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Summary
This study explores the role of gender in family planning policy and practise in Ghana. This topic was
investigated by exploring literature, analysing policies and doing interviews and participant
observation. Literature displays gender dynamics pose barriers for women to access family planning.
These gender barriers to family planning are not properly taken into consideration in policy and by
midwives. The manner in which midwives impose their views regarding how and when their clients
should use family planning discourages family planning uptake. It becomes clear that the relationship
between gender in policy and practise is discrepant. The little focus on gender barriers by service
providers and policy actors will fail to empower women. It becomes clear there are many different
actors and socio-cultural dynamics that exercise influence on a woman’s reproductive choices. In this
context, the female body is used as an object of power.
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1. Introduction
1.1. Problem statement
Family planning is part of the national policy of the Ministry of Health in Ghana that focuses on the
broader goal of reducing infant mortality and improving maternal health. Reducing infant mortality
and improving maternal health are part of the United Nations Millennium Goals (United Nations,
2015). The Development Goals on health emerged out of the United Nations Millennium Declaration
in which the member states made a commitment to set goals to reduce poverty (United Nations,
2015). Although some progress has been made with regards to the attainment of these goals in
Ghana, there are still substantial problems. In 2008, the under-five mortality ratio was estimated to
be at 80 per 1000 live births (UNDP, 2015). With regard to maternal health, there are also still gross
challenges for the future. In 2010, the maternal mortality ratio stood at 164 per 100.000 live births
(UNDP 2, 2015). Ganle et al. (2015, p.2) mentions that: “Among countries with similar levels of
income and health expenditure, Ghana performed worse than average with respect to neonatal,
infant, under-five, and maternal mortality”. Family planning is part of the reproductive health care
policies that plays an important role in addressing these problems (Eliason et al.,2013). It has been
estimated that postpartum family planning alone can: “prevent about 30% and 10% of maternal and
child mortalities” (Eliason et al., 2013, p.1).
An important dimension to consider with regard to family planning policy is the issue of gender.
Literature shows that in Ghana, gender roles influence the uptake of family planning. A survey that
looked into postpartum family planning (in a rural area) for example found that 90,5 percent of
woman who wanted to adopt a family planning method needed approval from their husbands
(Eliason et al., 2013). Ganle et al (2015, p. 2) mention that (within a patrilineal, rural setting): “Rather
than women making decisions to access or use maternal health services by themselves, these
decisions are often made on their behalf by their spouse or a senior member of their family such as
their mother-in-law, father-in-law, grandmother, or compound head.”. This relates to the fact that
many societies in Ghana (especially in the North) are patriarchal (Ganle et al., 2015).
The extent of the influence of men varies, as there are again other indicators that influence gender
inequality in different places and cultural groups. Takyi and Nii-Amoo Dodoo (2015) for example
shows that women from matrilineal societies have more influence on their contraceptive use than
woman from patrilineal societies.
Identifying possible discrepancies between these kind of practises and family planning policy will
provide relevant insights. If for example family planning interventions target women while women
are not the sole decision makers in the household, a mismatch can be defined between policy and
practise. This might result in limited access but it could also lead to new creative manners in which
women access family planning. Literature shows that issues surrounding gender roles and the
autonomy of the woman limit the use family planning and require attention (Ganle et al., 2015;
Crissman, Adanu & Harlow, 2012). Therefore, with regard to the reducing of infant mortality and
improving maternal health, these are relevant question to study. Adapting the interventions and
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provision of family planning tools to the context can improve accessibility and uptake of family
planning.
With regard to the national policy level, it is relevant to see how problems with regard to family
planning are framed, what are considered to be solutions, what means are chosen to address this
and how this all relates to gender. As Mosse (2004) mentions; in trying to define the ‘right policy’
there is too little focus on the relation between these policies and the everyday practise where
dynamics of negotiation and legitimization generate different outcomes. One could wonder how
policy follows from practise or from other legitimating sources and how does gender play a
(legitimating) role in this? Or are gender issues overlooked entirely, assuming that they play no role?
