have traditionally been systematic examinations of the
strengths and weaknesses of family plannmg programmes, with particular attention
to availability, functioning and quality of these services Along with the worldwide
expansion of the reproductive health paradigm, however, the Situation AnalysIs
methodology has been expanded to Include substantially more mformatlon on
STD/HIV/AIDS, avaIlability of laboratory tests, counselling on sexual behaviour and
other Important areas A repeat study was not only gOing to permit us to examme
the status of programmes at a pomt m time, but would also allow the study of
change over time m the whole programme as well as wlthm the subsystems under
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investigation In addition, It was gOing to provide the first look at several aspects of
reproductive health programmes and related client behaviour

As mentioned earlier, new gUIdelines for the delivery of family planning services
have been developed since the 1993 Situation AnalySIS Study It was felt that It
would be of Interest to the Ministry of Health to evaluate the adherence of providers
to these new gUidelines on the basIs of the 1996 study A second study was also to
offer opportunity to investigate Issues relating to long-term methods, pnclng of family
planning services and AIDS/SlDs programme

The ultimate objective of the 1996 Study, like the earlier one, was to generate data
to assist the strategic planning of family planning service delivery Towards thiS end,
the Immediate and specific objectives of the 1996 Study were

To descnbe the status, availability and quality of family planning services
provided In Ghana In terms of method chOIce, provider-client interactions,
provider training/competence, and the constellation of services available

II To document changes that have taken place In these services since the 1993
Situation analySIS Study as a way of mOnltonng progress

III To provide baseline data for evaluating the new gUidelines on family planning
service delivery Introduced by the Ministry of Health

IV To Identify long-term methods that are preferred by clients and the general
attltL:de of clients towards some of these methods

v To learn more about AIDS/HIV services

VI To provide a basIs for the realistiC pnclng of family planning methods and
services

1 3 STUDY METHODOLOGY

The study sample was chosen such that a sUitable representation of the major
sources of family planning services was obtained These were the public sector
faCIlities of hospitals and cliniCS, PPAG faCIlities and pnvate maternities associated
With the Ghana Registered MidWives' Association (GRMA)

At each service delivery POint, mformatlon was collected through observations and
Interviews on a Single day for the follOWing subsystems

- Logistics/supplies
- FaCIlities/equipment
- Staffing/training
- Supervision/management
- Information, education, communication
- Recording keeping
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This was aq;ompllshed through the use of several Instruments While every effort
was made to keep the questions In the 1996 Instruments similar to, If not the same
as, tho~e In the 1993 survey for purposes of examining trends, there were a few
Issues which had not been addressed adequately In the 1993 study These Included
long-term methods, HIV/AIDS, reasons for certain restnctlons on elIgibility and
costing Issues The lIlstruments were updated to Incorporate such additional Issues

The polIcy of the Statistical Service to collaborate With relevant institutions In all our
research activities was given a new dimension In that the study design Included
teaming up With the Health Research Umt of the Mlmstry of Health to administer a
set of three short Instruments to examine the quality of general health care service
delivery In the selected SOPs The objective was to be able to assess the quality of
health care With minimum cost and also to be able to place the quality of family
planmng service delivery Within that of general health care as a way of explaining
any major differences Results of this module are presented as an Appendix to this
Report A secondary analySIS at a later date Will attempt to relate these results to
the results of the main situation analySIS study

The number of faCIlIties which formed the sampling frame In 1993 was 875 This
comprised 223 private matermtles, 66 hospitals, 551 c1lmcs and 35 PPAG faCIlitIes
For the 1993 Situation AnalySIS Study,..all the public hospitals and PPAG cllmcs were
selected for InclusIon In the sample while 50 per cent sample each of the matermtles
and public cllmcs were chosen The result was a sample of 489 faCIlIties, out of
which 399 were VISited The sample was stratified by region such that the resulting
number of publIc c1lmcs and pnvate matermtles was proportional to the number of
those faCIlIties In each region

For the 1996 study, 1178 faCilities (114 hospitals, 707 MOH c1lmcs, 44 PPAG cllmcs
and 313 maternities) constituted the sampling frame Although budgetary
constraints did not permit the adoption of the same sample size proportions used In
1993, this need not In theory slgmficantly affect the reliability of the results
Moreover, the use of the same selection methodology ensured the comparability of
the two data sets It was deCided to keep all the 44 PPAG cllmcs because of the
small number Involved For hospitals, It was agreed that a 50 per cent sarrple would
yield a number qUite close to the 66 selected In 1993 By the same token, a third
each of cllmcs and matermtles would have yIelded comparable sample sizes as In
1993, but this could not be supported Within the budget It was deCided therefore to
select 25 per cent each of matermtles and public cllmcs The final sample of SOPs
was therefore made up of 60 hospItals, 176 public c1lmcs, 44 PPAG cllmcs and 80
matermtles or a total of 360 faCIlities which was qUIte close to the 399 canvassed In
1993

1 4 FIELD DATA COLLECTION AND MATTERS ARISING

Five Instruments were used In the Situation AnalySIS Study, these covered the
follOWing areas

• Inventory of available faCIlities and services,
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• observation of provider-client mteractlon,
• family planning client eXit mtervlew,
• MCH client eXit mtervlew,
• family planning service provider interview

The Inventory Instrument Identified equipment available on the day of the Interview,
commodities on hand, recordkeeplng and, In general, the physical layout and
condition of the facIlity Dunng the counselling for the provIsion of family plannmg
and reproductive health services, an observer recorded, In the second Instrument,
what transpired, mcludmg questions asked of the client, mformatlon provided to the
client, procedures followed dunng provIsion of family planning methods, explanation
of appropnate use of method, the circumstances under which the client should return
to the cliniC, and so on

A companion mstrument to the provider-client Interaction one; collected mformatlon
on the client's perception a~d c;ssessment of the VISit, mcludlng what questions
were answered, whether they were answered satlsfactonly, whet,ler the client was
3atlsfled with services rendered, and the client's level of knowledge of family
planning methods following her session with the service prOVIder This Instrument
examined these Issues separately for new users, continuing clients with no problems
and for clients who VISited because of a problem concernm@ the method the1 were
uSing

The fourth Instrument was used to determine what level of k10wledge women who
were not attending the family planning cliniC had of contraception, their level of
usage and whether they were aware that family planning methods could be obtained
at the faCIlity which they were attending for other purposes In a sense, thiS group
formed the "background" data against which the results of the family planning client
group could be compared The fmal Instrument sought data on the kind of training
the service proViders had received, when the training took place, what their
knowledge about speCifiC methods was, their knowledge of AIDS and their
willingness to discuss AIDS With their clients

All the Instruments were pretested In different types of localities and faCIlities In
Accra, Abun, Tema, and Amasaman A two-week training session was organized for
the field staff at which time data collection Instruments were reviewed, role-plaYing
was practiced, roles and responSibilities discussed and scheduling of the site VISitS
prepared Training was a JOint effort of the Ghana Statistical Service and the
Population CounCil Fieldwork was conducted by 12 research teams each consisting
of one researcher and two nurse/midWives

A one-day VISit to each service delivery pomt was conSidered adequate It was
expected that thiS effort would take not more than 30 working days to cover all 360
SOPs At the end of each day, the researcher/statistician, serving as team leader,
was expected to review the day's work, look at documents for completeness, validity
and coding errors Field work began on schedule on 21st October and finished by
end of November 1996 With the exception of one or two teams which were 2 days
behind In completing
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DATA PROCESSING AND ANALYSIS

Initial coding and checking of all data collection forms were undertaken In the field by
the team leader After the first two weeks of data collection, the forms were sent to
Accra for further data checks and commencement of data entry A small team of
research assistants also provided codes for the few open-ended questions All
these were done under the supervision of the Data Processing Manager After the
Initial data cleaning, preliminary frequencies were generated to assist the analysts
prepare the first draft

Tabulations and accompanYing graphical presentations were reviewed dUring a one
day data interpretation workshop attended by the collaborating agencies and other
participants The purpose of this workshop was to share preliminary results of the
Study with key users and to have opportunity to think through the Implications of the
rf'sults Towards this end, we aimed at the followmg

- Present Imtlal findings regarding facIlIties, services rendered, quality of
care, and functlonll1g of the subsystems

I

- Highlight the strengths and weaknesses of family planning service delivery
In Ghana

- Develop a list of pnonty proolems whIch could be addressed In strategic
programme planning

- Obtain suggestions for further analysIs of the data

- Involve programme managers In the interpretation and analysIs of the
data

I

1 6 DISSEMINATION AND USE OF RESULTS

BasIc frequenc~ dlstnbutlons and graphic presentations of the study were prepared
for presentation and diSCUSSion at the Data Interpretation Workshop In July 1997
Dunng thiS workshop, polley and programme recommendations were made by
programme managers based on the results The results were disseminated at the
national level In Accra In September 1997 It IS expected to conduct three zonal
seminars throughout the country to disseminate the results

It IS our expectation that the Ministry of Heatth, NatIOnal Population Council, and
J

other useI b of family planning and reproductive hearth data Will find the resources
and commitment to base policy and programme decIsions on the results of the
study

} r

,~
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II PRINCIPAL FINDINGS OF THE STUDY

2 1 STUDY POPULATION CHARACTERISTICS

The study objective was to obtain a snap-shot of activities In the life of service
delivery pOints on the day of VISit The rationale IS that If these activities were routine
and randomly spread over the year, then the aggregate of a Jservatlons would give a
fairly accurate picture of the strengths and weaknesses of the family planning
delivery system In the country At each facIlity that was vIsited, an Inventory of
Infrastructure, equipment and supplies was taken for that day, Interactions between
providers and family planning clients were observed and note taken of relevant
Information, without Interfernng with proceedings, all clients seen that day
interviewed, all staff on duty at the time of VISit interviewed, and up to ten female
MCH clIents interviewed If there were no famIly planning clIents that day, work was
stili carned out In the other areas

The teams were able to successfully complete work In 313 of the 360 facIlities
selected for study, representing 86 9 per cent coverage rate Table 1 shows that
level of coverage was much higher In the publIc sector facIlities (100% for hospitals
and 89 8% for MOH cliniCS) than In pnvate sector facIlities (75 0% for PPAG and
775% for maternIties)

Table 1 Regional Dlstnbutlon of Selected Sites by Type of SOP
Hospitals MoH Clinics PPAG Clinics Pr Maternltltes Total Cover

Region VIsited Sample VIsited Sample VIsited Sample VIsited Sample VIsited Sample Rate
Western 12 12 15 18 7 7 5 6 39 43 907
Central 5 5 11 16 4 9 2 6 22 36 61 1
Gt Accra 4 4 8 8 4 7 11 17 27 36 750
Volta 8 8 36 37 4 5 48 50 960
Eastern 7 7 15 17 6 7 8 13 36 44 818
Ashantl 8 8 22 23 7 8 17 18 54 57 947
B Ahafo 7 7 23 24 2 3 12 12 44 46 957
Northern 3 3 8 8 3 3 1 1 15 15 1000
U West 3 3 10 11 - 1 1 14 15 933
U East 3 3 10 14 - - 1 1 14 18 778
Tot Sample 60 60 158 176 33 44 62 80 313 360
Cov Rate 1000 898 750 775 869 869
Total SDPs 114 707 44 313 1 178

Most PPAG cliniCS operate on specific days, this means that If the day of the team
VISit did not cOincide with the opening days, then the facility would not be covered It
was observed that many maternities were owned and manned by retired nurse
midWives who were not In the position to employ other qualified staff In such a
situation, If the owner-midwife \/\tas mdlsposed or had travelled, the facIlity would be
closed down and therefore would not be covered If the team vIsited on such a day
It was also observed that the sampling frame for the private maternities, In particular,
was not up-to-date and therefore many selected facIlities were found to have been
closed down or relocated to other unknown locations

In terms of regional coverage Western (907%), Volta (960%) Ashantl (947%),
Brong Ahafo (957%), Northern (100%) and Upper West (933%) did much better
than the national average ThiS may be because the factors that account for the
relatIvely low coverage of PPAG cliniCS and pnvate maternities operated less In
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these regions For the Upper East Region (77 8%), the low coverage resulted from
the coverage of cllmcs, many of which operated on market days, so that If the VISit
did not cOincide with the market days then the facIlity would not be covered

Apart from the fact that some SOPs could not be canvassed for the reasons stated
earlier, some SOPs provide certain services on specific days It was observed, for
Instance In a few SOPs, that family planning was not being provided on the VISit
days In many Instances, also, even though providers were available, there were no
clients on the specific days of VISit Table 2 gives an Indication of the coverage rate
for the specific types of Interaction and for the different facIlities It was not
surprising that staff Interviews were conducted In almost all facIlities, because the
providers were always available In the SOPs covered The few facIlities where staff
Interviews were not conducted represent those SOPs which were not manned by
qualified personnel at the time of VISit The other Important observation was that
SOPs were likely to have more MCH clients than family planmng clients

Table 2 Coverage by Type of Interaction and SDP Type

Hospitals MOH CliniCS PPAG Climes Pr Matermtles Total
Type of Interaction No Cov Rate No Cov Rate No Cov Rate No Cov Rate No COy Rate
Provider Client Obs 42 70 106 67 30 91 29 47 207 66
FP Client Interview 40 67 104 66 31 94 31 50 206 66
MCH Client Interview 51 85 132 84 13 39 46 74 242 77
Staff Interview 48 80 156 99 29 88 58 94 291 93
Total SDPs Covered 60 158 33 62 313 -

Table 3 Indicates that, In general, the facIlities vIsited provided more MCH services
than family planning services On average, there were 4 1 MCH clients to 2 6 family
planning clients ThiS picture was the case In all SOP types, except PPAG cliniCS,
where there were 6 8 family planning clients to only 1 2 MCH clients The picture
appears to reflect the emphasIs In service provIsion While the PPAG was set up
pnmanly to provide family planning services, maternities and public health facIlities
provide more MCH services, with family planning service ndlng on the back of the
latter

Table 3 Number of Interviews and Observations by SDP Type

Hospitals MoH CliniCS PPAG CliniCS Pr Maternities Total
Types of Interaction (n=60) (n=158) (n=33) (n=62) (n=313)
Provider-Client Observation 170 363 226 63 822

(n=207) (2 8) (2 3) (6 8) (1 0) (2 6)

FP Chent Interview 162 365 225 63 815
(n=206) (2 7) (2 3) (6 8) (1 0) (2 6)

MCH Client Interview 356 703 41 194] 1294
(n=242) (5 9) (4 4) (1 2) (31) (41)

Staff Interview 132 308 60 70 570
(n=291) (2 2) (1 9) (1 8) (1 1) (1 8)
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2 2 FUNCTIONAL SITUATION OF SUBSYSTEMS AT DELIVERY POINTS

The delivery of family planmng service presupposes that a system IS m place, by
which IS Implied the availability and functlomng of certam Inputs Some of these are
cllmcal equipment, supplies of method, supportmg mfrastructure and personnel to
provide the service The quality of servIce provided depends very much on the
strengths and weaknesses m these various subsystems A strong system IS able to
Identify needs, analyze problems and able to come up with solutions, while a weak
one will lead to unpredictable and unpleasant situations, lack of commUniCation, and
wastage of resources, leading to failure

The pnmary objective of the study, therefore, was to find out m all service delivery
pomts (SOPs) vIsited what mfrastructural facIlities, cllmcal equipment and method
range were available For the Inputs that were available, It was necessary to fmd out
whether or not they were functlomng, were adequate and were of acceptable
standard to be able to provide quality service Towards this end, Issues of
accessibility, Infrastructure, equipment, method supplies, cllmcal facIlities, range of
health services, recordkeeplng, supervision and staffmg as well as cost of providing
services were canvassed

Accessibility

Family planmng services may be available, but If they are not wlthm reach of
potential clients, little will be achieved The situation analysIs study was therefore
mterested m knowmg how accessible the facIlities were to the people Information
on Issues like the opemng hours, time that providers reported, number of days
services were available, the erection of vIsible signs to IndIcate that such services
were available was thus collected

The official openmg tIme for most SOPs (559%) was reported as 800 a m, but less
than a fifth (18 8%) of facIlities actually opened at this tIme Overall, there were 67 4
per cent of SOPs that reported an opemng time of between 6 00 a m and 8 00 a m,
but only 42 2 per cent were observed to have opened dunng this time (m 80 8% of
the facIlitIes vIsited, the teams arrived before the official opemng time)

Transportation problems may explain the lack of punctuality, particularly m large
towns, but actual practice of demand for services may also explain why most SOPs
do not open at the time they are supposed to For Instance, while 38 per cent of
providers were observed to have arrived before 8 00 a m (and an additional 26 8%
between 8 00 a m and 9 00 a m), only 2 9 per cent of clients reported before 8 00
am, 31 7 per cent arnved between 800 a m and 1000 a m while 24 per cent
arnved after 10 00 a m (see Table 4) Naturally, only a few clients were attended to
before 9 00 a m The nature of work of many clients (farmmg, tradmg) may account
for the late reporting at SOPs for service ThiS IS made pOSSible by the fact that
most SOPs (569%) close between 2 00 P m and 300 P m, with an additional 21 per
cent c10smg between 300 pm and 500 P m, late enough for such workers to have
come back from their economic actiVities It IS not surprlsmg, therefore, that 94 per
cent of clients indicated that the opemng hours were convement for them
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Table 4 Time of Arnval of First Family Planning Client and First Provider

Time of Arrival First ProvIder First Chent
6 - 8 OOa m 38 a 29
8 - 9 OOa m 268 125
9 - 10 OOa m 42 192
After 10 OOa m 26 24 a

More than half (54%) of SOPs offered five days of family planning servIces In the
week, while a further 28 1 per cent (pnmanly pnvate maternities and community
health centres) offered services at the weekend Indeed, many maternities indicated
that they operated 24-hour-7-day family planning services on the same lines as
maternity services

The significance of these operating times IS that family planning service IS easily
accessible to most family plannmg clients The services as well as the openmg
times, however, would be useful If the public was made aware of them It was
Important, therefore, to know whether there were vIsible signposts that could
announce the availability of family planning services to potential clients The picture
IS not very encouragmg, for only half (50 5%) of SOPs had a sign on the outside of
the facIlity, an additional 8 3% had a sign on the inside of the bUilding ThiS means
that as many as 41 2 per cent of SDPs had no vIsible sign either on the outside or
Inside to indicate that the services they provide were available (see Fig 1) What
makes the Situation a matter of much greater concern IS the fact that the 1993 study
had only 23 per cent of SOPs not having a vIsible sign

Figure 1 Percentage of SOPs With No VIsible Family Planmng 51gn Anywhere
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The reason for the rather large proportion without a vIsible signpost In 1996 may be
that many of the eXisting signposts may have fallen down or been defaced with wear
and tear over time and had not been rehabilitated or re-erected, Indeed some of the
teams observed a few such signposts stuck In some corner of the facIlity ThiS
probably reflects the general lack of a maintenance culture withIn the family planning
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delivery system It should, however, be an Issue for policy consideration, given that
signposts are very Important In the advertisement and promotion of family planmng
Figure 1 shows that the absence of a vIsible signpost was more apparent In public
facIlities (hospitals and c1lmcs) than In the private ones This IS surprising, because
one would have expected the public faCilities to be more capable of regular
maintenance It again seems to reflect the general apathv and lack of concern of
the system In taking care of state property On the other hand, the private concerns
have a better businesslike attitude and therefore see the need to advertise
themselves to attract clients

The study umts were health facIlities that usually provided family planmng services
and, therefore, It was expected that the service would be available In all SOPs The
results, however, indicate that In 4 5 per cent of SOPs family planmng service was
not available In any part of the facIlity While thiS service was available In all PPAG
c1lmcs, It was absent In 6 per cent of hospitals, 4 per cent of public c1lmcs and 5 per
cent of maternities ThiS IS explained partly by the fact that the lists of family
planning facIlities were not up-to-date (many selected SOPs were found to have
closed down or relocated) and partly by the fact that In some of the SOPs, the
service was not being proVided because the only prOVider (In many cases) had been
transferred and no replacement had been effected at the time of VISit

The other health services available could be grouped In two maternal and child
health (MCH), and general reproductive health services With regard to MCH
services, most hospitals and public cllmcs proVided the whole range of services
while most private matermtles appeared to concentrate more on maternal health
than child health Issues On the other hand, very few PPAG cllmcs proVided MCH
services of any kind (see Table 5)

Table 5 Percentage of SDPs ProViding Maternal and Child Health Services by SDP Type

Type ofSDP
Type of Service Hospital MoH Cllmc PPAG Cllmc Pr Matermtles Total
Ante-natal Care 95 91 36 100 879
Maternity Care/Delivery 87 81 15 98 789
Post-natal Care 95 86 24 92 827
Nutrition 88 90 42 96 786
Child Immumzatlon 95 92 21 42 751
Child Growth Momtorlng 92 93 21 44 735
Oral RehydratIOn Therapy 95 88 30 79 814

Concerning reproductive health services, most SOPs of all types appeared to
proVide counselling services (on HIV/AIOS other STOs and Infertility) more than
diagnOSIs and/or treatment (see Table 6) In these three areas of counselling, there
were greater proportions of hospitals, followed by PPAG c1lmcs, offermg services
than others, public c1lmcs were the least likely to offer such counselling services
Fmally, It was observed that more hospitals than any other SOP type were likely to
proVide reproductive health services of all kinds
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Table 6 Percentage of SOPs ProViding General Reproductive Health Services by SOP Type

Type ofSDP
Type of Service Hospital MoH Cllmc PPAG Cllmc Pr Maternities Total
HIV/AIDS CounselllngllEC 97 55 70 64 661
HIV/AIDS Testing 70 7 6 16 205
Other STD Counselllng/IEC 85 56 82 63 658
Other STDDlagnosls 78 25 24 32 364
Other STD Treatment 85 37 36 37 463
Consultation for Infertility 91 47 76 53 601
Abortion Complications 83 35 30 38 444
Pre-Abortion Counselling 60 25 39 37 358
Menstrual Regulation 43 26 27 22 316

What IS obVIOUS from Table 5 and Table 6 IS that there were more SOPs offenng
MCH services than reproductive health services ThiS IS not surprising, given that
MCH, until recently, had been the focus of the facIlities While the lowest proportIon
of SOPs proViding an MCH service (child growth mOnitoring) was about three-fourths
(735%), the highest proportion proVIding a general reproductive health service
(HIV/AIOS counselling) was about two-thirds (66 1%) Another interesting finding IS
that while hospitals, public cliniCS and pnvate maternities proVided more MCH
services than reproductive health services, the opposite was the case for PPAG
cliniCS

Infrastructural FacIlities

The effiCient and effective functioning of any system depends very much on the
mfrastructural base Within the family plannmg and health system, the mfrastructure,
apart from the bUlldmg, consists of the utilities water, electnclty, workmg tOilet,
sufficient seating for clients' comfort and bowls of water to wash hands Results of
the study, as shown m Figure 2, show that 34 per cent of SOPs had piped running
water, with 52 per cent havmg electnclty These utilities are community based, m
the sense that they could become available m the faCIlity only when the Wider
community has them Their non-availability may, therefore, reflect the rural-urban
dlspanty m the prOVIsion of such Infrastructure ThiS explams why hospItals, which
are urban based, were more likely than others to have them The relatively higher
proportions of SOPs havmg electnclty, as compared to piped running water, may be
the result of the rural electnflcatlon programme which has connected many rural
areas to the national gnd

The other three Infrastructural facIlities could be proVided mdependently of the
community and also differ m type and quality ThiS explains why relatively larger
proportions of SOPs had working tOilet than those that had piped runnmg water
The exception appears to be hospitals WhiCh, being urban-based, would most likely
have flush tOilets which depend on running water to function, unless containers were
used to store water for such purpose ThiS may also explain why most pnvate
maternities, which are mostly home-based, had thiS faCIlity The non-availability or
non-functlonmg of the necessary Infrastructure should be a matter of grave concern
to all because of the health problem the msanltary conditions may pose In the
areas of sufficient seating for clients and bowls of water for washmg, It appears that
Significant numbers of SOPs of all types made provISion for them
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There IS the need to work towards all SOPs having these utilities, because they
directly Influence the client's perception of quality service, an essential ingredient for
sustainable demand for the service

Figure 2 Infrastructural FaCIlities Available on Day of VIS It by SDP Type100 ,..... -,
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Staffing

Every system requlre5 qualified and knowledgeable people to operate and move It
forward It was necessary, therefore, to have an Idea of the kind of personnel who
usually proVide family planning services and how many were actually available on
the day of VISit On the whole, there were, on average, 3 9 full-time staff who
proVided family planning serVices, but the average on duty on the day of VISit was
3 0, that IS, 23 per cent absenteeism (Table 7) In terms of SOP type, hospitals had
an average of 7 proViders as against 3 for the pnvate-sector faCIlities The category
of staff most commonly used In all faCIlities was a nurse of one type or another
(nurse, nurse-midwife, midWife, auxlillary etc), while the doctor was least expected
as a full-time proVider

Table 7 Average Number of Staff ProViding Family Planning Service by SOP Type

Number PrOViding FP Services Number on Duty on Day of VISit
DeSignation of Staff Total Hasp MoH CI PPAG CI Mat Total Hasp MoHCI PPAGCI Mat
Medical Doctor 01 06 002 01 05 01 04 001 003 002
Nurse/Midwife/Nurse Mid 1 9 30 1 6 1 5 1 5 1 3 20 1 2 1 0 1 0
Auxllhary Nurse 1 6 30 1 8 04 04 1 3 20 1 3 01 03
ExtenSion Worker 03 04 03 08 03 03 03 02 08 02
Total 39 70 37 28 27 30 47 27 1 9 1 5
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lEG Matenals and Activities

A programme of Information, education and commUnication (lEG) service IS very
Important as a form of advertisement and/or diSSemination, particularly for the
uneducated, because It reduces a message to very simple, plctonal form that can be
provided In a short time The study was Interested, therefore, to know the kind of
matenals and activities SOPs used to gain the attention and Interest of clients and
potential clients

Table 8 shows that posters, contraceptive samples and fllpcharts were the matenals
used most by SOPs while anatomical models and educational matenals were the
least available This IS true for all four SOP types The non-availability of these
matenals In about 20 per cent of SOPs should be a matter of concern and efforts
need to be made to ensure adequate supply to all SOPs The situation IS even less
satisfactory with availability of lEG matenals for the different kinds of MGH and
reproductive health services provided The only lEG matenals that were available In
some fairly decent proportion of SOPs (40-55%) were posters on HIV/AIOS and child
welfare (and to a lesser extent antenatal/postnatal care)

Table 8 Percentage of SOPs Having Family Planning IEC Matenals by SOP Type

Type of SOP
Type of IEC Matenal Hospital MoH Chmc PPAG Chmc Pr Matermtles Total
Fhpchart 75 72 79 53 693
Brochure/Pamphlet 52 41 45 50 435
Posters 85 82 79 89 837
Contraceptive Samples 75 78 97 69 776
Anatomical Models 48 34 67 29 393

A very useful service In some SOPs IS a "health talk", which takes the form of a short
lecture or presentation by a provider to the clients gathered at the facIlity, followed
by questions and answers or diScussion It IS very useful In c1eanng doubts and
reassuring clients It was observed, however, that In only 26 5 per cent of SOPs did
a "health talk" take place on the day of VISit In those cases where such a talk was
given, family planning (64%) and nutntlon (46%) were the tOPICS that featured most
prominently, followed by antenatal care (36%), child ImmUniZation (36%) and
breastfeedIng (35%) ThiS was the picture With all SOP types ReproductIve health
Issues featured only rarely or not at all In most SOPs of all types ThiS IS a reflection
of the slow pace of integrating FP/MGH Within the broader reproductive health
concern

Medical Examination FaCIlities

To be able to adVise on the appropriate method for the new chent, It IS necessary to
examIne the chent on the first VISit Such medical examination needs to be
conducted In suffiCient pllvacy to give the chent a feeling of comfort and trust The
study, therefore, sought Information on the availabIlity of a separate room that was
clean, had adequate light, had water for washing hands, had the relevant equipment
and that ensured auditory and Visual privacy
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Figure 3 shows that qUite an appreciable proportion of SOPs satisfied these needs
More than eight out of ten SOPs provided these faclhtles (the exception IS adequate
wat~r, which only 72% provided) It IS worth notrng that the proportion of hospitals
havrng-any of these facIlities was greater than the national average, while MoH
clinics and PPAG cliniCS almost always had proportions lower than the national
average

100,..-_

80

70

60
E
~ 50

"Q. 40

30

20

10

Figure 3 ExaminatIon Area Facilities on Day of Visit by SOP Type
--- ------,0- 9-77-------

S2 SO 93
87 90 86

l

A dt ryP N Y VIS IPnvacy Clea E II nment Ad q ta lighting Ad quate Water

Ghana Situ tl Analy '996
S uree love t ry

[J Tolal(n=313) III f-bspltal(n=80) [J MOH a (n=158)

o PF'AG a (n=33) III Matermnes(n=62)

The below average performance of public cliniCS may be due to the fact that they
often operated In relatively small room units rn rural communities, such conditions
did not allow for much auditory and visual privacy, rn addition to the obVIOUS
rnadequate supply of water and electriCity The Situation was even worse rn the case
of PPAG cliniCS which operated largely from rented premises In homes and other
health facIlities and were therefore limited In the examinatIOn area facIlities they
could provide The general poor Situation with the provIsion of adequate water for
washrng IS unacceptable because every SOP should be able to provide one or two
large containers to store water (not necessarily potable) for washrng hands and
equipment dUring and after the examination

EqUipment and Commodities

The pornt has been made that an Initial medical examination of the new chent IS
Important In provldrng quality and relevant service Such an examInation can only
be performed with the use of certain clinical eqUipment Most SOPs did have many
of these clinical eqUipment Figure 4 presents the percentage of SOP3 that did not
have the equipment necessary for such clinical service
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Figure 4 Percentage of SOPs MIssing Family Planmng Clinical Equipment
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The reason for non-availability would often be due to the fact that some of the SOPs
did not offer certam family planmng services that would reqUire those equipment
For mstance, few SOPs had mlmlap kit (7%) or laparoscope (4%) because many
SOPs did not perform stenllzatlon (see Table 9) Many SOPs also did not have their
own laboratones, and thiS explams why only 11 per cent owned a mIcroscope

Table 9 Percentage of SOPs MISSing Family Planning Clinical EqUipment by SOP Type
Type of SOP

Type of EqUipment Hospital MoH Cllmc PPAG Cllmc Pr Matermtles Total
Disposable Gloves 45 53 30 40 49
Tenacula 30 49 21 56 44
Uterine Sound 20 46 21 56 41
Sponge-holding Forceps 30 35 36 32 33
Specula 18 42 21 27 32
Functlomng Refngerator 28 39 94 79 50
Antlseptlc Lotion 13 32 15 13 23
Stethoscope 17 26 6 11 19
Sterilizer * 5 16 33 21 17
Examination Couch 8 24 15 3 16
BP Apparatus 10 20 0 5 13
Adult Weighing Scale 7 13 15 10 11
Needles/SYringes 4 8 10 3 7
Gynaecology LampITorch 35 75 27 48 57
SCissors 13 20 18 8 16
Child Weighing Scale 15 8 91 26 22
Thermometer 32 34 64 16 33
Microscope 80 90 97 90 89
Laparoscope 87 100 94 97 96
Mini-lap Kit 77 98 88 97 93

* Defined to Include any equipment (coal pot stove chemical) that could assist In steriliZing clinical kit
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For the most part, more than three-quarters of SOPs had the other needed
eqUipment The essential Item that was most conspicuously missing was a
functioning refngerator (In half of the SOPs) The other Items that were missing the
most were gloves, tenacula, sponge-holding forceps, utenne sound, specula, and
antiseptic lotion The missing equipment In some cases could be attnbuted to the
supervisor keeping them In the house, either for safe-keeping or for home
consultation

This was confirmed by some providers who indIcated that the space available to the
family plannrng unIt was too small to carry a cupboard that would contam all the
needed eqUipment In such conditions, many of the equipment that were not being
used for lack of qualified staff had been kept In the homes of providers In several
rural and farming commUnities also, SOPs had adopted very flexible consultation
hours that enabled clients to report to the homes of providers for re-supply It IS
conceivable that providers under such flexible working hours would keep some
essential equipment, such as the stethoscope, In their homes For Instance, It IS
known that the stethoscope and blood pressure apparatus go hand-In-hand, and yet,
while 13 per cent did not have the blood pressure apparatus, as many as 19 per
cent did not have the stethoscope Another area of concern IS with the 16 per cent
that did not have an examination couch

Family Planning Methods and Supplies

While Infrastructural facIlities, equipment and staffing are all very Important
components of the family planning programme, It IS the range of methods that are
usually provided as well as the availability of supplies which are at the core of the
service delivery At each SOP that was vIsited, therefore, information was gathered
on the contraceptive methods that were usually offered, after which a physical count
was made of supplies of each method, noting the stock level over the Immediate
past SIX months

On the whole, more than half of all SOPs offered SIX of the eight major contraceptive
methods The method most offered was the combined pili (91 %), followed by the
condom (89%) and the Injectable (88%) The methods least offered were the
norplant and the diaphragm (7% In each case) It was also noted that qUite a large
proportion (about 90%) of SOPs that offered particular methods did have supplies
available on the day of VISit, even though qUite a number (10-20%) had expenenced
a stockout at one POint or another over the SIX months pnor to the VISit

Figure 5 presents the availability of supplies as It pertained to hormonal
contraceptive methods With the exception of norplant, about three-quarters of
SOPs offered the remaining three methods The relatively low level of offer of
progestin-only pili should be a matter of concern since that IS the more appropnate
pili for women who are breastfeedlng
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Figure 5 Indicators of Availability of Hormonal Contraceptives
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With regards to the IUD and bamer methods (Fig 6), the level of offer was much
lower than with hormonal methods Even with condoms and spermlcldes, probably
the cheapest and easiest to use, 10-15 per cent of SOPs did not offer them The
relatively low level of offer of IUD probably reflects the myths and misconceptions
associated with the use of the IUD

Figure 6 Indicators of Availability of IUD and Barrier Contraceptives
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There were substantial proportions (between 85 and 94%) of SOPs that had the
dlferent methods they offer available on the day of VISit ThIs IS encouraging,
because It assured the client of ready supply and re-supply It IS Important,
therefore, that all SOPs mOnitor supplies closely to ensure regular supply to satisfy
client need The fact that a tenth to a fifth of SOPs had experienced stockouts In the
SIX months preceding the VISit should therefore be a matter of great concern

The usage of modern contraception In the country IS very low, so efforts at Improving
the prevalence level should not be frustrated with stockouts which may discourage
some uncommitted users from continuing with the programme It calls for close
mOnltorrng and supervisIon so that low stock could be detected early and the
necessary requests Initiated In good time to ensure timely replenishing of stocks

The relative levels of indicators of contraceptive availability for the different
programme types are presented In Table 10 With the exception of the Norplant
(where hospitals predominated), more PPAG cllmcs than any other SOPs offered all
other contraceptive methods This IS not surprrslng, gIven that such cliniCS were set
up primarily to prOVide family planning services Not only that, but In terms of
availability of supplies on the day of VISit, the PPAG cliniCS performed better than
others on all methods, except Norplant and diaphragm The stockout levels do not
appear to have any clear pattern In terms of SOP type The differentials are rather In
terms of type of method

Table 10 Indicators of Availability of Contraceptive Methods by Type of SDP

Hospitals MOH Cllmcs PPAG Cllmcs Pr Matermtles
Method of Meth Sup Stock- Meth Sup Stock Method Sup Stock Meth Sup Stock
Contrceptlon Prov Avail out Prov Avail out Prov Avail out Prov Avail out
Combined PIli 85 92 12 92 92 12 100 100 9 89 87 22
Progestin only PIli 75 84 17 73 82 18 97 97 10 61 84 32
Injectable 83 92 12 87 83 27 97 100 16 90 93 14
Norplant 27 94 6 1 50 0 12 75 33 5 0 0
IUD 80 94 8 51 85 13 85 100 11 39 92 13
Diaphragm 3 100 100 0 0 0 48 88 7 5 67 33
Condom 87 92 8 91 91 6 97 100 9 85 94 8
SpermiCide 82 92 16 85 87 16 100 100 12 81 90 8

Other Family Planning Services

Delivery of family planning services goes beyond the provIsion of the known
contraceptive methods It Involves counselling, the use of procedures to eliminate
the discharge of the female egg or the male sperm as well as the use of methods
after sexual Intercourse Information was soliCited on these other family planning
services to see how comprehensive the programme was The eVidence IS that more
SDPs offered counselling services than those that did proVide more direct
procedures that would ensure that pregnancy did not occur (Fig 7) The spate of
rape In the country and the fact that sexual partners may occasionally find
themselves In Situations where they may engage In unprotected sex, all call for
greater attention to the prOVIsion of emergency contraception
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Figure 7 Other Family Planning Services Provided
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Table 11 indicates that SOPs of all types follow this general trend Significantly,
more PPAG clinics than others offered dual method counselling and emergency
contraception The remaining services were offered more In hospitals than In other
SOP types

Table 11 Percentage of SOPs Providing Other Family Planning Services by SDP Type

Type of SOP
Type of Service Provided Hospitals MOH Climcs PPAG Climcs Matermtles Total
Exclusive Breastfeedlng Counselling 90 85 79 82 847
Natural Family Planmng Counselling 83 65 79 74 719
Dual Methods Counselling 72 66 82 58 671
Female Stenllzatlon 73 42 58 44 502
Male Sterilization 33 23 33 15 246
Emergency (Post-Coital) Contraception 12 9 33 11 134

Screening and Diagnostic FaCIlities for Non Family Planning Services

One of the overndlng concerns of birth control IS to Improve the health of the mother
and child The current emphaSIS In famIly planning service ~herefore IS a shift from
method delivery only to one that Includes non-method services that affect general
reproduction It IS for this reason that Information was canvassed on laboratory tests
that would help Identify the presence of HIV, other sexually transmitted diseases
(STDs), cancer of the sexual organ and pregnancy Some SOPs carned out the
laboratory tests themselves, others took the specimen and referred clients to
another OUtfit for the test while others referred clients to have the screening done
elsewhere

The results of the study indicate that only 32 per cent of SOPs offered laboratory test
faCIlities Figure 8 shows that pregnancy test IS the one that IS carned out
extensively This IS not surpnslng because the main objective of the Unit of analySIS
IS to provide methods for the spacing and limiting of pregnancies ThiS IS made even
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more forcefully by the fact that the next common text (gonorrhoea) IS done In Just
about half of the facilities Another pOint to note IS that for almost all tests, a lot more
screening and diagnosIs IS done at the SDP rather than elsewhere

Figure 8 Available Laboratory Screenmg and DIagnostic FacIlities at SOPs
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Table 12 reveals some very Important differences among types of facIlity For all
types of health facIlity, except PPAG cliniCS, pregnancy test IS the commonest
carned out Indeed, pregnancy test and, to a lesser extent, the other tests were not
carned out In PPAG cliniCS ThiS may be understandable, because most PPAG
faCIlities are outreach posts, what IS not clear IS why they also did not refer clients to
other faCIlities for pregnancy screening even though they did for other tests
Similarly, maternities and MOH cliniCS also depended on other laboratOries than on
their own faCIlities m screening and dlagnosmg tests other than pregnancy Apart
from not having the equipment to perform laboratory test, It could also be that the
staff were not suffiCiently trained to do so ThiS may be eVidenced by the fact that
only 23 per cent of the SDPs (49% hospital, 21% cliniCS, 9% PPAG and 13%
maternities) had a copy of the gUidelines for the management of sexually transmitted
dIseases

Table 12 AvailabIlity of Screenmg and Diagnostic FaCIlities by SDP Type

Hospitals MOH Cllmcs PPAG Cllmcs Pr Matermtles
Laboratory Test At SDP Elsewhere AtSDP Elsewhere AtSDP Elsewhere AtSDP Elsewhere
Pregnancy 75 10 100 4 0 0 21 3
Gonorrhoea 67 12 38 33 9 73 8 11
SyphIlis 42 18 16 29 9 73 3 10
ChlamydIa 35 17 8 25 9 73 ~3 8
CandIda 52 17 13 25 9 73 6 10
TrIchomonas 50 13 8 29 9 73 6 10
Cervical Cancer 27 18 13 25 9 64 3 11
HIV/AIDS 58 18 8 33 0 82 2 13
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Immumzatlon ServIces