It is also relevant to look at how actors negotiate and communicate on family planning in practise. It
will be interesting to see just how much the policy makers in Ghana are serious about the spread of
family planning. The President of Ghana has made statements on family planning being free and
there has been the ‘intent’ of incorporating it into the national health insurance (Modern Ghana,
2013). However, so far this is not happened. As family planning still costs money, this also poses a
barrier for women to access it.
With regard to midwives, they communicate information to the families which can be different than
the vision on gender behind family planning at the national level. Actors negotiate the meaning of
interventions and change focus in practise. By studying both levels while focusing on gender, possible
differences or dynamics and mismatches between the levels become apparent. As Mosse (2004)
mentions, one could compare reality to ‘consumer practises’. The product (or policy) that is offered
by the dominant order is used in a certain manner that is different from the product itself. The
negotiating influence of gender differs per context and understanding this is relevant to understand.
Finally, this study aims to provide insights into mismatches between what literature shows on gender
inequality in Ghana, how family planning policies and campaigns define gender dynamics and the
understanding of gender by service providers. As defined by Ganle et al. (2015, p. 16), it is:
“campaigns, initiatives and policy that focus on individual woman as autonomous decisions makers
miss the reality that these women live in societies where gender issues influence their decision making
power”.

1.2. Justification
In the description above, the reproductive health care problems were elaborated. Also it revealed
that gender plays a role in the uptake of family planning. Eliason et al (2013, p.2) mention that: “In
Ghana, unwanted childbearing is estimated at about 0.7 births per woman”. Statistics show that
contraceptive prevalence is only 16,5 % among woman who are co-habiting or are married (Elfstrom
& Stephenson, 2012). There is an unmet need for family planning which also indirectly affects
maternal mortality by it leading to more (unsafe) abortions. Statistics show that 11% of maternal
deaths is caused by unsafe abortions (Sedgh, 2010). No long term change in the decline of the
fertility rate has been achieved. Though the fertility rate was 3,02 in 2005, it was already up again to
4,15 in 2012 (Index Mundi, 2016). The manner in which policies are framed and on whom they are
focused is already consistent of certain assumptions with regard to gender roles. How the policy
focus resonates with the actual decision making practises is relevant to consider. There is literature
that shows that in some communities and groups in Ghana, the husband (49,2%) and mother-in-law
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(16,2%) were the key household and community decision-makers regarding use and non-use of
skilled maternal service (Ganle et al., p. 9).
Gaining insight in these dynamics will be useful for the Ministry of Health in Ghana, the health policy
formulation unit in Ghana. Ghana Health Service, the health policy implementation agency, and
possibly for other health institutions and governments.

1.3. Research objectives
The objective of this research is to look into family planning at national policy level and at the local
level of midwives and looking into how gender relates to this. This research will focus specifically on
studying gender by including literature study on gender roles in Ghana and using this while studying
the frames and assumptions on gender behind the national policy and the position of the midwives on
this.
The specific objectives following from this are to gain insights into:
1. The role of gender in Ghanaian society in relation to family planning. Understanding how
different cultural elements relating to this are of influence on the use of family planning.
2. The role of gender in family planning policy interventions and the frames of policy actors
involved in family planning. The manner in which problems relating to family planning
are understood, how the problems are framed and where solutions are considered to be
found and the role that gender plays in this.
3. The role of gender the communication of midwives regarding family planning to gain
insights into how this communication influences the uptake of family planning and what
hinders or enables it.
4. The relation between the policy actors and the midwives and midwives and the clients in
communication on family planning.
5. The power dynamics on policy and practice levels and how with this influence is
exercised on the female body.

1.4. Research questions
Based on the objectives of the research, the study aims at answering the following main and sub
questions.
Main question: What role does gender play in family planning policy and practise in Ghana?
The sub questions are:
1. What gender dynamics that pose barriers to family planning are found in literature?
2. Are gender barriers regarding family planning taken into consideration in family planning
policy interventions and campaigns?
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3. How do policy makers frame problems regarding family planning and what role does gender
play in this frame?
4. What is the view of midwives on gender and family planning policies and how do they
communicate this to their clients?

1.5. Methodology and Limitations
The report starts with a literature study on the main themes set out above to provide a well-founded
theoretical framework and information for chapter 2. The study is both descriptive and explorative. It
is descriptive as it seeks to define what exists in practise with regard to the topic. It is also explorative
as limited study has been done on this topic and it is a rather an unexplored research area. Therefore
the study focuses on gaining insights that can be useful for further research that aims to understand
related topics. The knowledge that is needed is found in the literature review and this provides a
basis in order to explore gender in relation to family planning.
First of all, a literature study was done into the theory on gender, family planning, policy theory and
framing. This literature study provides a basis for understanding the context of family planning and
gender in Ghana. It presents a structure of the problems that could be encountered with regard to
the barriers that gender dynamics pose for family planning use. This information was useful for
formulating the interviews. Exploring policy theory is also needed in order to understand how policy
and practise interact and how this needs to be taken into consideration. The policy theory provides
insights into the relationship between policy actors and the middle men (midwife) and how these
interactions work. Understanding how gender norms are or are not taken into consideration requires
an understanding of how the problems and solutions are understood and communicated on.
Therefore the theory of framing is an important element in this as well.
In addition, policy documents and a promotional campaign of the Ghana Health Service and Ministry
of Health were analysed. This analysis was focused on how the policy makers frame the problems
regarding maternal health, family planning and gender issues. The main focus was to see how gender
dynamics are included in the documents and campaign and what discrepancies can be detected
when comparing this to the findings in literature.
Following from the understanding and acquired knowledge on family planning policies the role that
gender plays in this, the 13 interviews with the midwives were executed. The interviews with
midwives provide insights into the everyday practise of family planning. Contact with midwives was
made through contacts and the University of Ghana, School of Public Health (UG-SPH). Following
initial contacts the snowball method was used again as well to contact more midwives. This method
was used due to the limited time and because of convenience. The study researches a frame of
midwives. Interviews were again semi-structured and based on acquired knowledge in order to
validate findings and gain deeper understanding into the role of gender in family planning practise.
The interviews with the midwives were also to clarify the manner in which the role of the midwife as
street level bureaucrats influences the relationship with the clients. This requires an understanding
of their views, specifically relating to gender norms. These views provide insights into the relation
between the midwives and the woman and what favoured clients and stereotypes exist. The norms
and ideology that is communicated will likely also influence family planning uptake. A challenge with
regard to this is to ask the right questions that will reveal this without being to direct. The street level
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bureaucrat’s mechanisms to bridge the gap between their capabilities and views and the objectives
of the service is not a subject that one would likely discuss openly. Therefore it is important to ask
indirect question with regard to these themes. To achieve this, first of all their views has to be clearly
defined. What norms considering the role of woman and having children do the midwives
communicate?
How they view the cultural context of gender is important to understand what the midwives
communicate to their clients. Furthermore, understanding the relationship between the midwives
and their clients more intimately is necessary, therefore questions regarding how the midwives view
their clients are useful. This will require indirect questions regarding whether for example women are
receptive towards the advice of the midwives. Indirect questions that provide insights into the
relationship is useful for it tells how the clients are treated, what information and what norms are
imposed on them and how this may limit or support family planning use. This also requires
understanding of the setting in which communication takes place. Does the relationship and the
setting provide incentive to talk openly about family planning or does it restrict it? Furthermore the
relation between the midwives and their supervisors. How they consider the communication of
policy imposed by policy actors?
In addition, interviews with two policy makers that are involved with the family planning policy were
executed. Arrangement for contact were made through the University of Ghana School of Public
Health (UG-SPH) and Wageningen University. This research is in support of the Accelerate project of
the University of Ghana, School of Public Health in Accra, Ghana which already has contacts with
regard to policy actors whom are involved in reproductive health. Additionally an expert interview
was executed with an expert on family planning. This expert had practised as a midwife and general
nurse herself and had continued onto teaching on family planning at UG-SPH and promoting it as a
spokesperson.