Just as MCH clients are seen as potentIal family planmng clients, so should most
famIly planning clients be seen as potential MCH clients ThIS, Indeed, may be the
reason for integrating family planmng and maternal and child health services In the
first place ThIS integration should be reflected In the service-miX that SOPs proVide
In seekIng to know of Immumzatlon services that were available at the SOP,
therefore, the study sought to know the proportion of SOPs that provided for both
family planmng and MCH clients

Apart from hepatitis B and yellow fever, more than 70 per cent of SOPs provided all
the major types of Immumzatlon (see Fig 9) The position IS encouraging and one
would hope that the remaining 30 per cent would work towards proViding thiS
service The general level of stockout In the last 6 months IS much higher than that
for famIly planmng methods, which again shows the bias of the SOPs

Figure 9 Availability of Immunization Services at SOPs
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The picture IS not the same for all types of SDPs and thiS IS demonstrated qUIte
clearly In Table 13 Public faclhtles (hospitals and c1lmcs) proVide Immumzatlon
services to a much higher level than the pnvate faCIlities While over 90 per cent of
hospitals and c1lmcs proVide Immumzatlon of all types (hepatitis B excluded), Just
about a fifth of PPAG c1lmcs and maternIties do so Even for hepatitIs B, the
proportion of hospitals that proVide the servIce IS twice the national average

The apparent lack of Interest of PPAG cllmcs and matermtles In non-family planmng
services may be explained by the fact that these are outside theIr scope of activIty
For maternIties, there IS an understanding With MOH that the latter would provide the
related service of Immumzatlon for ante-natal care clients and for babies For almost
all types, the level of stockout IS slightly lower In public than In pnvate faCIlities
though In general the level IS much higher than In the case of famIly planmng
service Level of stockout also appears to be high for hepatitIS B and yellow fever
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Table 13 Availability of Immunization Services by Type of SOP

Hospitals MOH Clinics PPAG Clinics Pr Maternities
Type of Immunization Provide Stockout Provide Stockout Provide Stockout Provide Stockout

Service last 6 mo Service last 6 mo Service last 6 mo Service last 6 mo
BCG 98 22 92 21 15 20 26 12
Polio 97 19 92 21 15 40 24 47
OPT 97 21 92 22 15 20 23 21
Measles 95 2 93 6 15 20 23 7
HepatitIs B 40 42 22 40 3 I 100 5 0
Tetanus for ANC Clients 97 12 91 13 12 I 25 37 13
Yellow Fever 92 42 91 27 6 100 16 40

Commodity Management

An Important way In ensunng quality service IS to have commodities and supplies
that are properly stored such that there are enough supplies of the required potency
If the recording system IS not well ordered, there IS the possibility of exhausting
commodities with late expiry dates, leaving those with early expiry date which may
consequently become useless

About three-quarters (73%) of SOPs vIsited had a wntten record system of one kind
or another for tracking family planning commodities The proportion of SOPs that
had a similar system was not as high for drugs for STO treatment (15%), vaccines
(56%) and other medicines (29%) Of more Interest IS the proportion of SOPs with
an up-to-date, legible and complete record system It IS worth noting that about 90
per cent of SOPs with a record system were well-ordered along these cntena Thus,
64 per cent of SOPs had a well ordered record system as against 14 per cent for
STO treatment, 50 per cent for vaccines and 27 per cent for other mediCines

The study also collected information on SOPs that stored commodities by expiry
date and under satisfactory conditions, that IS, protected from rain, sun, adverse
temperatures, rodents and pests Figure 10 presents the results for the different
types of commoditIes and supplies A few comments are worth making here First,
It appears that family planning gets the greatest attention of SOPs, while STO
treatment IS of least concern or Interest This IS explained by the fact that STO
treatment IS currently carned out In the clinical section, efforts are being made to
Integrate STO treatment and family planning delivery (pilot project In the Eastern
Region) Second, Irrespective of commodIty type, storage facIlities received greater
attention followed closely by storage by expiry date, coming much further down IS a
well-ordered record system

It IS a good thing that SOPs give greater attention to Issues of storage than the
system of recording, but the proportions Involved are too small to be enthused
about The commodities and supplies are rather expensive and not readily available
when needed (the level of stockout IS a pOinter) and therefore greater effort IS
needed to preserve and manage these Items effiCiently A training workshop In
commodity management for proViders Will be necessary In addreSSing thiS problem
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Figure 10 Management of Commodities and Supplies at SOPs
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Very mterestmg differences between types of SOPs are revealed In Table 14 That
family plannmg IS the prrmary focus of PPAG cllmcs IS demonstrated m their better
management of family plannmg methods m all three Indicators Particularly
sIgnificant IS the difference between the proportIon of PPAG cliniCS and that of any
other facIlity type which keeps a well-ordered record system The proportion of
hospitals keepmg a well-ordered record system IS rather dlsappomtlng It was
observed that even though 76 per cent of hospitals kept a written mventory of
commoditIes and supplies, only 45 per cent of these (or 34 of all hospitals) kept an
up-to-date, legible and complete record of commodities It IS hoped that an attempt
Will be made to Improve the Situation Hospitals appear to do better With vaccines
for ImmUniZation than they do WIth family planning methods ThiS IS not unexpected,
because hospitals proVide a greater range of health services, a major one of which
IS child care Hospitals, agam, appear to be well ahead of other faCIlities m
managmg drugs for the treatment of STOs even though only about 30 per cent of
hospitals do so

Table 14 Indicators of Commodity Management by Type of SOP

Hospitals MOH ClImcs PPAGCllmc Pr Maternities
Ord Sto Ade Ord Sto Ade Ord Stor Ade Ord Stor Ade

Commodities Rec Corr Stor Rec Corr Stor Rec Corr Stor Rec Corr Stor
FP Methods 34 77 77 56 82 81 91 88 97 32 75 81
STD Treatment Drugs 28 30 32 2 16 16 3 6 6 3 8 15
Vaccines 73 83 80 45 70 72 3 9 9 15 26 27
other MediCines 39 38 42 10 33 35 6 15 15 19 45 53

Recordkeepmg and Reporting

Another admmlstratlve practIce that IS Important for quality servIce relates to the
system of keepmg records and reporting on activitIes to a higher Unit It IS only when
record of activities are kept In an orderly manner and reported on at frequent and
regular perrods that a proper assessment can be made of performance and
corrective measures taken to redress problem areas
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Figure 11 shows that 97 per cent of SOPs had cards on which chents' VISitS and
actions taken on the VISit are recorded This proportion IS made up of 88 per cent
which kept such chent record cards at the SOP and 9 per cent that let clients
themselves keep the cards As with recordkeeplng of commodities, It was observed
that not all the SOPs that kept record cards did so m an orderly manner Of the 88
per cent that kept record cards at the SOP, 84 per cent kept It up-to-date, legible and
complete, thus, only 74 per cent of SOPs had a well-ordered record card system
When the cards are not kept m order, It takes much longer to locate a chent's card
and this could Increase waltmg tune for clients unduly It IS Important therefore that
all SOPs work towards Improvmg the situation

Figure 11 Some Aspects of Recordkeepmg and Reportmg Systems
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Almost all SOPs (98%) had a dally activity register of one kmd or another which
becomes a summary of the day's activities For these, 26 per cent had one register
for all services, while 67 per cent had a register for each service provided, an
additional 5 per cent had a register for only selected services These differences m
practice may be dictated by the volume of services proVided As stated earlier, the
purpose of keepmg record and report of actiVities IS to proVide a system for
assessing performance, so that areas of weakness may be Improved For this to be
achieved, the attention of the supervisor or a higher Unit would need to be drawn to
the report Results of the study show that more than four-fifths of SOPs did prepare
a service statistics report which they did forward to a higher Unit Such statistics
report related mainly to MCH and family planning services and about three of five of
such reports were prepared and sent monthly

As IS expected, there were Significant differences between SOP types (see Table
15) In almost all components of recordkeeplng and reportmg, hospitals and PPAG
cliniCS were at par and far better than public cliniCS and pnvate maternities, which
were also at par
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Table 15 Recordkeeplng and Reporting System by Type of SOPs

Type of SOP
Type of System Hostpltals MOH Chmcs PPAG Cllmcs Pr Matermtles Total
Chent Record Card at SOP 96 83 97 85 88
Record Card kept by Chent 4 11 3 13 9
Record Card Well Ordered 88 68 88 69 74
Record Card Partially Ordered 8 15 9 16 47
Dally Register for all Services 25 16 64 29 26
Separate Register 73 77 24 60 67
Register for Same Services 0 4 12 10 5
MCH Statistics Report Sent 88 91 18 82 81
MCH Stats Report Sent Monthly 65 68 12 77 64
FP Stats Report Sent 85 92 97 85 90
FP Stats Report Sent Monthly 63 80 82 81 77

Management and Supervision

The success or failure of any programme depends largely on the effective and
effiCient Implementation of the programme WhiCh, In turn, depends on how those m
charge of managmg the programme momtor the vanous stages of Implementation It
IS only when there IS regular and constant momtorrng that lapses In the system may
be Identified and addressed before they are able to pose difficulties for
Implementation One very essential tool for effective management of the family
planmng programme IS supervision The study therefore sought mformatlon on level
of supervision wlthm the 6 months pnor to the data collection activity

At the mlmmum, the Ministry of Health expects supervisory VISitS to be fielded once
a month at the dlstnct and lower levels and once a quarter at the regional level The
eVidence on the ground, however, pOints to a less than satisfactory mOnltormg
system Of the 313 SDPs vIsited, more than a quarter (287%) had received no
supervisory VISit during the preceding 6 months A similar proportIon (28 8%) had
received only one VISit Thus, less than half (42 5%) had receIved at least one VISit
every quarter which would be the absolute minimum acceptable frequency of
supervisory VISItS

The picture IS not too different for the vanous types of facIlitIes, as Figure 12 shows
In general, public facIlities performed slightly better than the national average while
the pnvate facIlities were much worse than the national average Public cliniCS had
the least unsatisfactory supervisory schedule (52%) while pnvate matermtles had the
most unsatisfactory (69%) ThiS IS an area where all programmes need to reassess
their performance and work towards Improving on It, because It IS through regular
supervIsion that wrong procedures can be detected and corrected to ensure quality
of service

Supervisory VISitS, It has been pomted out, are a tool for assessing effectiveness and
effICiency of programme Implementation and for Identifying difficulties for possible
remedial action
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FIgure 12 SOPs Recelvmg Less than Two SupervIsory VISitS Last SIX Months
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Towards thiS end, the study collected Information on specific supervIsory action as
well as follow-up action of Identified problems The results, as shown In Figure 13,
are again not very encouraging In 58 per cent of SOPs, the major supervisory
action related to enqUiries about any problems the SOP may be encountering while
In 51 per cent of SOPs, examination of records was the major activity

Figure 13 Supervision and Management of Issues at SOPs
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These activities are very useful, but they leave room for the perpetration of
unacceptable procedures In the sense that the supervisor would not know for himself
or herself If information given by the provider was necessarily correct Such
information can only be venfled through an actual observation of proVider action
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dUring service delivery, which was done In only about a third of SOPs In terms of
follow-up action, suggestions for Improvement were provided In 46 per cent of SOPs
The prevIous service report was discussed In only 16 per cent of SOPs, while praise
for good work was offered In 14 per cent of the cases

Table 16 presents the results on these Indicators for the different facIlity types and
the pattern IS basically the same for all Total or complete supervision (defined to
Include an observation of provider action for the day) was better In public cliniCS and
hospitals than In maternities and PPAG clinics As mentioned earlier, this IS at the
heart of supervIsory VISitS and therefore shows a lack of commitment on the part of
supervisors

Table 16 Supervisory ActiVity and Management of Issues by Type of SOP

Type of SDP
Private

Type of Activity Hospital MOH Clinics PPAG Clinics Maternities
Sypervlsory VISit In Last 6 Months 70 74 67 68

Supervisory ActiVity
Observe Delivery of Different Services 33 42 24 35
Observe Only Service of Responsibility 8 10 12 18
InqUire about Service Problems 62 59 61 48
Examine the Records 57 53 36 50

Supervisory Follow-up Action
DISCUSS Last Report Submitted 25 13 15 16
Make Suggestions for Improvements 47 43 55 48
Offer Praise for Good Work 13 13 21 11

If less than half of SOPs (Irrespective of type) do receive a VISit a quarter (on
average) and If an observation of service delivery does flat feature as a prominent
supervisory activity even In those few VISits that are made, then there IS a great
danger that quality of service delivery Will be low The absence of a feedback on
reports submitted IS also a matter of grave concern, because It means that
supervisors probably do not read such reports but Simply pass them on to a higher
Unit and that proViders would continue to do thmgs their own way, whether right or
wrong

Service Statistics

Statistics of services proVided are useful m mOnitoring progress and acceptance of
the programme It IS encouraging to note that most SOPs compiled service statistics
or had the required data for such a compilation and that such mformatlon covered
contmuous periods Data on family planning service for a continuous period of 12
months eXisted In more than 80 per cent of SOPs ThiS was true for both new and
repeat clients (see Table 17) ThiS proportion drops substantially for the other
services There are a few Interesting observations though from the Table The first
IS that Irrespective of type of service or type of SOP, the proprotlon of SOPs that kept
statistics on new clients was higher than the case with repeat clients The second IS
that the proportion of SOPs that kept statistics followed very closely the emphasIs In

service proVided Thus, hospitals and public cliniCS had better statistics for family

30



planning, followed by antenatal or child welfare services while private maternities
had better statistics records for antenatal, followed by family plannmg and delivery
servIces Finally, most SOPs had a very low Priority for HIV and other STO services

Table 17 Percentage of SOPs with Statistics on New and Repeat Clients by Type of Service

Type of SOP
Hospitals MOH Clinics PPAG Clinics Pr Maternities All SOPs

Type of Service New Repeat New Repeat New Repeat New Repeat New Repeat
Family Planning 90 83 84 80 88 82 85 84 856 818
Antenatal Services 68 63 74 60 15 6 94 81 706 588
Delivery Services 50 18 63 9 - 6 87 15 588 11 5
Postnatal Services 53 17 56 13 9 3 68 16 527 13 1
Child Welfare 75 63 71 56 6 6 6 6 521 422
HIV/AIOS Services 27 13 1 - - - - 58 26
STO Services 17 7 6 1 6 3 6 5 83 32

Whenever there IS a complamt with low utilization of health serVices, the oft-repeated
cause has been Inadequate facIlities to provide the service and, not surprisingly, as
a solution has been the Increase In the numbers of these services Often missing
from such an analysIs IS an assessment of the level of capacity utIlization of the
eXlstmg facIlities Most SOPs open for an average of 5 days m the week and offer
famIly plannmg services for an average of 6 hours a day If we assume one hour a
day for group diScussions and off-duty actiVities and also allow for 12 days statutory
public holidays, It means that each SOP would offer, on average, 1250 effective
hours of service In the year For most serVices, It reqUired not more than half an
hour of consultation with a client This means that most facIlities had the capacity to
offer services to about 2500 clients a year per provider

Figure 14 looks at the mean number of clients that were offered family planning
services over the 12 months prior to the study In computing the means, those
SOPs that did not keep service statistiCS were excluded For the over 80 per cent of
SOPs that kept statistics on family plannmg services, the average number of clients
for the year was 744, less than a third of what one provider could have done In the
year The level of utilization was higher In hospitals (1564) and PPAG cliniCS (1324)
than m maternities (485) and public clinics (398), but even emong the former, there
IS much room to accommodate more clients

That the faCIlities generally were heaVily underutlllzed IS not In doubt What stili
needs to be explored IS why the demand for family planning services has been so
low m the country There IS enough capacity wlthm eXlstmg faCIlities that could be
utilized to Increase access to many more potential clients It remams to work out the
strategy and programme to attract these potential clients
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Figure 14 Average Number of Clients Receiving Family Planmng Service Last 12 Months
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Table 18 presents results from the different SOP types for all types of services
offered and the Indication IS that the SOPs offered services m maternal and child
health to more clients than It was the case with family plannmg This was the case
m all types of facIlity The low demand for family planning services IS therefore not
the result of lack of access but rather has to do with client acceptance of the
services provided

Table 18 Average Number of New and Repeat Clients Last 12 Months by Type of Service and Type of SDP
Type of SDP

Hospitals MOH CliniCS PPAG CliniCS Pr Maternities All SDPs
Type of Service New Repeat New Repeat New Repeat New Repeat New Repeat
FamIly Planning 566 998 130 268 312 1012 53 432 222 522
Antenatal Services 2254 7609 621 1919 438 1796 217 432 814 2689
Delivery Sevlces 1217 2467 169 167 29 120 140 326 855
Postnatal Services 987 635 304 861 20 97 87 249 376 638
Child Welfare Serv 1652 6286 699 2437 404 879 150 284 945 3456
HIV/AIDS Services 194 548 30 - 176 548
STD Services 290 353 1051 18 68 9 21 15 524 150

ThiS gap between demand for family plannmg and that for other services was
Influenced, to some extent, by the number of SOPs Involved In all cases, more
SOPs had statistics on family planning than for other services (see Table 17) and
thiS was likely to affect the means, If there happened to be one or two SOPs with
very extreme values For mstance, only 10 MOH cliniCS kept statistics on STO
service for new clients Five of the 10 SOPs reported new clients of less than 4,
while the other 5 SOPs reported values greater than 4, with the highest reported
figure bemg 10289 ThiS obViously accounts for the high average value of 1051 On
the other hand, there were 132 MOH cliniCS with statistics on new family planning
clients Half (66) of the SOPs have values below 79, while the remaining half have
values greater than 79, with 759 being the highest, hence the low average of 130



The other observation to make IS that for almost all services and In all facIlities,
many more repeat clients than new clients had been offered the relevant services
This may mean that clients receive satisfactory services to want to return The level
of repeat clients for family planning, however, IS not very encouraging, given that this
IS a continuous service and the programme has been around for a long time It IS
necessary that even as the programme seeks to recrUit new clients, efforts should
be made to encourage the current as well as one time users to continue or resume
as active users Such clients, when really satisfied, could become advocates fot the
programme

Cost of Obtaining Family Planning Services

The saYing goes that money IS not everything In the money market where one's
consumption of a commodity depends to some extent on one's purchaSing power,
however, the cost of goods or services can contnbute to the difference between
availability and acceSSibility An attempt was made, therefore, to collect information
on the fees charged for services In the faCIlity Three main services are Identified for
our purposes consultation, test or procedure or commodity, and others (Including
drugs, bed, meals and supplies) The practice on the ground, It was observed, was
that many facIlities did not charge for separate services but rather gave one bill that
was ail-inclUSive For almost all methods and facIlities, about 95 per cent of the
SOPs that reported charging fees had a charge for commodity or test/procedure
About a third had a charge for other services, mostly the payment for drugs and
supplies proVided by the faCility Only about a tenth had a separate charge for
consultation

Table 19 gives an indication of the level of fees charged by the different types of
SOP and for the three speCific services on the day of VISit These figures should not
be taken at the face value because of the practice of some SOPs subsuming all fees
under one service (either consultation or commodity) One observation that IS worth
making though IS that maternities, on the average, charged higher fees than the
other three SOP types and thiS IS true for almost all methods and all services ThiS
stems from the fact that the other three faCIlity types receive donor assistance
whereas the maternities receive their methods and supplies from the competitive
market

Table 19 Average Charges for Obtaining Family Planning Services by Method and SDP Type

Consultation CommodltyfTestlProcedure Other
Type ofSDP Type of SDP Type of SDP

Type of Method Hosp Clln PPAG Mat Tot Hosp Clln PPAG Mat Tot Hosp Clln PPAG Mat Tot
Combined PIli 100 164 237 708 481 160 143 147 394 195 334 193 277 544 315
Progestin Only Pill 200 250 610 448 284 153 131 384 215 321 193 277 534 306
IUD 500 483 264 1800 800 440 431 443 1584 565 628 837 436 1564 806
Injectable /04 250 1323 822 345 255 339 1164 456 524 298 345 776 445
Norplant 400 200 300 2379 677 4000 167 1992 500 500
Condom 48 250 1370 805 62 63 20 152 73 201 59 155 427 172
Diaphragm 225 500 317 10 615 200 210 338 200 200
Spermicide 18 1400 1054 242 96 250 279 170 102 91 220 520 200
Female Sterilization 400 400 8849 200 5000 30000 8925 500 1000 750
Male Sterilization 400 400 7500 300 5000 2000 4460 500 200 350
N F P Counselling 500 1700 1500 3250 3250 300 200 750 543
Breastfeedlng Couns 1250 1250 200 200 750 475