Semi-structured interviews were executed to gain insight into the frames in relation to these policies
and what assumptions in relation to gender are present. Lack of focus on gender dynamics and the
discrepancies that this causes are likely harmful for the uptake and ‘availability’ of family planning for
woman who wish to use it.The interviews consist of questions based on the knowledge that is gained
in the literature study, analysis of the policy documents and the interviews with the midwives. These
interviews connect the dots between the dynamics in the relationships between the actors in this
research. More context sensitive measures that do consider gender is a means to limit the
discrepancies and increase context fitting availability of family planning.
To analyze the data a qualitative content analysis of the documents and interviews is done in order
to provide clear structure into the findings and how they interrelate or contradict. In order to do this,
the results of the interviews were coded and a coding system will be developed. A descriptive thesis
will be written that will explore the findings and define new questions for further research.
Furthermore, the representativeness (external validity) of the midwives sample should also be
considered. The diversity of midwives who came from different facilities and hospitals favours this.
Especially regarding the initial contacts at the SPH, these had practised in the surrounding areas as
well. What however makes the group less representative is the fact that most interviewees practised
in Accra. Since Accra is the most modern place in Ghana, one could however consider that more rural
facilities and surroundings are even stronger involved with this issues. If certain conservative frames
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and gender inequality issues are thus found among practitioners in Accra, this can be considered to
be even more so in other places and regions.
With regard to the internal validity of the research, there are possible issues regarding the language
barrier. Though the midwives speak English and I, as the researcher, do as well, interpretations of
certain sentences or use of words might differ.
When it seemed the question was not understood as intended, additional questions were asked to
clarify. If this was the case during the interviews it quickly became clear. However cultural
differences in speech can be less easily avoided though this. It is for example less accepted to say ‘no’
in Ghanaian culture than in Dutch culture. Some questions may easily be confirmed due to this
dynamic. However during interviews, the interviewees had to explain themselves with regard to their
answers. When interviewees replied ‘yes’ they were then asked to explain themselves so the actual
reasons behind this answer would then come forward. Furthermore this issue did not appear to be as
big as there were plenty questions on which the reply was ‘no’. Another barrier might be stigma’s
surrounding certain issues, since gender is a delicate subject. Socially desirable answers cannot be
ruled out completely but by asking more questions when answers were not clear or referring to
literature or discussing less conventional subjects relating to these themes were methods to deal
with this. However, there were still clear examples in which it was evident the answer was bolstered.
The same applied for the participant observation. The time for this was limited but also the manner
in which midwives acted while I was observing might have been different from the way they normally
act. The language barrier also posed a limitations that made it hard to understand what was exactly
discussed, so in this I also had to rely on non-verbal signs. However the amount of different sources
that are used in this research are a method of dealing with these issues. From this, discrepancies can
more easily be detected and their meaning analysed.
Another limitations was time. The fieldwork period was rather short and this limits the amount of
data that can be collected. Though the total time in Ghana was three months, upon arrival the data
collection could not immediately start because the ethical clearance and a letter from the Regional
Directorate had not yet been received. When this was received, arranging the interviews with the
midwives became quite easy. However it could still be rather time consuming due to bureaucratic
procedures at clinics and absence of certain staff members. Arranging the interviews with the policy
actors was also very time consuming due to their busy schedules. This involved a lot of calling,
waiting and cancelations. Fortunately, it was eventually .arranged Due to the limited time there was
also no possibility to do a follow up interview to clarify certain answers or ask additional questions.

1.6. Theoretical framework
1.6.1. Gender
1.6.1.1. Female body as object of power
Countries set goals with regards to the average amount of children they aspire the population to
have. The WHO, which is an important frontrunner in health issues also calls the focus with regard to
women’s health to be on reproductive health (Norton et al., 2016). The effects of the wide-spread
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use of family planning are described to lead to: “reduction of poverty, promotion of universal
education and gender equality, and improvement in child and maternal health” (Espey, 2015, p. 38).
There is feminists literature that suggests a key to achieving equal rights for men and women is if
women can determine how many children they can have. Family planning was considered to be an
essential tool in achieving equality for women and to empower them (Espey, 2015).