After the normal period of a pregnancy, which IS 9 months, It IS observectthat most
women resume their menses after 3 months Under the Circumstances, a woman
normally could be pregnant only once a year In looking at the cost of famIly
planning, therefore, It IS customary to analyze It In terms of the cost In preventing a
pregnancy wlth!n the year What makes It particularly relevant IS the fact that some
methods provide protection beyond one year while others reqUire several doses
within the year

Table 20 presents the estimated average cost of protection for the different methods
and for the dIfferent SOP types It IS assumed that couples who go In for sterilization
would have achieved their desired number of chIldren (WhiCh, on average, would be
3 or 4) before the end of the natural childbearing age ThiS average IS often
achieved when the women would be In the 30-39 age group Sterilization therefore
would provide protection for an average of 12 5 years It IS also assumed that
couples would require no more than a counselling session on the rhythm method
and breastfeedlng for purposes of family planning

Table 20 Mean Annual All InclUSive Costs of Family Planmng to Clients by Method
(In cediS)

Umt Cost (All Inclusive) Number Cost of Couple Year Protection
ReqUired

for
Mater Couple

Type of Method Hosprtals Climc PPAG mtles Total Year of Hosprtals Climc PPAG Matemltles Total
Protec

tlon
Comb PIli 28490 19160 31161 80696 34213 1300 370370 249080 405093 10490 48 444769
Prog Only PIli 40031 20106 29828 81270 35619 1300 520403 261378 387764 1056510 463047
IUD 74894 76628 7to71 255909 97811 040 29958 30651 28428 102364 39124
Injectable 50557 33560 51034 163182 644 68 400 202228 t34240 204136 652728 257872
Norplanl 248571 67667 420000 17500 199696 029 72086 19623 121800 5075 57912
Condom 7837 6788 5661 35082 11600 toO 00 783700 678800 566100 3508200 1160000
Diaphragm 1000 61500 34615 25833 36540 029 290 17835 10038 7492 10597
Spermicide 24875 10356 26442 52646 22283 toO 00 2487500 1035600 2644200 5264600 2228300
Fem Ster 889454 20000 523333 3100000 904625 008 71156 1600 41867 48000 72370
Male Ster 516667 30000 280000 200000 334286 008 41333 2400 22400 16000 26743
NFP Coun 55000 20000 200000 160833 100 55000 20000 200000 160833
Breasfeedlng Coun 20000 20000 100000 73333 100 20000 20000 100000 73333

The first set of values indicate the relative ali-Inclusive cost of obtaining family
plannIng service at the facIlity level With the exception of Norplant and Vasectomy,
maternities have the highest Unit cost of prOViding family planning service The
permanent and long-term methods (sterilization, IUD, Norplant) also show a hIgher
Unit cost than the short-term methods On the other hand, the second set of values
show that the permanent and long-term methods are the cheapest In terms of the
average number of years of protection, while the hormonal and barner methods are
the most expensive It IS not clear how many couples would conSider the cost of
contraceptlng beyond the time of purchase (most certainly not beyond one year) and
therefore most people are gOing to deCide on the baSIS of effectiveness of method
and Unit cost of service at the time of need, If cost IS even a factor In method chOIce

Cost of Obtaining Non Family Planning ServIces

Table 21 shows that the cost of obtaining non-family planning services IS far higher
than the cost for family planning methods (the exceptions are the male and female
sterilization procedures) The cost IS particularly high for those services that require
some risk to life and Involve some medical procedures (delivery, abortion services,
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and STDs) In general, the cost of obtaining these services IS higher In maternities
and hospitals than In others PPAG clinics traditionally do not provide non-family
planning services, so when they do their cost IS either the lowest or rather minimal

Table 21 Average All Inclusive Cost of Non Family Planmng Services by SDP Type
Type of SDP

MOH PPAG
Type of Service Hospitals Cllmcs Clinics Matermtles Total
Antenatal Care 109000 93224 22000 312407 165667
Delivery Services 719688 276782 1188889 643410
Postnatal Care 77857 54500 156354 102284
HIVIAIDS Testing 535625 252500 550000 490833
RTI/STD Treatment 132667 350000 350000 187000
RTI/STD Testing 559286 240000 10000 706250 431200
Child Immumzatlon 181 88 17990 20000 58125 22459
Child Growth Momtorlng 11667 12092 22500 26667 13748
Infertllity Consultation 108750 9060 50000 256923 142353
Oral Rehydration Therapy 20833 17443 20000 78810 33982
Mangt of Abortion Complications 800000 260000 23750 613333 4913 16
Nutrition Counselling 35000 30000 300000 139500
Fam PI Counselling Only 5000 164000 137500
Menstrual Regulation 167500 10000 225000 175556
Abortion Services 1175000 50000 950000

2 3 OBSERVATION OF PROVIDER AND CLIENT IN SERVICE
DELIVERY SITUATION

One of the baSIC objectives of the study IS to access the quality of services rendered to
clients by the family planning programme To do thiS effectively and objectively,
provider-client Interactions relating to counselling, eXamination, supply of methods
were observed by trained nurse/midwives The observer listened attentively dUring the
consultation period and noted all that transpired between the provider and client An
observation gUide, In the form of structured questions, was used to record the
dISCUSSions between the provider and the client Other provider actions from the
examination to the prescription of the method were also recorded

Family Planning History

Some aspects of clients' consultation with providers mcluded clients preferred
methods, reproductive goals and marital status among others The main methods
preferred by new or restart clients are given In Figure 15 It IS Interesting to note that
as many as 79 per cent of clients came to the cliniC With preference for a method In
mind Similar preferences are observed In relatIon to facIlity type For Instance, PPAG
cliniCS, MOH cliniCS and hospitals reported client preference rates of 76, 76 and 84 per
cent respectively for contraceptive methods, while the maternities recorded 50 per
cent

For the specific contraceptive methods which either the provider asked or client
mentIoned spontaneously, the data show that new clients (47%) preferred the
Injectable to other methods The hIgher preference for the Injectable ~ould probably
be attnbuted to ItS convenience as well as the privacy afforded by the method The
next preferred method was the combined and progestin only pili which accounted for
30 per cent while 13 per cent of clients preferred the IUD The least preferred method
was the female sterilization
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FIgure 16 shows the three main methods mentioned by reVIsit or repeat clients as
what they were usmg The Injectable appears to be the most popular method clients
were uSing, as reported In all the facIlities For Instance, Injectable users accounted
for 70 per cent of maternity clients on the day of VISit In addition, pili users also
constituted slightly more than a quarter of reVIsit clients to the cllmcs and the hospitals
Except for the hospItals where 18 per cent of clients were IUD users, the other
faCIlities each reported 7 per cent

Figure 16 Current Use of Contraceptives By Repeat Chents By SDP Type
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The diScussion on the knowledge of methods m the course of the Interaction with
clients IS presented In Table 22 Popular methods discussed were the Injectable
(86%), combmed pili (81%), IUD (74%), spermicide (67%) and condom (64%) A
breakdown by SOP type also reveals a similar picture Except with the maternities
where more clients (95%) heard about the pili, the Injectable was reported to be the
highest method heard about by clients m the other facIlities

Table 22 New and Restart Clients Heanng About Each Method by Type of SOP

TpyeofSOP
Methods Heard About Hospitals MOH Clinics PPAG Climcs Maternities Total
Injectable 89 87 79 80 86
Combined PIli 79 84 71 95 81
IUO 76 76 64 73 74
Spermicide 75 67 52 80 67
Condom 70 67 48 65 64
Female Stenllzatlon 29 26 32 40 29

Reproductive Health History

The Interaction between the provider and client, It IS expected, would mvolve the use
of procedures In family planning service delivery to achieve effective screening for
methods The reproductive health information exchanged between the provider and
clients IS given In Table 23

Table 23 Information Obtained Dunng Counselling With New Family Planning Clients by SOP Type

TpyeofSDP
Type of Information Hospitals MOH Clinics PPAG Clinics Maternities Total
Mantal Status 66 71 71 90 74
Age of youngest child 66 76 76 80 72
DISCUSS FP with Partner 70 71 71 70 68
More children deSired 52 66 66 60 59
Tlmrng next birth 27 56 56 40 43
Concerns about method 36 41 41 40 39
If breastfeedlng 32 27 27 30 28
If client had more than 1 partner 16 24 24 15 21
Concern about STD I HIV 9 13 13 10 12

The general picture IS that In all cases, maJonty of new clients were asked questions
pertalnmg to their reproductive goals QUite a high proportion of clients (74%) for all
faCIlity type and (90%) for maternities discussed their mantal status Only 21 per cent
of them however did diSCUSS With proViders the number of sexual partners they had In
the past year Similar low figures are observed by type of faCIlity With respect to
STOs/H IV/AIOS, only 12 per cent of new clients expressed any concern about the
subject It IS observed that the low level of diSCUSSion With clients on STOs cut across
all faCIlity types ThiS could probably be attnbuted to the little knowledge chents and
pOSSibly proViders had on the Issue and how It relates to their health problems

Information. Education and Communication Matenals

The use of Information, educatIon and commUnication (IEC) matenals In teaching
clients about the family planning concept IS a very Important means of getting people
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to understand the Issues Involved As such, the observation on the counselling
Included the extent to which IEC matenals were used to explain procedures to clients
Overall, 71 per cent of new clients were shown contraceptive samples dunng the
counselling Similar proportions were reported for the specific SOPs, except In the
hospitals where the lowest figure was reported The proportion of clients who had
education on family planning with the use of other lEC matenals appears to be low
(Table 24) Perhaps, non-availability or shortage of lEG matenals In the SOPs vIsited
could be a reason for the low use of the educational matenals In counselling

Table 24 New Clients With Whom IEC Matenals Were Used Dunng Counselling by SOP Type

Type of SOP

Type of IEC Matenals Hospitals Climes PPAG Matermtles Total
CliniC

Contraceptive Samples 59 74 71 80 71
Fhp Chart 54 39 52 30 45
Anatomical Models 21 6 27 10 15
Posters 11 8 9 15 10
Brochure I Pamphlet 7 5 14 10 8
None used 27 12 10 10 15

Examination of Clients

For clients who might be screened for some hormonal methods, It IS necessary as part
of the consultation to ask certain pertinent questions as well as examine them
ProVider actions observed dunng history-taking with new and restart hormonal clients
are presented In Figure 17

Figure 17 PrOVider Actions Observed Durmg History
Takmg With New And Restart Hormonal
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Nine out of ten (92%) clients were asked about their date of last menstruation In
addition, the weight of 86 per cent of them was taken and also 76 per cent gave their
medical history to providers As the data indicate, lower proportIons of clients were
asked questions relating to problems such as unusual vaginal bleeding (42%) and
vaginal discharge (29%)

DecIsion to Use any Contraceptive Method

The decIsion on use of a method made by new and reVISit clients about family
plannmg IS shown In Figure 18 Among the new clients who made a decIsion, as
many as 91 per cent wanted to use a contraceptive method The rest who did not
decide gave reasons such as came for InformatIon only (35%), and pregnancy
suspected (35%)

With regard to reVISit clients, 88 per cent opted to continue with the same method,
while 7 per cent made up their mind to SWitch to other methods, 3 per cent decIded to
stop and 2 per cent were undecided The large proportion of clIents deciding to
continue with their methods suggests the Willingness of people to use family planning
methods If the right counselling and education are gIven Where clients SWItched to
other methods, 35 per cent chose the Injectable

Figure 18 DecIsion Made by New ClIents About Family Plannmg
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For clients who had a preferred method In mind, 64 per cent had the m~ethod of their
chOIce The reason why others were not gIven the method of their choice was
attnbuted to the reqUirement of returning to the clinic In theIr menses because of the
fear of a pregnancy As many as 42 per cent of clients were of this group They were
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however given temporary methods such as spermicide (47%) and condom (27%)
pendIng the assessment of the situation on the return VISit

In order to ensure that the use of methods was continued by clrents, 96 per cent were
told when to come for resupply, 86 per cent were given written reminders for routine
checks and 96 per cent were told where to go for their resupply

Other Health Issues Discussed

It IS expected that providers would give Information and counselling to clients on other
health Issues such as STDs, sexual behaViour and abortion management on demand
Table 25 shows that only a small proportion of clrents discussed or mentioned other
health Issues With providers On average, only one out of five of clients dIscussed
their sexual behaViour With providers Other health Issues were even less often
discussed or mentioned The fact that these other health Issues were not commonly
discussed dUring counselling could possibly be due to providers not Integrating these
Issues In theIr family planning service delivery programmes DISCUSSion of
STDs/HIV/AIDS needs to be encouraged, given their health and mortality Implications

Table 25 Clients VJith Whom Other Health Issues Were DlscussedlMentioned DUring Counselling
by Health FacIlity Type

Type ofSDP

Type Of Issues Mentioned Hospitals Cllmcs PPAGCllmc Matermtles Total

Sexual BehaViour 19 17 29 2S 20
HIV/AIDS 5 6 13 13 9
STDs 10 15 13 13 15
Infertility 2 2 3 3 2
Abortion 3 2 3 3 3
Nutrition 7 4 13 13 5
Other 4 6 2 2 6

Method Use and Possible Effects

Clients need always to remember some key Issues about the methods of their chOice
Some of these Important POints are how to use the method, the benefits, what to
expect and also what to do If minor and major problems appear The proportion of
new and restart clIents With whom providers discussed these Important key pOInts IS

given In Figure 19

For new clients who accepted to use various methods, 85 per cent were counselled on
how to use the methods The 64 per cent of repeat clients who were sWltchmg also
had similar Information given to them When usmg a method, there are a vanety of
problems that could be encountered Similarly, some women are more likely than
others to encounter problems With a specific method Thus, It IS necessary to make
clients well mformed about what to do In such circumstances The data show that only
36 per cent of new and 26 per cent of sWitching family planning clients were told what
to do when they had problems With the method
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Figure 19 New And SWltchmg Clients Counselled on New Methods Accepted
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Quality Procedures

Provider action In regard to procedures followed In administering hormonal methods
was observed The results on proVider actIons with Injectable clients show that the
Injectable was given to almost all clients uSing a sterile needle Overall, 98 per cent of
clients had the Injection with a sterile needle A breakdown of the data by type of SOP
also shows that most proVIders use sterile needles for the injection

Figure 20 Provider Actions with Injectable Clients by SDP Type
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The habit of massaging and washing the InjectIon sIte wIth water was stili found to be
the practIce with some providers A closer look at the results by type of health facIlity
shows that massaging the InjectIon site IS common In the MOH facIlities, this
accounted for 33 per cent for clinicS and 34 per cent for hospitals (Fig 20) Unlike the
normal Injection, for which these procedures would be proper, the Injectable's potency
may be compromised somewhat with these practices

For those on whom pelVIC examInation was performed, It was noted that a high
proportion of clients were examined accordIng to the laid down procedures In almost
nine out of ten cases, provIders used gloves It was observed, however, that apart
from PPAG cliniCS where 72 per cent of clients were Informed about the outcome of
the examination, few clients were told the results (Table 26)

Table 26 ProVider Actions Dunng PelVIC ExaminatIon by Type of Facility

Type of SOPs

Type of Action Taken Hospitals CliniCS PPAG Cllmcs Maternities Total

Use gloves 89 91 90 89 90
Inform clients before exam 74 76 84 67 77
Wash hands before 95 70 67 67 74
Wash hands after 74 82 84 78 81
Inform Results 53 48 72 33 56

ProVider actIons With respect to IUD insertIon IS given In FIgure 21 While gloves
were used In 70 per cent of cases where clients had an IUD Insertion, 59 per cent of
clients had their uterus sounded and the IUD handled WIth aseptic procedure With
the emergence of STDs/HIV/AIDS, It IS Important that gloves are used In all cases on
IUD Insertion As regards the offer of emotional sU''Jport, only slightly more than half
the clients were reported to have had It

Figure 21 Provider Actions Durmg IUD Insertion
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The proportion who were given emotional support appears to be low This aspect of
provider service could help dismiSS the fear surrounding IUD insertion and hence
encourage and assure more clients to accept thiS method, there IS the need therefore
to promote It In SOPs where the IUD IS offered

2 4 CLIENT ASSESSMENT OF SERVICE PROVIDED

After the consultation, family planning clients were Interviewed about the service
proVIded ThiS was done mainly to find out about their general Impression of the
services they received as well as their knowledge about the family planmng
programme as a whole In all 815 clients were interviewed The remaining 7 who had
been observed declined the eXit interview

ClIent Satisfaction

The indicators used to measure client satisfaction show generally POSitive results on
most of the services rendered (Table 27) Overall, clients expressed satIsfaction on
the way proViders answered their questions (99%), how Issues were made clear and
easy to understand (98%), and how adequate privacy was prOVided (90%) The
indicator With the lowest rating was waiting time (76%) A breakdown of the data by
faCIlIty type reveals that thiS was the picture In all sectors Apart from the maternities,
where 81 per cent of clients said the waiting time was reasonable, the other SOPs
reported values below 80 per cent Programme managers need to take another look
at the waiting period because It IS a sore pOInt In the health sector In the current
study, for Instance, about 40 per cent reported that they waited for more than 30
minutes before they were attended to

The dIssatisfactIon With waltrng time expressed by clients could be associated With
heaVily patronised hospitals and cliniCS offering the service Travel time spent by
proViders In reaching clients on outreach programmes could also explaIn the Situation

Table 27 Indicators of Chent Satisfaction by SOP Type

Tpye of SOP
Indicators Hospitals MOH CliniCS PPAG CliniCS Maternities Total
Questions answered 100 99 100 100 99
Easy to understood 100 99 96 96 98
SuffiCient Pnvacy 91 90 85 92 90
SuffiCient time 85 88 81 89 86
Desired service 85 87 82 87 86
Waiting time reasonable 75 78 72 81 76

Accessibility

Since the whole Issue of family planning programme IS not coercive but mainly rests
on the indiVidual to make an Informed chOIce, It becomes Important that opening times
of services and affordabillty questions are carefully addressed It IS against thiS
background that clients were asked questions about the cost of service delIvery and
the convenience of opening times Overall, 94 per cent reported that the opening
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hours were convement (Table 28) For clients who did not find the usual opemng time
convement, 75 per cent would prefer a trme that was earlier than the usual time

With respect to cost, generally, 80 per cent of clients were of the opinion that the cost
was acceptable Clients In the hospitals (77%) and the maternities (79%) were less
likely to accept the cost as reasonable and this probably may reflect higher cost of
providing service In these facIlity types

Table 28 Accessibility of Family Planning Services To Clients by SOP Type

TpyeofSDP
Accessibility Indicator Hospitals MOH Clinics PPAGCllnics Maternities Total
Opening hours convement 94 94 90 94 94
* If not want earlier 50 86 73 NA 75
Cost acceptable 77 80 92 79 80

* Old not apply to most maternities since they open 24 hours to clients

Cost of Method

The median pnce paid for the two most popular methods for clients IS calculated by
faCIlity type The data reveal that the median pnce of ¢500 for Injectable and ¢200 for
the pili per VISit were charged by the MOH facIlities and the PPAG c1lmcs Clients In
the matermtles were however reported to have paid higher pnces for the methods
Perhaps the fact that matermtles were less dependant on donors for their supply of
methods could have accounted for the higher pnces charged (Fig 22)

Figure 22 Median Price Paid by Injectable and PIli Clients by SOP Type
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Group Talks Given to Chents

Chents who VISit the chnlcs for family planning services are usually given group talks to
help them understand the Issues relating to the family planning concept Very often,
such diScussions do not focus on family planning Issues alone but on other health
related Issues as well Overall, only 9 per cent of chents reported that they had taken
part In group talks Even lower values were observed by SOP type The chents who
benefitted from such group talks IndIcated that the major areas of focus were family
planning (69%), nutrition services (21%) and antenatal care (17%) Furthermore, only
7 per cent of chents were given educational materials to take home The shortage of
educational materials or the level of education of chents could be the pOSSible reason
for this

------------ ---

Figure 23 Mam Topics Covered m Groups Talks
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Problem with Method

Many clients experience problems from contraceptive use, as with all drugs and
medication Among the chents who had experienced problems, 52 per cent saId they
were told of the likely problems they might encounter Except for the maternities,
where 38 per cent were told of problems, higher values ranging from 52 to 62 per cent
were reported for the other facIlities Among the repeat chents experiencing problems
with their various methods, the common complaint why most of them came back to the
chnlc was a medical Side effect Figure 24 shows that 67 per cent of chents had
suffered one medical Side effect or the other

As a result of the problems that clients came to the cllmcs with, when they were asked
about the new decIsion they would like to make about family planmng, 34 per cent
decided to change to other methods, while 51 per cent decided to continue with the
same method, only 9 per cent decided altogether to stop uSing any method The
methods chosen by the SWitching clients were mainly the Injectable (43%) and the
combined pili (31%) The larger proportion of chents deCiding to continue to use family
planning methods, In spite of their experiencing Side effects, may probably result from
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reassurances given by providers and on what to do It could also be mdlcatlve of the
desire of people to use something to prevent or space child birth

Figure 24 ReVIsit Chents with Problems
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A good knowledge of the mechamsms of specific contraceptive methods could help
users Identify minor problems and those that are danger signs when such problems
appear Among the pili users, 75 per cent knew when to take the pili and 70 per cent
knew what to do In the event of forgetfulness While 32 pet cent could not mention
any problems associated with pili usel 45 per cent mentioned severe chest
pains/shortage of breath and 23 per cent severe headaches as some of the problems
that one needed to go back to the cllmc for attention Table 29 presents the
percentage of clients who mentioned vanous problems which required that clIents
return to the clImc, this IS classified by facIlity type

Table 29 Problems Requiring Return to Cllmc Mentioned by PIli Users Classified by FaCIlity Type

TypeofSDP

Problems Hospital Cllmc PPAG Matemltles Total

Severe headaches 57 39 88 50 45
Severe abdommal pam 27 31 39 40 28
Severe chest pam/shortage of breath 19 21 52 30 23
Late penod 31 28 78 20 31
No problem mentioned 26 36 34 17 32

The results Indicate that PPAG clients were probably more knowledgeable In the pili
related problems that could require a client to go back to the cllmc for medical
attention This IS because for each of the problems mentIoned, there was a larger
proportion of PPAG clients than clients of other facIlities who Identified with the
problem
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A high proportion (72%) of IUD users knew when to return for first check up after an
Insertion Similarly, 84 per cent of users were aware of what to do to ensure that the
IUD was In place With minor problems that could crop up from method use, 51 per
cent of users mentioned abnormal cramps while 31 per cent stated heavy bleeding
For major problems which should need prompt medical attention, more than half
(55%) of the IUD clients reported expulsion or when the thread cannot be felt as a
serious problem (Fig 25)

Among the Injectable users, almost every client (99%) was aware that the Injection
should be received every 3 months It was observed that 68 per cent of Injectable
users had medical side effects as theIr problem While 38 per cent said they were told
about what would happen, another 54 per cent reported that they were not aware of
what would happen For those who were told about likely medical side effects, almost
all reported they were told what to do In such circumstances

- -------------------------,

Figure 25 Problems Requlrmg Return to Clime Mentioned by IUD Users
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Fig 26 gives the percentage of clients who mentioned vanous problems that would
require gOing back to the cllmc for attention Overall, 38 per cent of Injectable users
felt that heavy bleeding associated With the injection must be reported Immediately at
the cllmc While 24 per cent mentioned severe headaches, 11 per cent each stated
severe chest ache and amenorrhea as senous problems As many as 31 per cent
could not mention any problem related to Injectable use
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Figure 26 Problem Requiring Return to Clime Mentioned by Injectable Users
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STD/HIV/AIDS Issues (Knowledge. Mode of TransmissIon and Protection)

Clients were asked about the varrous ways, known to them, for getting HIV/AIDS
Most (95%) clients IndIcated that the mam source of Infection IS through sexual
mtercourse Furthermore, 46 per cent knew of Items like contaminated needles or
razor blades as a way of getting the disease Knowledge of transmission through
blood transfusion (9%) and mother to baby (2%) was low among clients

Since HIV/AIDS IS a new emerging health Issue, clients were asked about the
common signs and symptoms they could eaSily Identify With a person With HIV/AIDS
Slightly more than half of clients reported loss of weight, 31 per cent gave pamful
unnatlon and 23 per cent Identified long duration of diarrhoea as common symptoms
of the disease

The Information on ways to protect oneself agamst HIV/AIDS shows that 86 per cent
considered staying faithful to one's spouse/partner as an Important way of protection
(Fig 27) ThiS may have found support With a little more than one third (37%) of
clients who would want spouse/partner to be encouraged to be faithful A further 30
per cent of clients reported that the use of condoms could offer protection The low
knowledge of clients about the use of condoms to protect HIV/AIDS may be due to the
fact that being women, the clients may not have eaSily Identified With the condom ThiS
IS confirmed In the consultation With clients when only 25 per cent of them expliCitly
mentioned the condom In their dISCUSSions
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Figure 27 Ways of Protecting Oneself Against HIV/AIDS
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Suggestions from Clients

Clients were asked to give at least one Improvement they would like to see In the
proVIsion of family planning services Figure 28 presents the various suggestions
given Majority of clients were of the opinion that the faCIlities where services were
provided needed to be expanded A number of such clients felt that entire faCIlities
should be expanded, while others stated that It was the family planning Unit In the
SOPs that needed to be expanded In addition, 22 per cent of clients suggested the
need for Intensive education on family planning, while 11 per cent felt the need to
Increase the number of proViders

FIgure 28 Chent s Primary Suggestion for Improvmg ServIces
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2 5 MATERNAL AND CHILD HEALTH CLIENT AWARENESS
OF FAMILY PLANNING

To find out how far women who attend the facIlities for reasons other than family
plannmg have knowledge m family planning, clients aged 15-49 years who vIsited the
facIlities for maternal and child health (MCH) services were mtervlewed MCH clients
were specifically targeted because they constituted potential family planmng clients
Thus, the study sought clients' opmlon on the types and quality of services available at
the facIlities Further Information was obtamed on respondents' soclo-demographlc
charactenstlcs, approval and practice of family planning, fertility status and
preferences, as well as reproductive health Issues

This section attempts comparisons among clients In the various types of facIlities (Ie,
hospitals, MOH cliniCS, PPAG clIniCS and maternities) as means of Investigating Inter
facIlity-type vanatlons In some cases, the comparison IS with family plannmg clIents

Types and Quality of Service

To solicit views regarding the qualIty of services provided at the various facIlities, MCH
clients were asked If they were generally satisfied with the services they had received
on the day of VISit In each of the different types of facIlities, more than 90 per cent of
clients responded In the affirmative With regard to specIfic types of services,
however, the responses were not always favourable For mstance, m terms of privacy
dUring consultations with cllmcal staff, the national average was 75 per cent, while for
the different facIlity types, It ranged from 66 per cent In PPAG to 85 per cent In
hospitals PPAG cliniCS were particularly observed to have relatively limited
accommodation (space) facIlities to offer needed privacy for clients Clients
dissatisfaction with low level of privacy In the SOPs IS capable of dlscouragmg revIsits
as well as potential clients Efforts at Improving the level of privacy In all facIlIties
should therefore be intensified

In all the different types of facIlities, more than half of the clients did not attend the
group talks, giVing a general non-attendance rate of 58 per cent, (ranging from 51 % In
hospitals to 79% In PPAG facIlIties) The generally high non-attendance level might
be due malnlv to clients arriving at the facIlities much later than the opemng times
when group talks are given TopiCS covered In the group talks centered mainly on
nutrition servlces(36%) and family plannmg (35%) and the picture IS not too different
for the various types of facIlities

In order to ascertain the level of knowledge In the types of services provided at the
facIlitIes, respondents were asked to mention the types of services WhiCh, to their
knowledge, were available at the SOPs It IS worth noting that, apart from PPAG
facilities where family planmng featured most (78%), all other types of facIlities were
dominated by " other curative servlces"(rangmg from 78% m hospitals to 83% m MOH
clIniCS) That views of PPAG clIents differed from the others In favour of family
plannmg might probably be explamed In terms of the fact that PPAG facIlities were
established primarily for family planning services
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How long clients walt before receiving servIces goes a long way to Influence their
desire to make subsequent future VISitS to the same facIlity, as well as recommendIng
It to other clients The study therefore obtained informatIon on this

MCH clients In non-public owned facIlitIes generally seemed to have waited for
relatively shorter penod For Instance, 51 per cent of clients In maternities and 59 per
cent In PPAG Clinics waited for up to thIrty minutes before receiving servIces,
compared to only 41 per cent of clients In MOH clinics and 39 per cent In hospItals
(Table 30) A companson of the general situation of MCH and family planning clients,
however, suggests that the latter waited for a relatively shorter duration Thus,
whereas only 43 per cent of MCH clients waited for up to thirty minutes before
receIVIng servIces, the corresponding proportion for family planning clients was 61 per
cent

Table 30 Clients Waiting Time Before Service at SOPs

Waiting Type ofSDP All All Family
Time MOH PPAG MCH Planmng

(Minutes) Hospitals Climcs Chmcs Matermtles Chents Clients
0-30 39 41 59 51 43 61

31-60 18 16 10 16 16 11
61-90 3 3 7 2 3 1
91-120 8 7 0 8 8 2
121+ 13 5 10 3 7 3
Dont Know 19 28 14 20 23 22
Total 100 100 100 100 100 100
N 356 697 41 194 1288 733

The general client turn-out level IS likely to be relatively higher at public-owned
facIlities, because most people probably presume cost of services to be relatively
lower at these facIlities The comparatively higher client turnout at the public-owned
facIlities therefore require on average, a relatively longer time In attendtng to these
clients For similar reasons, MCH clients tend to outnumber family planning clients at
most SOPs and therefore more likely to walt for a relatively longer penod, on the
average

In a developing country like Ghana, where the level of poverty IS qUite high, cost of
services plays a vital role In determining the level of patronage of such services MCH
chents' perceptions of the cost of services were therefore soliCited It IS worth noting
that In each type of facIlity, at least three-quarters of the clients suggested that costs
were acceptable, with an average acceptable level of 82 per cent {and ranging from
75% for hospital clients to 88% for maternity clients) That maternities have the
hIghest level of cost acceptability could be an indication of chents' conSideration of
nominal charge In relation to quality of services

Knowledge, Approval and Use of Family Planning Methods

About four In every five (81%) MCH chents knew of at least a method for delayIng or
preventing pregnancies, and an even higher proportion (84%) approved of family
planning methods to aVOId pregnancy
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The known methods of pregnancy prevention mentioned most often by clients In all
facIlities were the combined pili (80%), Injectable (68%) condom (36%)and the IUD
(35%) Except In the PPAG facIlities where spermlcldes emerged as one of the most
popular methods, the situation at the different facIlity-types was not much different
from that at the national level The methods mentioned the least by clients at the
natIonal as well as the facIlity-type level were vasectomy and diaphragm ThiS could
probably be explamed In terms of a relatively low publicity given to these methods

Clients were asked to indicate anyone method they or theIr partners-were currently
uSing Whereas, as mentIoned earlier, more than 80 percent of all clients knew and
approved of at least a method, only 10 percent of them or their partners were currently
uSing a method The Situation at the facIlity-type level IS not much different from the
national (Table 31) The great disparity between k~wledge and approval of family
planning methods on the one hand, and current usage of these methods on the other,
suggests a substantial level of unmet need It IS therefore recommended rhat the
distribution network of the family planning services should be--extended to all parts of
the country through outreach programmes

Table 31 Knowledge and Current Use of Family Planning Methods by MCH Clients

TypeofSDP
Hospital MOHCllnlcs PPAG CliniCS Maternities All MCH Clients

(356) (697) (41) (194) (1288)
Type of Method Know Use Know Use Know Use Know Use Know Use
Combmed Pili 80 2 80 3 78 2 80 3 80 2
Progestin only pili 14 1 14 1 12 0 21 1 15 0
IUD 34 2 34 1 29 0 41 1 35 I

Injectable 62 5 70 2 15 1 68 2 68 2
Norplant 8 1 3 0 2 0 4 1 4 0
Condom 33 2 39 2 49 1 26 1 36 1
Diaphragm 1 0 1 0 2 0 0 0 1 0
Spermicide 19 1 17 0 32 0 13 1 18 0
Female Stenllzatlon 5 3 2 0 0 0 3 0 3 0
Vasectomy 1 0 ? 2 0 0 0 0 1 0
Nat Fam Planning 4 5 8 0 12 1 8 2 9 2
Exclu Breastfeedmg 1 0 1 0 0 0 0 1 0

It IS said that Ghanaian women generally resort to family planning methods only after
they have achieved their desired number of children Certain soclo-demographlc
charactenstlcs and fertility indicators of family planning and MCH clients appeared to
confirm thiS Whereas only 27 per cent of all MCH clients desired no more children,
the corresponding proportion for family planning clients was 40 per cent (Table 32) In
addition, as many as 67 per cent of family planning clients, compared to only 39 per
cent of MCH clients, had three or more children

The family planning chents on the average seem to be relatively older than their MCH
counterparts Almost half (48%) of family planning clients, relative to Just under a third
(31%) of MCH clients, were above 29 years of age (Table 32) Indeed, the mean ages
of the two groups were 30 5 years for family plannmg chents and 27 6 years for MCH
clients ThiS, perhaps, explaIns why a relatively higher proportion of the former group
Indicated no deSire for more children, which tend to further buttress the earlier
statement regarding the relationship between fertility status and the use of family
planning methods
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Table 32 Some Socia Demographic Charactenstlcs and Fertility Indicators of MCH and Family Planmng Clients

Type of SDP All Family
Socia Demographic / MOH PPAG AIIMCH Planmng
Fertility Indicators Hospitals Cllmcs Clinics Maternities Clients Clients
Age of Chents N-353 N=692 N=41 N=193 N=1279 N=791
15 19 7 5 5 6 6 2
2024 28 24 34 30 26 16
2529 31 24 24 26 26 26
3034 14 19 17 14 17 23
3539 10 9 14 10 10 15
4044 3 3 2 4 3 8
4549 1 1 2 1 1 2
Age unknown 6 15 2 9 11 8

Mantal Status N=353 N=696 N=41 N=194 N=1279 N=788
Marned(Mcnogamous) 80 67 81 76 71 67
Marned(Polgyamous) 14 25 7 12 19 21
Consensual Umon 4 5 2 7 6 5
Single/Never Marned 1 2 7 4 3 3
Dlvorced/SeparatedlWidowed 1 1 2 1 1 4

Educalion Status N=353 N=697 N=41 N=196 N=1285 N=789
No Educalion 30 41 34 31 36 37
BaSIC Education 54 52 59 57 53 54
Secondary/S S S 9 5 5 11 7 6
Post Secondary 4 2 2 1 2 3
Other 2 0 0 0 2 1

Number of Children N=353 N=693 N=41 N=193 N=1279 N=789
No Children 17 10 22 13 13 2
1 2 Children 49 48 32 15 48 31
34 Children 23 29 32 20 26 39
56 Children 8 11 14 11 10 19
7 + Children 3 2 0 5 3 9

DeSire For More Children N=356 N=700 N=41 N=194 N=1291 N=791
No More children 26 26 34 26 27 40
DeSire More Children 66 65 61 59 64 54
Other Response 8 9 5 11 9 6

Religion N=353 N=699 N=41 N=194 N=1287 N=792
Pros estant 20 18 15 21 19 24
CathoJlc 24 22 5 14 20 16
Other Christian 35 35 61 43 37 41
Muslim 14 13 7 16 13 11
Other Response 7 12 11 6 11 8

Not much dlspanty was observed In the proportions of clIents of the two groups as
regards mantal status, level of education and religIous affIliatIon For Instance, 93 per
cent of family planning clients and 95 per cent of MCH clIents were In union (marriage
of some kind) ThiS tends to confirm the near universality of the InstitutIon of marriage
In Ghana

Clients' experience wIth undesired pregnancy and abortIon showed that 51 per cent of
family planning, compared to 41 per cent of MCH clIents, had ever had an undesIred
pregnancy (FIg 29) Two-fifths (39%) of family planning clIents and three-fifths (58%)
of MCH clIents who ever had an undesired pregnancy dId nothing to stop the
pregnancy, while 55 per cent of the former and 36 per cent of the latter had completed
abortion Among those who aborted, 78 per cent of family plannrng clients, relative to
76 per cent of MCH clients, had medical abortion
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Figure 29 Experience with Undesired Pregnancy and Abortion Among FP and M CH Clients
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Almost nine In every ten (89%) MCH clients In all SOPs knew of diseases that could
be tram~mltted through sexual Intercourse (STOs) The proportion ranged from 87 per
cent of clients In MOH cliniCS to 93 per cent of those In hospitals QUIzzed further to
mention some common signs and symptoms of STOs, the highest proportion (nearly
75%) of clients In all SOP types, except PPAG facIlities, mentioned "loss of weight"
PPAG clients (46%) mainly mentioned 'painful urInation' as the commonest symptom

Results of the study further suggest minor varIations In the proportion of family
planning and MCH clients' knowledge of STO symptoms, 70 per cent of family
planning clients, compared to 68 per cent of MCH clients, could name at least one
symptom (Fig 30) Similarly, there was a slight difference In the proportion of the two
groups as regards knowledge of speCific STO symptoms

It must be noted, however, that In all symptoms mentioned, except leSions, the
proportion of family planning clients was slightly larger than that of MCH clients For
example, 61 per cent of family planning clients, relative to 60 per cent of MCH clients,
mentioned 'weight loss' while the proportions that mentIoned 'genital Itching' were 12
per cent (for family planning clients) and 10 per cent (for MCH clients) In the case of
leSions, however, 10 per cent of family planning clients, compared to 11 per cent of
MCH clients, mentioned It as a symtpom It IS heartening to observe that there was
almost universal awareness of AIDS among MCH (98%) as well as family planning
(98%) clients
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Figure 30 Client Knowledge of STO Symptoms
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Regarding the means of transmiSSIon of HIV/AIDS, the largest proportion of clients In
all types of facIlities mentioned "sexual Intercourse" This ranged from 85 per cent of
clients In PPAG cllmcs to 100 per cent of those In MOH cllmcs, giVing a natIonal
average of 95 per cent (Table 33) InterestIngly, the transfer of disease from mother to
baby was mentioned by the lowest proportion of clients In all facIlities It must be
noted also that the response pattern of family planmng clients IS not much different
This outcome IS not unexpected, sInce Ghanaians generally attrIbute AIDS to
IrresponsIble sexuaT habIts It IS therefore recommended that education on the vanous
ways of transmItting AIDS must be Intensified so as to brIng the awareness of other
ways (other than sexual Intercourse) of getting the disease to the general populace

Table 33 Percentage Dlstnbutlon of Ways of Getting HIV/AIDS by Clients

Type of SDP All Family
MOH PPAG AIIMCH Planning

Means of Transmission Hospitals CliniCS Cllmcs Maternities Clients Clients
Sexual Intercourse 87 100 85 98 89 95
Blood TransfUSion 7 6 17 6 7 9
Shanng Items like needles 48 40 15 47 44 46
Mother to Baby 2 1 2 0 1 2
Other 1 8 2 2 3 6
Number Interview (N) 347 687 41 191 1266 773

Chents' responses, as regards ways of protecting oneself against AIDS, were mainly
directly related to those of the means of acquIring the disease, as 86 per cent of MCH
chents and 84 per cent of family planmng chents mentioned "chents staying faithful to
their spouse or partners" (Fig 31) Moreover, 85 per cent of family planmng chents
and 88 per cent of MCH clients could name at least one way of protecting oneself
against HIV Infection
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Figure 31 Chent Knowledge of HIV Prevention
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2 6 ABILITY OF PROVIDER TO RENDER QUALITY SERVICE

Introduction

The study solicited Information on the tralnmg, knowledge and practices of family
planmng providers The mam objective was to determme the quality of services that
dents were likely to receIve from providers or how effectively provider knowledge
was bemg translated Into provider actions The results are to assist programme
managers to design trammg programmes targeted to the specific needs of staff

Distribution of Providers by Designation and Type of SOP

As part of the study, an mventory of all categories of staff providing family planmng
services m the 313 SOPs, were taken on the day of VISit The summary results are
presented m Table 34 The results show that more than half of all the staff (51 8%)

Table 34 Percentage Distribution of Providers by Designation and Type of SOP

Type of SOP
Hospital MOHCI PPAG Maternity Total

Designation of Staff (n=133) (n=301) (n=62) (n=72) (n=568)
Doctor 7 13 3 1
(n=24) 53 43 48 14 42