However these goals, the promotion of family planning and the aim to reduce the number of children
per woman also come with some ethical considerations. Where literature on gender suggests women
are subjected to the authority of their husbands and this may limit family planning uptake, what do
these policies indicate? The issue of power with regards to government policies and presents
questions with its relation to individual autonomy (Isaacs, 2016). What is expected of these women is
located between the two wedges of power, one of societal pressures and the other of government
goals. Reproductive health cannot merely be understood as “biological workings of the womb” but
involves the context in which the women live and the power struggles that take place there
(Freedman & Isaacs, 2015, p. 1). In the course of history there are some very apparent examples of
incentives and disincentives of the government to encourage big or small families (Isaacs, 2016). A
familiar example is the one-child policy in China. The issue at hand in developing countries that try to
reduce the population size is a power balance that can influence the individual freedom of people to
determine for themselves how much children they want (Isaacs, 2016). Freedman and Isaacs (2015,
p. 18) explain there is a tension between “demographic priorities and reproductive choice”. They
(2015, p. 19) explain:
“Population is a quintessentially international field in which big global theories have concrete and
sometimes drastic implications for the most intimate, personal elements of a woman's or man's life:
sexuality and reproduction”.
The global priority towards the spread of contraceptives has two different movements behind it, the
population and the women’s right movement, which drive it for different reasons and in different
direction. The population movement considers family planning to be a means to limit population
growth, which is an international agenda to ‘ensure development’. The women’s right movement
however views contraceptives as a tool for empowerment for women that enables them to decide
on the amount and the spacing of the children (Freedman & Isaacs, 2015). There are countries in
which the population movement focus is seen as a controlling plot which based on demographic
goals of which contraceptives are the hidden means to enforce this (Freedman & Isaacs, 2015). The
focus of this population movement resonates with the Malthusian view on population control, which
considers population control to be a means of achieving (economic) development and reducing the
number of maternal deaths (Li & Zhang, 2016). Within this thesis these views will be referred to as
the Malthusian view and the women’s rights view.
On the international level, the International Child Development Program (ICDP) have framed family
planning to be an issue of free choice of individuals and not by the focus on targets or quotas for
family planning providers (Isaacs, 2016). Isaacs (2016) however describes that this kind of focus is
Western and does not take into account different cultures in which these choices are not made by
individuals by for example in the family.
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Freedman and Isaacs (2015) explain that there are many sets of laws and standards that give shape
to women’s lives, such as family law. These are the principles and ‘rules’ that shape the family live
and household decision making and include reproductive health issues.
All of these different influences and positions are in a manner exercising power on the ‘bodily
integrity’ of women (Isaacs, 2016). If a woman is able to fully and freely exercise her autonomy on
her reproductive choices this would require she is not be subordinated by any of these parties, either
relatives, policy makers, service providers etc (Isaacs, 2016).
However, as Isaacs (2016) also argues, there are always interests and influences at hand, with
‘agreeable’ reasons or not, this is present. Sen and Grown (1947, p. 49) describe that women’s bodies
have become: “a pawn in the struggles among states, religions, male heads of households, and
private corporations”. All in all these issues display it is relevant to investigate to which powers the
female body is subjected.

1.6.1.2. Femininity and Masculinity
Literature shows that regarding reproductive health and specifically family planning, gender issues
emerge. For example the notion that men are “recognized as decision makers in sexual relationships,
and decisions about safe-sex practises, in general, have been shown to be of influenced by gender
imbalances” (Dumbaugh et al, 2014; Shattuck et al, 2013, p. 542).
Takyi and Nii-Amoo Dodoo (2005, p. 251) states on the matter: “That men have substantial authority
over their wives' reproductive choices in much of Africa makes differential power relations and how
they affect fertility decisions a legitimate line of inquiry”. It is argued that every society prescribes a
set of norms for men and women and not complying to these norms results in ‘sanctions’ (Adomako
Ampofo, 2001). In order to recognize the different dimensions of gender and discovering it in the
frames that actors pose in this research requires a definition of what is generally considered
masculine and feminine in the Ghanaian societies. Adomako Ampofo (2001, p. 198-199) defines this
as follows:
“Female characteristics include, among others, modesty; dignity; perseverance; obedience,
submissiveness and conformity; being caring, kind and generous; being dependent and needing
protection, being weak and emotional; greed and envy; and quarrelsomeness. Male characteristics
include virility; strength; authority, power and leadership qualities; ability to offer protection and
sustenance; intelligence and wisdom; ability to bear physical and emotional pain.”