Professional Nurse/Midwife 75 133 33 53
(n=294) 564 442 532 736 518

Auxllhary Nurse 45 146 3 8
(n=202) 338 485 48 11 1 356

Extension Worker 0 4 13 2
(n=19) 00 13 210 28 33

Other 6 5 10 8
(n=29) 45 17 161 11 1 51
Total 234 530 109 127 1000
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were professional nurse/midwives The second largest group of staff providing
family planmng service at the SOPs were auxlillary nurses who accounted for about
36 per cent

There were proportionately more doctors providing family planmng services In
hospitals (5 3%) than In PPAG (4 8%) and MOH cllmcs (4 3%), doctors were virtually
absent from matermtles (1 4%) Indeed, hospitals and PPAG facilltes had more than
their proportionate share of doctors and professional nurse/midwives On the other
hand, It was observed that even though more than 50 per cent of all the providers
were found to be working In the MOH cliniCS, nearly half of thiS number (485%)
were auxlillary nurses In addition, PPAG cllmcs had proportionately more extension
and other workers, they accounted for about 68 per cent of extension workers and
35 per cent of other providers Not surpnslngly, nearly three-quarters of providers In

matermtles were professional midwives or nurse-midwives Matermtles also had
more than a proportionate share of other workers, a confirmation that most
matermtles did not employ many other professionally qualified personnel

About a seventh (144%) of all providers were located In urban areas while close to
half (463%) were In rural areas, with the rest (393%) being In semi-urban areas
(Table 35) A study of their designation and area of location Indicates that the urban
areas had proportionately more skilled and qualified providers than the rural areas
For example, about 70 per cent of urban providers were professional
nurses/midwives and 4 9 per cent were doctors as against 4 2 per cent doctors and
48 3 per cent professional nurses/midwives In rural areas On the other hand,
auxlillary nurses predominated the rural (38%) and semi-urban (41 3%) areas

Table 35 Dlstnbutlon of Providers by Locality

Locality Total
Designation of Staff Rural Semi-Urban Urban % N
Doctor 42 40 49 42 24
ProfeSSional Nurse/Midwife 483 493 698 518 294
Auxlillary Nurse 380 413 122 356 202
Extension Worker 38 1 8 61 33 19
Other 57 36 73 51 29
Total 463 393 144 1000
N 263 223 82 568

Services Provided by Staff

To determme the range of services that staff provide to clients, Information was
collected on services provided by mdlvldual providers Table 36 shows that maJonty
of the staff at SOPs provide family planning (97%), ante-natal care (65%), post-natal
care (66%) and ctllid welfare services Generally, the provIsion of reproductive
health services was not accorded much pnonty For example, only 3 per cent of
staff were providing HIV/AIOS testing and 13 per cent other STO diagnosIs It IS
also significant to note that fewer staff of PPAG, compared to other institutions, were
providing maternal and child health services
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Table 36 Staff Who Provide FP/MCH/STD Services to Clients by Health Facility

Type ofSDP
MOH PPAG

Type of Service Hospital Clinic Clinic Maternities Total
Family Planning 98 95 100 100 97
Ante-natal Care 64 68 18 94 65
Maternity Care/Delivery Services 25 45 3 96 42
Post-natal Care 70 71 13 79 66
HIVIAIDS Counselllng/IEC 52 47 73 53 52
HIVIAIDS Testmg 5 3 2 3 3
Other STD CounselllngllEC 52 55 78 57 57
Other STD DiagnosIs 8 12 18 21 13
Other STD Treatment 10 16 23 29 17
Child Immunization 77 89 8 20 69
Child Growth MOnltonng 76 87 7 23 68
Consultation for Infertility 39 40 32 43 39
Oral Rehydration Therapy Services 66 77 22 74 68
Management of Abortion Complications 15 21 23 27 21
Nutntlon Services 73 82 25 51 71
Other Curative Services 47 57 38 70 54
Menstrual Regulation 23 22 18 16 21
Pre-abortion Counsellmg 25 23 33 24 25

Staff BasIc Trammg and Refresher Tramlng

Family planOlng, as a concept, Involves uSing methods that Intervene In the natural
human reproductive process, such that sexual Intercourse does not lead to
pregnancy It IS qUite essential, therefore, for providers of family planOlng service to
have some basIc tralOlng In order to have a better understanding of the mode of
operation of programme methods as well as the ability to perform procedures and
solve problems arising from the use of a method Additionally, periodiC refresher
courses serve to Introduce proViders to new gUidelines and procedures as well as
new health Issues In the field of discipline

The study soliCited mformatlon on the highest level of Institutional tralOlng the staff
had received for their present POSition For example, a nurse/midwife might have
been through the same tralOlng as a nurse, plus some additional long-term midWifery
tralnmg In such a case, 'basIc tramlng' refers to the midWifery trammg because It IS
the highest level of tralOlng received and that qualified her for the current POSition
For a nurse, however, basIc tralnmg would be the nursmg tralOlng

From Table 37, It IS observed that 50 per cent of proViders received their most
advanced long term tramlng less than 10 years before the survey This compares
With 14 per cent of staff who had their trammg at least 20 years ago It IS generally
expected that the length of service would Influence the kind of experience and
expertise that the proVider brmgs to her work

That some proViders, though few (4%), had no basIc trammg should be a matter of
concern because of the dangers this might pose to clients It IS likely that such slaff
might have learned on the Job, understudymg other qualified staff The health field IS

very dynamic, With new concepts and practices being evolved all the time Regular
refresher trammg courses are therefore necessary to update the knowledge of
proViders and Improve their performance
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Table 37 Length of Service at Present Status after BasIc Training

No of Years Percent of Staff
0- 4 24
5 - 9 26

10 -14 20
15 - 19 12
20 - 24 8
25 - 29 4
30+ 2
No BasIc Training 4
Total 100

Table 38 shows that the largest proportion of providers had received both basIc
training and refresher training more In family planning than In any other service
provided Even though consultation for infertility and management of abortion
complications are key components of reproductive health, they were the least areas
In which staff had received some training While 69 per cent of the staff had
received refresher training In family planning, less than 40 per cent of staff had ever
received refresher training In the other services

Table 38 Percent Distribution of Staff Receiving BasIc Training and Refresher Training

Content of BasIc Received
Type of Service Training Refresher
Family Planning 89 69
Ante-natal Care 86 32
Maternity Care 72 29
Post-natal Care 84 28
Child ImmUnization 83 37
Child Growth MOnitOring 83 30
Consultation for Infertility 43 13
Oral Rehydration Therapy 80 33
Management of Abortion Comp 42 14
Nutrition Services 85 23
Other Curative Servles 70 24

Table 39 shows that less than a third of the providers had been exposed to post
baSIC training In any specific long-term methods of family planning The Table also
suggests that fewer stili had been exposed to post-basIc training In reproductive
health Issues For example, only about a tenth of providers had post-basIc training
In menstrual regulation (11 %) and abortion Issues (12%) The results also show that
only 37 per cent of the providers had received training In recordkeeping ThiS IS
qUiet discouraging, considering the Importance of record keeping In programme
assessment and evaluation
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Table 39 Exposure of Staff to Post BasIc Training by Type of Course

Type of Course or Programme Percent of Staff
General Clinical Skills In Family Planning -47
Family Planning Counselling 54
IUD Insertion/Removal 29
Norplant Insertion/Removal 11
Female Sterilization (MULA) Surgical Procedure 14
Vasectomy (Surgical procedure) 13
Exclusive Brestfeedlng (LAM) 36
Natural Family Planning 39
Management 31
Supervision 31
Recordkeeplng 37
Stock-keeping 32
STD Risk Assessment/Screening 15
STD Counselling 27
STD Laboratory DiagnosIs 5
Syndromlc Approach to DiagnosIs and Treatment -7
HIV/AIDS Counselling 26
HIV/AIDS Testing 3
Menstrual Regulation 11
Abortion Issues 12
Reproductive Health Updates 21
Other 2

Current ProvIsion of Family Planning Services

Results from Table 40 indicate that In the last 3 months preceding the survey, the
largest proportion of staff provided or referred clients for family planning methods In
InJectables (91 %), the combined pili (91 %) and condoms (88%) If the services
prOVided IS taken as indication of the demand for method by clients then most clients
are gOing In for InJectables, combined pills and condoms while fewer of them are
gOing In for vasectomy and the diaphragm

Table 40 Staff Who Have Currently PrOVided or Referred Clients

Service PrOVided or Referred In Last 3 Months Percent of Staff
Combined PIli 91
Progestin-only PIli 72
IUD 55
Injectable 91
Norplant 20
Condom 88
Diaphragm 8
Spermicide 71
Female Sterilization (MULA) 29
Vasectomy 5
Natural Family Planning 45
ExclUSive Beastfeedlng (LAM) 64
Emergency FamIly Planning 13
MUltiple Methods 21
Dual Methods (Simultaneous) 38
Other 1
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provider Perception of Eligibility

Providers were asked whether there were any restnctlons regarding the provIsion of
specific methods since such restnctlons (whether they are policy decIsions or are
Imposed by the staff themselves) are likely to Influence user rates The following are
the responses obtained

a) 89.e- The question on age was to determine whether the provider used age
as a sole cntenon for providing a contraceptive method to a client Although
there IS no official policy that limits the provIsion of family planning methods to
certain age brackets or range, the data obtained indicate that, on the average, no
person below 15 years would receive a prescnptlon or be referred for any
method of contraception and no one above 50 years could obtain any method
(see Table 41) The lower age limit was least for the condom and spermicide (15
years) and highest for vasectomy (32 years) followed by female stenJtzatlon (29
years) The highest upper age limit was observed for the condom and
vasectomy (50 years) Thus, with respect to age, providers were more willing to
provide the condom and the spermicide to a wider age range of clients than the
permanent methods of family planning (Ie female stenllzatlon and male
stenllzatlon)

Table 41 Provider Perception of Eligibility Restnctlon by Method and Restnctlon

Average Average Husband s Require Woman
Type of FP Method MInimum Maximum Panty Consent Woman to Menstruating

Age Age ReqUired be Married at Time of
VISit Necessary

PIli (CoC) 16 41 2 50 29 17
Condom 15 50 2 48 9 87
IUD 18 45 2 54 48 15
Injectable 20 44 2 49 39 15
Norplant 19 44 3 43 56 10
Spermicide 15 46 2 41 18 71
Female Stenllzatlon 29 46 4 75 76 19
Vasectomy 32 50 4 - - -

b) Panty In order to ascertain whether providers use a minimum number of
children as a sole cntenon for providing contraceptive method to a chent,
providers were asked to state the minimum number of children that a woman
must have before they would prescribe or refer a client for a contraceptive
method Table 41 shows that to quahfy for the pili, condom, IUD, Injectable and
spermicide, the provider expected a chent to have at least 2 children The
average number of children Increased to 3 for the NOrplant while chents wanting
female stenllzatlon and vasectomy were expected to have at least 4 children
before being sterilized Thus, providers were prepared to offer permanent
methods of family planning on condition that the chent had achieved the
perceived Ghanaian Ideal family size
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c) Husband's Consent The Table shows that 75 per cent of providers would
require the consent of a client's husband before provldmg her with female
sterilization It IS mterestlng to note that even With the other methods of family
planning, more than 40 per cent of providers would require a husband's consent
before service IS provided The question of a husband's consent IS therefore
Important In determInIng whether a woman would be provIded With a family
planning method or not It IS therefore Important to specifically target men and
make them partners m family planning and reproductive health Issues An
mcrease In women's education could also Widen their chOices and make them
less dependent on men

d) Unmarried Client Providers were least likely to refuse condoms (9%) and
spermiCide (18%) to unmarried women than any family planning method About
a half of all providers were turning away potential IUD and Norplant clIents
because they were not married The method least likely to be preSCribed for
unmarried clients was female sterilization (see Table 41)

e) Women not Menstruating An understandmg of a woman's menstrual cycle can
help plan for a pregnancy, prevent one as well as help to understand and
dIagnose many medical problems Menstruation IS eVidence that there IS no
pregnancy It IS thus better to start proVidIng family plannmg method when
menstruation begins smce thiS helps the proVIder to mOnitor the effect of the
method and to ascertam that the person recelvmg the method IS not pregnant

Information on family plannmg methods that the proVider would not prescnbe to a
woman not menstruatmg at the time of her VISit was soliCited Table 41 shows
that proViders were less likely to prescnbe Norplant (10%), mJectables (15%) and
IUD (15%) to clients who were not menstruating at the time of VISit The staff
were more likely to proVIde the condom (87%) and spermICide (71%) to clients
not menstruating at the time of VISIt

ProVider Perception on Health and Family PlannIng Methods

a) Methods Recommended for DelaYing/Spacing Even though people now have
the option to choose the number and spacmg of their children, the use of
contraceptives stili raises basIc questions One basIc question asked from a
medical stand pomt IS the appropriate method for a woman at a given time and
place To a question as to whether or not there were methods of family plannmg
which proViders would recommend for most people who would like to delay or
space their next blrttr, assuming there were no health problems, 91 per cent
answered m the affirmative, 3 per cent said they would not recommend any,
while 6 per cent said that their recommendation would depend on the client's
preference An examination of the types of method they would recommend, In
the absence of any known health problem, shows that over 70 per cent of them
were more likely to recommend the combined pili, mJectable, IUD and the
condom, less than 10 per cent would recommend methods like female
stenllzatlon, vasectomy and traditional means of contraception (see Table 42)
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Table 42 Conditions Under Which Family Plannmg Method Would be Provided or Recommended

No Health No More Children Client has Under No
Type of Method Problems EXit and No Health RTI/STD Circumstance

Problems
Combmed PIli 82 16 15 99
Progestm only pili 51 9 5 99
IUD 76 40 72 99
Injectable 79 50 15 99
Norplant 45 24 5 99
Condom 72 7 6 99
Diaphragm 24 3 6 99
Spermicide 66 8 12 99
Female Stenllzation 8 83 7 98
Vasectomy 6 57 4 98
Nat Family Plannmg 31 6 2 100
Exclusive Breastfeedmg 13 2 1 100
Multiple Methods 7 1 1 100
Dual Methods 8 1 1 0
Traditional 3 1 1 0

b) No Health Problems Women with a medical problem may need contraception
Providing a contraceptive method under such circumstances, however, could be
complicated as the underlying medical problem may limit the number of methods
that are appropnate As a consequence, special knowledge about the interaction
between the medical problem and the vanous contraceptive methods IS required
on the part of the provider although she/he could be Influenced by personal
biases on the chOIce of methods A question was asked In the survey to
determine the attitude of providers towards clients with no health problems and
would like to have no more children Results, as indicated In Table 42, show that
female stenllzatlon (83%) and vasectomy (57%) are the methods that were highly
recommended Exclusive breastfeedlng, multiple and dual methods as well as
traditional methods were the least recommended methods for clients wanting no
more children

c) RTI/STD Clients Reproductive Tract Inrectlon (RTI) and Sexually Transmlted
Diseases (STDs) are major causes of secondary infertility While some
contraceptive methods help protect against STD, others may Increase the nsk of
infection For example, whilst a barner method like condom may help decrease
STD InfectJon, the IUD may Increase the nsk of STD infection From Table 42, It
IS observed that an overwhelming majonty of providers (72%) would not
recommend IUD for clients With RTI or STD The combined pili and Injectable
(15%) are the other methods least likely to be recommended It must be noted
that even though oral contraceptives like the combined pili may exert a protective
effect against the development of pelVIC Inflammatory disease, It may at the
same time make a woman to become prone to monomial infections

d) Methods Never Recommended According to Table 42, nearly all prOViders were
Willing to recommend all types of family planmng methods Only a few would
never recommend the traditional (3%) and female sterilization or vasectomy
(2%) Although these figures are low, they undoubtedly undermine the role of
the prOVider In assisting a client to make an Informed chOIce
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Advice Given to Breastfeedlng Clients

Dunng the first month of Childbirth, the hkellhood of pregnancy IS low because the
woman IS amenorrhoeic dunng this time After menstruation resumes, however, the
chances of pregnancy are Increased It IS known that the Intensity of breasfeedlng
can mfluence the onset of menstruation SInce the time when menstruatIon will
resume vanes greatly, a woman does not know when the protection of lactatIonal
amenorrhoea will end It IS possible, therefore, for a woman to become pregnant
while she IS stIli breastfeedlng For continued protectIon, mothers are thus advIsed
to begin uSing a complementary family planning method even while continuIng
breastfeedlng for the sake of the child's health

Data collected from providers on the type of adVice they would give to clients
breasfeedmg a child of less than SIX months shows that a great many of them (74%)
would ask the chent to contmue breastfeedmg and also start uSing a contraceptive
method (Fig 32)

FIgure 32 AdVIce Provider Would GIve to Clients Breastfeedmg a Child of
Less Than SIX Months

Treat her hke any 0 lher FP
chent
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ProVider Action For New Chents Who Want Hormonal Methods But Are
Not Having Menses

If a chent IS not having her menses, then the pOSSlblhty of pregnancy can only be
ruled out by examination or pregnancy test As part of the study, providers were
asked what they normally did for a new chent who wanted the pili or another
hormonal method but who was not having her menses Table 43 shows that 51 per
cent of providers would perform a pregnancy test while another 51 per cent would
supply condoms and ask the chent to return when she had her menses Ten per
cent of proViders were however willing to supply hormonal method even when the
chent was not In her menses
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Table 43 Provider Action for New Clients Oeslnng Hormonal Method
but not Having Menses

Type of Action Percent of Staff
Perform a pregnancy test 51
Supply condoms and ask to return with menses 51
Tell her to come back at next menses 21
Supply hormonal method 10
Supply hormonal method and condoms 5
Try to Induce menses 1
Other 4

Reproductive Health Practices

Reproductive health IS a state of complete phYSical, mental and social well-being,
and not merely the absence of disease or infirmity, In all matters related to the
reproductive system Including ItS functions and processes Reproductive health,
therefore, Implies that people are able to have a satisfying and safe sex life and that
they have the capability to reproduce and the freedom to decide If, when, and how
often, to do so Implicit In thiS last condition are the nghts of men and women to be
Informed and to have access to safe, effective, affordable and acceptable methods
of family planning of their chOice for regulation of fertility which are not against the
law, as well as the nght of access to appropnate health care services that Will enable
women to go safely through pregnancy and childbirth and provide couples with the
best chance of having a healthy Infant

With thiS understanding of reproductive health, reproductive health care could be
defined to Include the access to the constellation of methods, techniques and
services that contnbute to reproductive health and well-being through preventIng
and solVing reproductive health problems It also Includes sexual health, the
purpose of which IS the enhancement of life and personal relations, as well as
counselling and care related to reproduction and sexually transmitted diseases
(STOs)

a) Provider AdVice Given to Clients at Risk of Infection with STO or HIV/AIOS The
barrier methods of family planning (that IS, condom and diaphragm) If used
correctly, particularly together with a spermicide are highly effective In preventing
the transmiSSion of many STOs and HIV/AIDS

Table 44 shows that 84 per cent of providers were likely to recommend the
condom when the chent appeared to be at high risk of infection with STD or
HIV/AIDS A small number of providers (1 %) indicated that they would adVice
the client to continue to use the current method alone and 2 per cent would
adVice the clIent to stop uSing any type of contraception Though such provider
adVice was limited to only a small proportion of cases, It IS Important to train
providers against making these remarks because they could fuel the spread of
STO and HIV/AIDS which are easily transmitted through sexual Intercourse
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Table 44 Types of Advice Given to Clients Who Come for Check-up/Resupply
and Appear to be at High Risk of Infection

Percent of
Type of Advice Given by Staff Staff
Continue to use the current method but use condom also 68
SWitch from current method to the condom 16
Other responses eg adVice to see a doctor, counselling 11
Stop uSing any type of contraception 2
Continue to use the current method alone 1
Don't know 2

b) Provider Actions for STD Chents In addition to the adVice given, information was
solicited on the types of action that providers would give to chents they suspected
to have STD Most of providers (69%) would refer clients with STD for treatment
while about a half (49%) would provide counselling (Table 45) The fact that only
4 per cent would do a diagnosIs could be an indication that many SDPs lacked
the facIlities for dOing a diagnosIs Even though the treatment of STDs and other
conditions of the reproductive system IS one of the services expected of the
reproductive health programme In the country, only 13 per cent of providers
could provide such a service There IS therefore the need to equip more
providers to be able to give treatment In such areas

Table 45 Action Taken by Providers for Clients Who May Have STD
Percent of

Type of Action Taken PrOViders
Refer for Treatment 69
Provide Counselling 49
Refer for DiagnosIs 32
Request Laboratory Test 23
Partner/Contact Tracing 19
Treat 13
Refer for counselling 7
Diagnose 4
Other 17

c) Provider Action for HIV/AIDS Clients Table 46 presents the range of pOSSible
types of action to be taken by service providers for clients who may have
HIV/AIDS A little over half of them said they would either provide counselling
(55%) or condoms (50%) Although actions such as these are commendable,
the figures do not represent an ImpreSSive programme to prevent the spread of
HIV/AIDS It IS also disturbing to note that only 16 per cent of providers would be
Interested In partner/contact tracing because It could erode the advantages of
providing counselling and condoms, since these partners could also be
spreading the disease
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Table 46 Provider Actions for Clients Who May Have HIV/AIDS

Type of Action Taken Percent of
providers

Provide Counselling 55
Provide Condoms 50
Refer for I'-IIV Test 37
Provide or Refer for Treatment of Complications 29
Refer/Request for Counselling 22
Partner/Contact Tracing 16
Request HIV Test 13
Other (advice on diet, spread of disease, personal hygiene) 9

d) Syphilis Test for Antenatal Clients If an Infection of syphilis occurs In the mother
early In pregnancy, there IS a grave risk of fetal death, If It occurs later, the baby
usually develops active congenital syphilis at about the age of SIX weeks It IS
probable that If conception occurs within the first 12 months of infection, the fetus
will be killed, with a resultant abortion The early detection and treatment of
syphilis IS thus essential

In order to know whether proViders have knowledge about syphilis and ItS
consequences they were asked whether they routinely requested a syphilis test
for antenatal clients they see at their facIlities since full antenatal test IS one of
the most effective ways of putting the disease at bay Interestingly, the results of
the survey show that less than a tenth (8%) of proViders routinely requested such
tests

Since family planning services and maternal health/antenatal care services offer
an Important opportunity for both diagnOSIs and treatment of such STDs, as well
as Information about their prevention, proViders should be encouraged and
eqUipped to handle such Issues

e) ProVider Comfort With STD/HIV DISCUSSion Figure 33 shows that half of the
proViders Indicated that they were comfortable when diSCUSSing sexual behaviour
related to STD/HIV With clients The 21 per cent of proViders who felt
uncomfortable were more likely to be biased and hide Vital information from
clients Clients may therefore not be encouraged to make mformed
deCISions/chOIces In respect of their reproductive lives
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Figure 33 ProvIder Comfort/DIscomfort In DIscussing Sexual
Behaviour Related to STQlHIV
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f) Termination of Pregnancies Pregnancy termination (abortion) IS one of the most

Important health risks that a woman faces during her reproductIve years
Deciding whether or not to have abortion can be difficult, therefore, In making a
deCISion, most women would Wish to benefit from warm, respectful advice and
friendly support Although abortion IS not be to promoted as a family planning
method, women who have unwanted pregnancies are to be given ready access
to reliable information and compassionate counselling

To have an Idea of the prevalence of such cases, providers were asked whether
women came to their faCIlities for adVice on termination of pregnancies or for
medical treatment as a consequence of an Incomplete, Induced abortion The
results of the study showed that 62 per cent of prOViders confirmed that women
came to their faCIlities for adVice on termination of pregnancies In additIon, 51
per cent of proViders Indicated that women vIsited their faCIlities for medical
treatment as a consequence of an Incomplete, Induced abortion

The Implication of thiS IS that there are a lot of women who do not want to be
pregnant and yet are not uSing contraceptives What IS not clear and which can
be extremely dangerous IS If the Incomplete, Induced abortIons sent to these
faCIlities were done at home, by untrained persons, and In unclean condItions

Soclo-Demographlc Characteristics

Other Important factors that could Influence the behaviour of proViders In the
proVISion of quality care and services are theIr soclo-demographlc characteristics
The study therefore soliCited InformatIOn on their sex, age, marital status, number of
liVing children, religion and the method of famIly plannIng currently being used by
staff or partner

An overwhelming majority of the proVIders (97%) were female The average age of
all the proViders was about 40 years The age distributIon (Fig 34) shows that
nearly 80 per cent of them were between 30 and 49 years WIth about a tenth (9%)
below 30 years
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An examination of the current mantal status of providers shows that 63 per cent
were In monogamous unions while 9 per cent were In polygamous unions The rest
were single (10%), separated or divorced (12%), widowed (5%) or living together In

consensual unions (1 %) The providers had an average of 3 children each In terms
of religion, 93 per cent were chnstlans, 5 per cent were moslem and 2 per cent
belonged to other religious organizations

Family Planning Used by ProViders

Figure 35 shows that a substantial proportion of providers (47%) were not uSing any
method of contraception at the time of study Most providers who were uSing any
method of contraception preferred the natural family planning method (19%) to any
of the sCientific or modern methods The highest percentage of staff uSing any
modern method (IUD) was 8 per cent

Figure 35 Methods of Family Planmng Used by PrOViders
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These findings are qUiet surprising because It 15 normally expected that as providers
they would practice what they were helping to promote One wonders If this was not
likely to affect the provider's empathy and expert advice given to clients The
findings are even more surpnslng when looked against the background that most of
the providers were stili In the reproductive age group and also In sexual unions On
the other hand, It could be that the providers, bemg knowledgeable about the long
term side effects of contraceptIve methods as well as the reproductive cycle,. were
able to detect more accurately the penods to avoid unprotected sex and could
therefore use the rhythm method more effectively
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III CONCLUSIONS, PROGRAMMATIC IMPLICATIONS AND
RECOMMENDATIONS

The results presented In this report have, In most part, been national findings In
some cases, results have also been presented for the four SOP types A
comparative analySIS of the results of the 1993 and 1996 situation analySIS studies IS
published separately The results presented here were disseminated nationally at a
seminar on 25-26 September 1997 In Accra Certain Issues were raised and their
policy Implications as well as specific recommendations for Implementation were
discussed, With full participation of Implementing agencies In the public and pnvate
sectors, researchers and donor agencies This chapter captures the SPirit of these
diScussions

3 1 SUMMARY FINDINGS AND CONCLUSIONS

Results of the study of family plannrng delivery POints show that family plannrng
services are generally available and accessible We stili need, however, to review
and consider carefully not only the spatial coverage of SOPs but also their
accessibility In terms of VISibility, advertisement and hours of openrng Many
faCIlities lack even the most baSIC amenrtles such as electnclty, water for washing
hands and Instruments as well as a good sanrtary environment

There IS lack of matenals needed to promote knowledge and disseminate
information The Simplest information sheets or posters are often unavailable while
health talks are given In only a quarter of the faCIlities Models and samples of
methods which are Important as teaching aids are also In Increasingly short supply

Many SOPs lack the essential equipment necessary to ensure delivery of a Wide
range of services, including diagnostic laboratory services Only about a third of
SOPs have faCIlities to carry out pregnancy tests or take samples or do laboratory
tests to help Identify clients With sexually transmitted diseases Most faCIlities
proVide Immunrzatlon against several of the major diseases, but many often run out
of vaccines for periods of SIX months or more

While the global shift In emphaSIS away from family planning per se to a more
comprehenSive concern for prOVISion of reproductive health services IS accepted In
prinCiple by all, It has not been easy to Implement With the family planning
programme In Ghana

The study shows that very few SOPs receive regular monthly supervisory VISitS
Management of resources also leaves much to be deSired, With Inadequate
Inventpry of supplies and storage faCIlities In many cases

In spite of the poor state of the Infrastructure and equipment available to them,
service proViders In may SOPs have a high level of commitment to duty Service
proViders offer clients adequate counselling on the use of available methods
Counselling on medical Side effects and on what to do In the event of major
problems, however, appears to be Inadequate
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Provider biases In the delivery of family planmng persist Generally, providers will
withhold services from clients outSide of the reproductive ages of 15-49 PrOVIders
Will also not provide short-term methods to women with fewer than 2 children while
In the case of the long-term and permanent methods, women with fewer than 3 or 4
children Will be demed services Many providers Will also require that the woman IS
married and has the husband's consent before offenng service

These findings prOVide much Important information, not only regarding barners to
potential clients' access but also regarding the need for tralmng and retralmng
through refresher courses and workshops They also call for an urgency In the
testing and Wide diSSemination of the poliCies and procedures

3 2 POLICY IMPLICATIONS FOR FAMILY PLANNING PROGRAMME

The findings and Issues raised In thIS report obViously have Implications for policy
design and programme Implementation One such area IS the pace of integrating
reproductive health Issues With family planning Much of the emphaSIS continues to
be on family planmng and maternal and child health care rather than the collective
welfare of the family as a group Education In the advantages of integrating
maternal and child health, family planning and general reproductive health, With the
family as centre, needs to be intenSified If Ghana IS to fall In line With the global shift
These Issues of integration of the different aspects of reproductive health require
policy diSCUSSions at all levels and may even require further operational research If
effective programmatic responses are to be designed

It IS gOing to be difficult for efforts at Increasing modern contraceptive prevalence
rate to succeed conSiderably If certain categones of sexually active potential clients
are demed service, particularly In the face of the Virtual abandonment of traditional
methods of birth control, albeit Ineffective A formal document on poliCies and
standards needs to be put In the public domain and dlstnbuted Widely for the
educatron of proViders and clients as well as the larger society Broad acceptance of
such a document WIll be made easier If the family, rather than indiViduals In the
family, IS seen as the pnmary focus of the services proVided

The appropnate lEG matenals are either not available or In sllfficlent quantities to
faCIlitate the attraction of new clients It IS necessary for all family p1anmng agents to
agree on what matenals are appropnate and need to be made available It may
then be necessary for all to agree to centralize the preparation and production of
these matenals, so that It Will not be In doubt the source of such matenals When
thiS IS agreed upon, speCific matenals could be produced for speCial groups, uSing
drama, talks, workshops and seminars and Informal group meetings, as the case
maybe

The fact that most clients are never told the results of a diagnosIs or given the
relevant information about the range of methods available may discourage some
clients, leading them to discontinue With the method If they should encounter
problems later On the other hand, proViding as much information as IS necessary
can lead to clients having more confidence In service prOViders ThiS calls for

72



periodic retraining of service providers In new procedures and the current state of
the art, particularly In the area of Interpersonal communication and counselling skills
It may be necessary to develop a package of Incentives and sanctions to encourage
providers to give quality service ThiS will also be an acknowledgment that effiCiency
IS something worth striving for

There IS the need to have a meeting ground for cultural values, personal biases,
moral Issues and the Individual's rights to public services It IS Important to
recognize that more girls have become sexually active at a younger age than was
the Situation some time back and that most of these girls do not enter permanent
sexual unions as early as It was In the past While society may frown on such
behaviour, It IS necessary to counsel the youth, through folk groups, plays and
workshops, on the need to acqUire education, skills and a trade as well as the
dangers of an active sexual life outside mamage If all these fall and they seek
family planning service as a nght, then they would have to be provided, because of
the greater danger to society of their engaging In unprotected sex

The traditional focus on mother and child In the provIsion of family planning has
tended to alienate males The tendency therefore has been that men think that It IS
not their responsibility to seek protection The Irony IS that while many will not
actively help the woman to seek the nght kind of protection, many others expect their
wives to seek their express consent before gOing for thiS protection It IS time to
intensify efforts at drawing males Into the main stream of the programme as partners
In seeking the welfare of the family

There IS no gainsaying that the quality of staff directly affects the quality of service
and care for clients The fact that many providers lacked up-to-date training and
reonentatlon In tune with the state of the art IS likely to affect quality of service
delivery negatively and to weaken client commitment There IS a general concern
that staff who prOVide family planning service are not the ones sponsored to
undertake refresher training courses while those who do are often put on schedules
that would not benefit from the family planning training

To ensure that staff training yellds the maximum benefit pOSSible to the family
planning programme, It IS Important to Involve a broad spectrum of prOViders In a
holistic refresher training programme The frequent changes In the field of health
generally, as well as the current need to take account of the full range of
reproductive health needs of clients, make a comprehensive refresher training for
providers very necessary

33 SPECIFIC IMPLEMENTABLE RECOMMENDATIONS

To function effectively and effiCiently, It IS essential_that famIly planning service
dehvery structures and operating procedures evolve In the most appropriate manner
The study results have provided an indication of the rate at which these structures
are evolving as well as what and where the obstacles to Improvement have been In
thiS final section, speCific and (we beheve) Implementable recommendations are
made regarding what SUitable interventions are needed
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General Recommendations

Information was made available at the Dissemination Semmar that the Ministry of
Health had produced two documents, "National Reproductive Health Service Policy
and Standards" (ApIlI 1996) and "National Reproductive Health Service Protocols"
(October 1996), which were aimed at addreSSing Issues that were raised In the 1993
study The first document has been pretested and finalised while the second IS stili
being pretested A qUick skimming through the documents shows that these
protocols address many of the Issues that were raised In the 1993 Situation AnalySIS
Study Report and which have been highlighted agam In the current report, because
prOViders did not have access to the documents at the time of the study It IS
recommended, therefore, that the Mmlstry of Health should undertake these follow
up actiVitIes

• Give the protocols to all stakeholders In the reproductive health area
(PPAG, GRMA, etc) for a final reView, after the current field testing IS
over, to ensure that the needs of all agents are addressed

• Dlssemmate the protocols Widely once they are finalized and published (at
least one copy at each SOP)

• Use the protocols to revise training CUrricula
• Use the protocols to revise supervisory checklists
• Establish adequate structures to ensure that the protocols are being

adhered to by prOViders

Reprodyctlve Health Polley and Operational Research

It was agreed that the area of reproductive health IS of concern to many other
agencies beSides the Mmlstry of Health For any policy In this area to have a
chance of being Implemented, there IS the need to create a forum for all
stakeholders to diSCUSS Issues of mutual concern and mterest The DiSSemination
Seminar, therefore, agreed that It was necessary to establish a national consortium
of all groups With a stake In family planning and general reproductive health Issues
In addition to the MInistry of Health (MOH), PPAG and GRMA, the Catholic
Secretanat, Christian Health ASSOCiation of Ghana (CHAG), Muslim Family Life
Council, Ghana SOCial Marketing Foundation (GSMF), ASSOCiation of Voluntary
Surgical Contraception (AVSC) and other non-governmental organisations (NGOs)
In reproductive health should be inVited to constitute such a national consortium

It was noted that the National Population Council (NPC) already plays a coordinating
role In bringing some of the Identified organisations together under some of ItS
programmes It was therefore felt that the NPC would be the appropriate
organisation to coordinate this national consortium The MInistry of Health should
liaise With the NPC to set up the consortium either under the NPC's eXisting
structures or With a new structure The follOWing speCific policy and research
recommendation were made

• The national consortium of family planning and general reproductive
health organisations, to be coordinated by the National Population
Council, should ensure that all stakeholders In family planning and general
reproductive health make agreed-upon finanCial contribution to the Health
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Education Unit of the MInistry of Health for the development and provIsion
of family planning IEC matenals

• The national consortium IS to review the basIc nursing training cUrriculum
to ensure that It Incorporates reproductive health Issues

• Provider training need to routinely Include family planning logistics
management, management information system and recordkeeping

• All family planning agencies have to offer special training for providers on
how to handle adolescent Issues

• Community-based dlstnbutlon (CBD) programmes need to be revised to
reach out to more males

• Pre-service cUrriculum for nurses (both public and pnvate) should be
reVised to allow for more males to train as family planning providers

• All family planning agencies are to spell out the specific Job descnptlon for
all providers IrI order to make staff aware of their roles and responsibilities

• All family planning agencies Will work out a scheme of incentives and
sanctions to gUide provider work conduct

• Family planning contraceptives are to be added to the essential drug
programme to ensure better management

• Family planning education should be part of the cUrriculum at all
educational levels

With regard to operational research, It was recommended that

* The Hearth Research Unit of MOH, In collaboration with the Ghana
Statistical Service, should research Into the need for, and feasibility of,
expanding outlets for disseminating family planning findmgs and have the
findings Incorporated In policy

* All agencies that research Into family planning Issues need to release their
findings and publications on a timely basIs

* All MOH departmental family planning research activities at the regional or
dlstnct level must be well planned and Incorporated In workplan/budget
proposals and the appropnate funding sought to Implement them

Information, Education and Communication (lEe)

The general feeling IS that family planning information can be more effective as an
educational tool If It IS centralised, rather than letting each agency go ItS own way
The many divergent emphases and competition that Will result from each gOing ItS
own way IS likely to confuse the target groups The recommendations, then, are

• The Health Education Unit of MOH Will have the responsibility to provide
all family planning IEC matenals for dlstnbutlon to all members of the
family planning consortium

• The national consortium of all family planning agencies Will provide an
Improved and structured reproductive health (including family planning)
education programme for religiOUS and opinion leaders, uSing the dlstncts
as focal POints

• The national consortium Will form a watchdog group to mOnitor the media
for InconSistencies and miSinformation about family planning-
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• The natIonal consortIum will strengthen Its programmes to educate the
media and the public about family planning and general reproductIve
health Issues

• The national consortIum WIll help prepare educational matenals sUitable
for each educatIonal level

Quality of Service Delivery

Two main Issues were raIsed In connection wIth the quality of care gIven to clients
One relates to the quahty of staff providing servIces and the other to the ease with
which clients who need family planning services get such services The general
staffing position, quality of training, information to clients and increasing access were
therefore addressed

o LOgiStiCS, transport and equipment will need to be made more easIly
available to Improve quality of service at SOPs and to Increase the
number of outreach sites

o Education on STOs and the protectIon provided by specific methods IS to
be Integrated Into famIly planning services

o Information on the side effects of each available family planning method
will be explained to chents

o Menopausal and/or long term or permanent method users are to be
targetted for reproductIve health services to protect them form STOs

o To Improve the staffing position as well as to ensure quahty of care, the
Human Resource Development DIVIsion of MOH will ensure that staff wIth
speclahst training In family planning are utilised In provIding family
planning services

o SupervIsors (dlstnct, regIOnal and national) are to make a minimum of four
supervisory VISitS per year, at regular Intervals, and are to use the
appropnate comprehensive checklists deSigned for the purpose

o All family planning agencies are to Implement the scheme of incentives
and sanctions In order to motivate providers to give good quality care and
to- have Job satisfaction

Staffing. Trammg and Counselling

As has been pOinted out, the staffing position and quality of staff Influence the
quality of service offered The need for frequent refresher training for all provIders,
Including semInars and workshops on contraceptive technology updates, IS therefore
well appreciated Specifically,

• The national consortIum IS to coordinate contraceptIve update training for
all proViders, probably modelled on the annual PPAG traIning programme

• ApprecIation and clarification of societal values and ethical Issues need to
be Included In the training cUrriculum for proViders In order to address
barners to access based on individual proVider bIases

• ProVider trainIng has to lay great stress on the need for providers to
explain medical barners for the available methods to the clients
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• Training programmes of all family plannmg agencies (MOH, PPAG,
GRMA CHAG, etc) must place special emphasIs on mterpersonal and
counselling skills to address attltudmal problems of providers

• Provider trammg In family planning logiStiCS and commodity management,
recordkeepmg and management mformatlon system should be held, at
least twice m the year, at national, regional, dlstnct and subdlstnct levels

• All family planning agencies are to offer special trammg for providers on
how to handle adolescent Issues, mcludlng the use of appropnate
counselling and methods for sexually active adolescents

3 4 CONCULDING REMARKS

The results of the first situation analysIs study m 1993 were widely dlssemmated and
used by family planning programme managers For Instance, the results aSSisted
the Mmlstry of Health In prepanng ItS documents on standards and reproductive
health service protocols to gUide service delivery It IS our hope that the results of
this second study Will be equally disseminated and utilised There are bnght
prospects that If the speCifiC recommendations that have ema'1ated from diScussion
of the results are fully Implemented, It will lead to a qualitative Improvement of life for
all Ghanaians
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A QUALITY OF HEALTH SERVICE DELIVERY IN GHANA

1 INTRODUCTION

One of the essential goals of human development IS for people to lead a long and
healthy life A major strategy towards this end IS an accelerated restructunng of the
health sector with the view to Increasing efficiency In the resource allocation In this
sector so as to achieve maximum returns In Ghana, this becomes particularly more
assertive If the government's policy of "health for all by the year 2020" IS to be
accomplished

This calls for regular assessement of the quality of health care In the country In the
present study, this was done by observing health delivery services on the day of
VISit, taking Inventory of Infrastructure, equipment and supplies to see If the required
resources for health delivery were available and If so, In what condition Out
patients and patients on admiSSion were also interviewed about the quality of care
they received