There is of course variety in beliefs of what is masculine and what is feminine but some general
notions are necessary in order to understand gender influences in the frames of actors. Where some
form of dominant masculine ideology is present, domination over women will not be discouraged
(Adomako Ampofo, 2001). These separate roles where men are thought to be strong decision makers
and women to be more passive in decision making is likely an influence on family planning decision
making.
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1.6.1.3. Female autonomy
Autonomy is defined as followed (Beauchamp & Childress, 2009):
“Personal autonomy encompasses, at minimum, self-rule that is free from both controlling
interference by others and from certain limitations such as inadequate understanding that prevents
meaningful choice. The autonomous individual acts freely in accordance with a self-chosen plan (…) A
person of diminished autonomy, by contrast, is in some respect controlled by others or incapable of
deliberating or acting on the basis of his or her desires and plans”.
This requires independence from an influence that is controlling and capacity to take action
intentionally, also defined as liberty and capacity (Beauchamp & Childress, 2009). Autonomy is a
main indicator in researching gender issues in family planning.

1.6.2. Framing
A main theory in understanding the focus of the actors, is the theory of framing. The theory on
framing will be used to study the family planning policies, understand and embed the perceptions
put forward by policymakers and the midwives. How are gender issues regarding family planning
framed, what are the assumptions and what are considered solutions? The perspective that is
promoted is used to gain support for a certain manner of looking at an issue. Understanding how
family planning is considered a solution or what is considered a problem for the struggles regarding
family planning are relevant here. Framing is described by Benford and Snow (2000, p. 614) as:
“Frames help render events or occurrences meaningful and thereby function to organize and guide
action”. In this study we are thus considering the dominant policy discourse, as mentioned above,
but also the frame of the midwives. Feindt and Kleinschmit (2011, p. 190) mention: “Representations
of what is at stake (potential or actual victims), who is guilty and who could or should solve the
problem are important frame elements”.
A frame is an instrument to make others consider an issue in a certain manner, the manner in which
you construct it. Certain aspects are highlighted while others are let out. The aim is to make ‘the
public’ think about issues as you present it and in this manner, gain support. Benford and Snow
(2000, p. 615 – 617) mention there are three elements that make up a successful frame, which are:
diagnostic, prognostic and motivational. The first defines what the problem is, what has caused in
and whom (what) the culprits are. The manner in which the problem is described is already a
preconception that will lead to a certain continuation. The prognostic frame elaborates on the
possible solutions and those whom are the problem solvers. Finally, the motivational frame is about
the victims and gravity of the issue, so who suffers from the problem and how bad is it?

1.6.3. Policy theory
The manner in which policies are designed and the effect that they ‘intend’ to have does not
transcend unilineal from the state to the local practise. Every stage of policy design and
implementation and each actor and factor that ‘surrounds’ it, are of influence to the outcome in
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practise. Understanding discrepancy between policy and practise is essential in understanding how
practise is shaped and how problems one is trying to solve are influenced by this.
Lewis and Mosse (2006) explain that policy makers use policy to define a certain ideal world,
however that reality is somewhat different. There is gap between this ‘ideal’ and reality which
creates disjuncture (Lewis and Mosse, 2006). This relates to the search of policy makers for the ‘best
practises’ in order narrow the disjuncture. However, the misinterpretation here is, as Mosse (2004)
mentions, that policy directs action.
Mosse (2004, p. 664) explains that: “conceptual work (of policy) did not precede or direct action but
followed it, providing an authoritative framework of interpretation, or a ‘second-order rationalization
of politically and economically ordered work routines”. Understanding how change comes about is
about understanding how processes of “compromise and contingent action of various kinds” work
(Lewis and Mosse, 2006 p. 4).