2 RESOURCES NEEDED FOR QUALITY HEALTH SERVICE DELIVERY

The starting pOint of qualIty health care has to do with the avallablltly of
Infrastructure, equipment and matenals, the functional status of those available and
the accessibilIty of the available and functioning resource For those health facIlities
vIsited, an Inventory was taken of required resources

General Condition In the Health FacIlities

For all the facIlIties VISited, It was observed that 80 per cent had their synnges and
needles properly stored In terms of waste disposal, nearly 60 per cent tned to
dispose of wastes to prevent children and animals from getting at them, while 70 per
cent had their drains clear It was observed that three out of every four health
faCIlities haEi their Out Patient Oepartment (OPO) floor scrubbed and clean In
service delivery POints (SOPs) where there were laboratory services, It was noted
that nine In every ten did not have stained floors

Furthermore, more than two thirds had clean Windows and nearly 70 per cent had
the area clear of cobwebs For tOilets, only a fifth of them had their tOilets SOiled,
With more than half the number haVing clean tOilets while slightly more than a
quarter did not have tOilets at all Regarding the records of patients, It was observed
that the health faCIlities kept record of almost all patients (93%) Only 6 per cent of
patients kept their own records Four-fifths (82%) of SOPs had a record/card system
which was found to be well ordered

The study soliCited information on the availability of some essential
eqUipment/matenals which should be In the OPO area at all times Table 1 gives the
status of these equipment Apart from the thermometer, which was avalable and
functiOning In slightly more than two-thirds of the health faCIlities, other equipment
appear to be missing In a Significant proportion of the OPO Units For Instance, It
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was noted that 85 per cent of the SDPs had no aSpiration set Furthermore, more
than half (56%) did not have wheel chairs, while 62 per cent also did not have
stretcher trolleys

Table 1 Percentage Dlstnbutlon of EqUipment/Matenals In OPD Area

Available and AvaIlable but Not
EqUipment/Matenals Functional not Functional Available
Wheel chair 390 48 562
Stretcher trolley 320 57 623
Weighing scale(Adult) 496 70 434
Welghmg scale(Bables) 308 76 616
Thermometer 673 35 292
Stethoscope & Sphlg 51 8 75 407
Aspiration set 79 70 851
Height measure 214 98 688
Clock 276 70 654
Source Situation AnalysIs Study of Quality of Clinical Care,1996 (N= 231)

Essential EqUlpment/Matenals In Consulting Room

Essential eqUlpment/matenals available In the consulting room were observed As
shown In Table 2, consulting rooms In most cases were found to have a wash basin
with soap (91 %) There were thermometers (71 % )and stethoscopes (86%) that
were functional It was observed also that 82 per cent of the SDPs had functional
dust bins In the rooms

Table 2 Essential EqUipment/Matenals In Consulting Room

Available and AvaIlable but Not
Equlpment/Matenals Functional not Functional Available
Wash basin with soap 91 0 09 81
Thermometer 709 27 264
Stethoscope & Sphlg 855 50 95
Tray with gloves, etc 563 41 396
DiagnostIc set 370 55 575
Dust bin 81 7 1 3 170
Desk diary 195 50 755
Calendar 777 -- 223
Essential drug list 496 1 8 486
Standard treatment 271 54 670
Source SituatIon AnalysIs Study of Quality of Clinical Care, 1996 (N = 231)

On the other hand, It was observed that more than half of the consulting rooms
(577%)dld not have a diagnostic set Furthermore, significant proportions did not
have the standard treatment book (67%) and the essential drug list (486%), even
though all health faCIlities were expected to have been supplied With these two
documents

Essential BaSIC EqUIpment In InJectionlTreatment Room

A large proportion of health faCIlities had synnges (96%), needles and sCissors
(94%) and dust binS (877%) available In the injection rooms vIsited (Table 3) The
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data also show that stenle gauze was available In nearly 60 per cent of injection
rooms observed, while 68 per cent had bandages and 50 per cent had
hydrocortisone It was also noted that eight out of every ten injection rooms
observed had a wash baSin With soap while slightly more than three-quarters
(76 8%) had plaster for use

Table 3 Essential BaSIC Equlpment/Matenals In InjectlonlTreatment Room

EqUipment/Matenals Available MISSing
Synnges 956 44
Needles 942 58
SPirit 691 309
Stenle gauze 584 416
Plaster 768 232
Bandages 680 320
Hydrocorbgone 495 505
Gloves 730 270
Dustblns 877 123
SCissors/forceps 945 55
Stenllzer 649 341
Wash baSIn With soap 848 152
Source Situation AnalySIS StUdy of Quality of Clinical Care, 1996 (N = 231)

Drugs Supposed to be Available In Hospitals at all Times

It IS expected that certain essential drugs should always be available, especIally In
the hospitals, at all times As a result, an Inventory of the quantity of such drugs was
taken and IS presented In Table 4 All the hospitals that were VISIted had
chloroqUine tablets and chloroqUine syrup available In acceptable quantIties Apart
from insulin which was available In less than half (476%) of hospitals VISited, the
availability of other drugs ranged between 77 per cent and 98 per cent of hospitals

Table 4 Drugs Supposed to be In Hospitals at all Times

Type of Drugs Available MISSing
ChloroqUine tablets 1000 --
Chloroqume Injections 968 32
Chloroqume syrup 1000 --
Cystaillne penicIllin 937 63
Septnn 984 1 6
Iron & Folic aCid 857 143
Oral RehydratlonSalt 952 48
Normal Saline 952 48
Ergometnne injections 855 175
Paracetamol tablets 968 32
Mebendazole tablets 921 79
Sepasll/Bnnerdln tablets 937 63
Aminophiline injections 903 97
Insulin 476 524
Adrenaline ImllV 774 226
Valium injections 923 77
Source Situation AnalySIS Study of Quality of Clinical Care, 1996 ( N = 64)
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Orug Supposed to be Available In Health Centres and Cllmcs at all Times

Inventory was also taken of drugs which are supposed to be always available at the
cllmcs and health centres The results (Table 5)show that generally, most of these
health facIlities had sufficient quantities of the drugs For Instance, It was noted that
nearly all the health centres and cllmcs had enough chloroqUine tablets(96%),
chloroquine syrup (98%) and paracetamol tablets (96%) The drug which was least
available was egrometnne injection (596%)

Table 5 Drugs Supposed to be Available In a Health Centre/Post! Clinic at all Times

Type of Drugs Available Absent
Chloroquine tablets 964 36
Chloroquine injection 934 66
Chloroquine syrup 976 24
Paracetamol tablets 958 42
Septnn 831 169
Iron and folic aCid 856 144
Oral Rehydration Salt 868 132
Normal Saline 824 176
Ergometnne injection 596 404
Mebendazole tablets 720 280
Source Situation AnalysIs Study of Quality of Clinical Care, 1996 (N = 167)

3 QUALITY OF OUT-PATIENT CLINICAL CARE

In restructuring the health sector, the out patient department (GPO) IS qUite
paramount, for It IS the department that caters for the largest proportion of sick
patients Clients at the OPO of the vanous service delivery POints (SOPs) were
therefore interviewed to solicit their views on the quality of service they received at
the SOPs They were qUizzed to ascertain whether on the day of VISit the systems
were In place to provide services, If In place, whether services were being provided,
and If being provided, whether the quality of service was to their satisfaction

Waiting Time Before Service

The largest proportion (562%) of out-patients on the day of VISit attended the health
facIlities because they (the respondents) were sick while almost a third (31 8%) sent
their wards for medical attention Asked to comment on the waltmg penod before
medical attention, 61 per cent of the chents responded that the waiting time was
about right while about a third indicated that the time was either too long (276%) or
too short (10%)

How long people stay at the various sections In the GPO before receiving attention
go a long way In determining their subsequent VISitS to the same facIlities In future
Table 6 presents chents vIews regarding the length of time spent at the various
sections of the respective SOPs Of the various sections In the facIlities, It IS the
laboratory where almost half (493%) of the respondents who obtained service
indicated that they stayed for far too long before being attended to

81



Table 6 Clients Estimation of Length of Time Spent at Different SectIons of
the SOP

Section Stayed Too Long Old not Stay Too Long
Card Room 139 861
ScreenIng Room 90 810
Consulting Room 50 950
Laboratory 493 507
X-Ray 156 844
Pharmacy 170 830
Treatment Room 94 906
Other 333 667
Situation AnalysIs Study of Quality ofClimcal Care 1996 (N= 231)

Quality of Consultation

Even though a substantial proportion of the respondents (245%) could not estimate
the time (duratIon) spent with the health provider dUring consultation, most were
satisfied The largest proportion of those who were able to do so (41%), however,
estimated It at between five and ten minutes while 28 9 per cent put It under five
minutes About three-quarters (76 8%) of the patients said the duration for
consultation with the health provIder was about right while 16 5 per cent indicated
that It was too short and 3 2 per cent said It was too long

Figure 1 Illustrates the different categories of health personnel from whom
respondents obtained consultations Most (40%) of the clients received
consultations from medical assistants and the least were attended to by nurses
Incidentally, these are the practitioners available to patients In rural and remote
areas The 31 7 per cent of patIents who consulted doctors were mostly reSIdent In

Cities and large urban areas In view of thiS, the rather high patient-doctor ratio often
quoted should be seen as the expected rather than what actually pertains on the
ground

-------1
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About nine In every ten (926%) of the respondents expressed no concern about
health Issues that required diScussion with the health provider A similar proportion
(955%) of those who claimed to have concerns about health Issues were able to
discuss with the provider The largest proportion (49%) of those who were unable to
discuss their concerns with the provider said they did not have enough time to do so
Almost two In every three (652%) of the respondents indicated that the health
provider conducted health examinations on them but almost half (495%) of these
indicated that no one explained the examination nor the procedures before they
were performed and an even higher proportion (548%) claimed that the results of
the examinations were not explained to them

Health prOViders are urged to explain examination results to clients to enhance
confidence In the profession Almost three out of five (59%) of respondents also
claimed that their Illness was not explained to them, neither were they given
Instructions about their Illness Over a half (575%), however, Indicated that they
received instructions on the need to return to the health faCIlity

Asked of their views on the level of privacy In the facIlities, 92 6 per cent of the
clients claimed that they had enough privacy dunng consultation with the health
proViders Furthermore, 96 7 per cent of the respondents claimed that the health
prOVider was easy to understand when explaining things to them

Quality of Other Services

About a tenth (105%) of patients had their blood specimen taken In the laboratory
and only 39 9 per cent of these had the procedure explained to them A little over
four-fifths (81 3%) of the clients stated that the needle used on them were removed
from a new covering The remaining either did not know (152%) or claimed that
already utilized needles were used on them (35%) The health Implications of
shared needle are Widely known In relation to the Acquired Immune DefiCiency
Syndrome (AIDS) disease ~ Health proViders should therefore always endeavour to
use new (disposable) needles for every operation, no matter how minor It IS, to aVOid
the spread of AIDS

Over four-fifths (86 5%) o(the clients stated that they were given a prescnptlon for
drugs and of these, 93 5 per cent obtained the drugs from the faCIlity's dispensary,
and almost all (964%) of thelll'"\gaid they understood the Instructions given them
about how to use the drugs

About three-quarters (76 9%) of the respondents claimed that the total cost of
obtaining services was-acceptable while 17 2 per cent said It was too expensive and
3 3 p~r cent said It was too cheap Regarding how much would be a reasonable
total charge, the largest proportion (229%) suggested ¢2,OOO

Almost a third (32 2%-r of patients claimed they were not given offiCial receipts for
any of their payments whereas 14 5 per cent indicated that they were given receipts
for some but not all payments Only 533 per cent stated that they were given
receipts for all payments ThiS revelation IS rather disturbing In view of the
Governments efforts at raising revenue through the "Cash and Carry" system In our
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health establishments The question IS how to account for the momes collected
without the Issuance of official receipts

About mne In every ten (952%) of clients expressed satisfaction with the VISit to their
respective health facIlities, and 97 7 per cent claimed they would encourage friends
and relatives to come to the same facIlities If the need arose

4 QUALITY OF IN-PATIENT CLINICAL CARE

Depending on the severity of the condItion with which a patient VISitS the hospital, he
could be detained for observation (up to 24 hrs) or admitted for a longer period Sick
people generally, If they can help It, do not want to go on admission The longer the
patient stays In the hospital therefore, the more anxIous he becomes and It IS
psychologically reassuring to the patient and family If they know that the sickness
would not end In death The long stay In the hospital could also have Implications In
terms of cost and SOCial responsibilities

Quality of General Care

The purpose of admisSion IS to give total attention relating to the patient's disease,
such as appropriate treatment, psychological proVISion of love, support, and comfort,
and good nutrition Results of the survey show that 97 per cent of in-patients
received attention anytime they needed It, though the kind of attention received was
not speCified

By right the patient has to know the status of hiS or her conditIOn, however,
depending on the patient's emotional state, proViding such Information Immediately
or directly could lead to disastrous consequences as It can worsen the condition
The results of the survey suggest that majority of patients (75 %) were told what
their medical problem was

GIVing instructions to the patient about his/her Illness IS very Important for his/her
recovery, as In a condition like diabetiCS, which IS diet related Patients therefore
have to be gUided by nurses as to how to follow the Instructions Almost three-fifths
(588%) of In-patients were given instructions about their Illness while 41 2 per cent
did not receive any Instructions

Staff are expected to be understanding and to show concern At times the patients
may need empathy The survey results show that majority (83%) of the patients
were happy With the attitude of the staff towards them

Concerns About Other Issues

Patients normally raise a lot of concern about their health, espeCially when they have
been on admiSSion for a long period When concerns are raised, It IS Important for
the doctor/nurse to diSCUSS It With them and If necessary bring In a third party, such
as a SOCial worker or religiOUS leader whose presence could help address the
concerns raised The survey results show that only 13 per cent of In-patients had
concerns about other Issues that they wanted to diSCUSS With the doctor/nurse It IS
encouraging to note that 98 per cent of patients who had concerns were listened
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and responded to satlsfactonly by the doctor/nurse This shows a high level of
professionalism on the part of the doctors/nurses, since some of these concerns
have to be handled tactfully

Health Examination

Health examinations or procedures like stool, unne heamoglobln level and so on are
sometimes routinely done Depending on the cause of admission, however, specific
examinations like x'rays may be done Most patients (86%) who were surveyed
reported that health examinations or procedures were conducted on them

The examination or procedure, however, has to be explained to the patient to
psychologically reassure him because the fear or pain of some of these procedures
could have consequences on hiS prognosIs or recovery Results of the survey show
that examinations or procedures were explained to 61 per cent of In-patients before
such examination was conducted

If the results of the examination or procedure are not favourable, Informing the
patient has to be done professionally, that IS with much reassurance and tact The
survey results show that examination results were not explained to more than half of
the patients (54 %)

Quality of FacIlities Available to Patients

Every hospital IS expected to have a pharmacy or means of seiling essential drugs
and these should be readily available The results of the survey, however, shows
that 62 per cent of in-patients had to buy their drugs from outside the hospital, while
the rest (38 %) bought from within the hospital ThiS has Implications on the health
delivery system, since time spent outside to buy drugs may lead to worsemng of
patients conditions or even death of the patient Additionally, the nsk of bUying
Imitation drugs IS Increased when drugs are purchased from outside the hospital

Currently, patients have to pay for all drugs and other Items bought from the hospital
excepting In cases of tuberculosIs, leprosy and patients declared paupers In most
cases, though, drugs and supplies are provided to the patient and billed on
discharge About seven-tenths (70 9 percent) of patients interviewed dunng the
survey said they did not need to pay Immediately for everything they buy In the
hospital ThiS IS reassunng, because treatment for many patients could be started
Without necessanly paYing Immediately for Items that they buy The fact that nearly
a third of in-patients had to pay Immediately for everything they buy from the
hospital, however, should be a matter of great concern

An Important aspect of total care Includes the nutntlonal and/or health content of
food taken by the patient There IS therefore the need to supervise the kind of food
that the patient takes to ensure that restnctlons (eg no salt) Imposed on the patient
are followed to help speed hiS recovery There are some patients who are supplied
food from home The results of the survey shows that 62 per cent of patients
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provide their own food Of the 38 per cent who ate from the hospital, more than
three-quaters (763%) like the food provided by the hospital while the rest did not
The high proportion of patients who provide their own food could affect their
recovery rate If they are on drugs but do not eat food with the reqUired nutritional
value The added problem IS the difficulty In mOnitoring the nutritional value of
home-prepared foods

Sanitary EnVironment

It IS difficult to maintain the personal hygiene of the patient and the sanitary
environment of the hospital In the absence of neat bathrooms and tOIlets The
results of the survey show that 68 per cent of the patients liked the bathrooms, 25
per cent did not like them while 7 percent did not have bathrooms Similarly, 58 per
cent of patients liked the tOilets In the hospitals, 34 per cent did not like them while 8
per cent had no working tOilets

The proportion of patients who did not have access to bathrooms and especially
tOilets, although small, raises very serious questions for patients whose conditions
may make them VISit the tOilet more often than normal

The proportion of palents who did not like the bathrooms and tOilets could also be an
indication of the lack of maintenance of sanitary conditions at thses places These
unhygieniC conditions could predispose patients to Infection which In turn may
adversely affect their health

More than a third (38 %) of patients indicated that mosqUitos disturbed their sleep at
night The rather large proportion should be a cause for concern since they could get
malana and thus delay the rate of their recovery

Generally, about 90 per cent of patients did not need to bring blankets, bedsheets
and pillows from home because they were available In the hospital The remaining
10 per cent who brought these Items could Include those who did so for personal
reasons, but many could represent patients who were forced by overcrowding to
sleep on make-shift beds In the cOrridors

Patients In Advocacy Role

If a faCIlity IS good, has good staff and generally makes the patient happy, the
likelihood IS that the patient would recommend other people to come to the faCIlity
The role of patients In advocacy IS Important and need to be nurtured through quality
care The survey reveals that 96 per cent of patients would recommend to their
fnends or relatives to come to the faCIlity Two percent would ask them to go
elsewhere while another 2 percent said they were not sure

86



B PROJECT PERSONNEL

DIRECTORATE

Daasebre Dr Otl Boateng
Dr K A Twum-Baah
Ms Edith K Ameka
Mr H NOdal

Mr K Asamoah-twum
Ms Abena A Ani
Mr F Boateng
Mr S R Bannerman
Ms Agnes Appau
Ms Faustma Blntwum
Mr G Nant

Project Director
Project Techmcal Coordinator
Field Coordmator/Analyst
Field Coordinator

ADMINISTRATIVE SUPPORT

Project Accountant
Data Processmg Supervisor
Accountmg Assistant
Administrative Assistant
Secretanal Assistant
Secretanal Assistant
Project Dnver

FIELD PERSONNEL

Asuana Quartey
Nkansah Marfo
Stephen Amoah
FrancIs Kpemlle

Margaret Ayegbe
Gertrude OSlkafo-Ante
Rukaya Alhassan
AblbaAmadu
Gertrude Mensah-Addo
Stella Ahenkora
Vera Cheataa-Plange
Vincentia Tengey
Sheila Dickson
Dora Kyelwah
Vlctona Mmylla
Rosina Yenll

John Adzowu
George Arkonful
I K Sekyere

Aurelia Hortor
Hannah Konadu

* Deceased

DaVid Kombat
FrancIs Yankey
Opoku Manu
Emma Seppah

Elizabeth Adjel-Mensah
Edna Nyako
Happy Djokoto
Joyce Abaka-Quansah
Felicia Dartey *
Dora Ameyaw
Martha Koomson
Agnes Bamleh
Grace Sarpong
Joyce Addae
Comfort Lanor
Margaret Ablsa

Michael Saka
Edward Obeng
Abdulal Shalbu

DATA ENTRY PERSONNEL

Dleudonnee Ankama
Enc Antwl

87

Enc Okrah
Alex Ohene-Okal
Martm Poku
Magnus Duncan

Obeng Danso
Desiree Chlnebuah
Moreen Dadzle
Sampson Adu-Oaako
J B K Eshun
Solomon Domoyln
Gladys Sonsu
Tel Djangmah
Agnes Owusu
Grace Barnes
Nam Tengey
Cynthia Bruce-Smith

Godfned Folson
A K Alhassan

Gladys Gagakuma
Augustma Okantey