Also, it is needed to focus on understanding a policy intervention’s effect as opposed to considering
it as successes or failures. What is achieved is a dynamic process that is influenced by policy but the
policy is also influenced by the practise. This requires one moves away from both the instrumental
and the critical view of policy which both don’t do justice: “to the complexity of policy-making and its
relationship to project practise, or the creativity and skill involved in negotiating development”
(Mosse 2004, p.641).
It is important to gain an understanding of the policy discourse and with that the manner in which
the problem is framed through narratives (Mosse, 2004). In this regard it is thus relevant to first of all
see what is defined to be the problem regarding family planning in the dominant policy discourse
and where this frame comes from. As following Mosse’s (2004) theory, policy follows from practise,
one could for example imagine that if low family planning uptake is defined as mainly an access
problem with regard to too little facilities, that gender might be hardly part of the narrative.
When the frame that describes ‘the problem’ is clear, what is considered to be the solution can also
be understand, which is defined in the ‘best practises’.
Understanding policy practise dynamics also requires a focus on how the policy discourse might be
reinforcing gender issues. For example, not recognizing (or denying) gender as an issue and delivering
family planning without considering how to target families from different contexts could result in this
reinforcement. As Koduah et al (2015, p. 18) state: “Ghanaian health sector policy agenda setting
and formulation is complex and intertwined with a mix of political, evidence-based, finance-based,
path-dependent, and donor driven processes”. Kwamie et al (2015) mention that GHS has the
‘appearance of decentralization’, but that it is actually centralized and reinforces interests of the
central government. Kwamie et al (2014, p. 5) also found that: “(...). district managers have narrow
decision-space due to the highly-centralised authority within the GHS. National-level control over
resources leads to resource uncertainty at district level.”. Centralized authority may reinforce lack of
attention for contexts of regions and districts and specific problems regarding family planning and
gender that one can find there.
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1.6.4. The service provider
With regards to the service provider, the midwife, it is important to understand the relation between
them and the policy actors. Aberese-Ako et al (2014) argue that the relationship between the health
worker and policy maker is influenced by several notions of justice, of which procedural justice and
informational justice are relevant in this study. Procedural justice entails that workers consider the
manner in which decisions are made and come about are fair and accurate.
Informational justice relates to the manner in which decisions are communicated properly and the
rationale is explained (Aberese-Ako et al., 2014). In the context of this research, do midwives
consider the family planning decision making fair and accurate (also with regard to how they
understand gender dynamics) and how does this influence their work? The same applies for the
rationale behind the informational justice. Is this it clear what the rational is (related to gender) and
how is this communicated on. Or is there no clarity in these areas whatsoever. Understanding the
messages that are communicated towards the midwives will provide insights into the policy
discourse regarding family planning. What is mainly important in understanding this, is that these
perceptions on justice can display how and whether midwives negotiate on what policy actors
‘impose’. If they consider decisions don’t come about fairly and it is not communicated on properly,
this would lead to dissatisfaction and possibly non-compliance. This would then make understanding
the role of the midwives even more important as they would be more ‘independent’ and policies
would have less meaning.
Understanding the role and position of the midwife is central in this equation. Lipsky (1980) defines
what is called ‘street level bureaucracy’. Street level bureaucrats are the actors who are in service of
the government and who provide a government service to the public (Lipsky 1980). You could say the
street level bureaucrats embody the policy as they transcend it to those for whom it is intended
(Lipsky 1980). Midwives in the context of family planning can be considered street level bureaucrats
whom are the ‘intermediary’ between women and family planning. Street level bureaucrats deal first
hand with the discrepancy between the ideal and the reality of service provision (Lipsky, 1980).
Lipsky (1980) explains that street level bureaucrats have to create conceptions of what their work
entails because of this discrepancy, which leads to a modification of the objectives in order make
reduce the tension that this discrepancy brings. A method to cope with this is for example
stereotyping clients to simplify the work based on beliefs and assumptions (Lipsky, 1980). In general,
the street level bureaucrat thus forms an ideology with regard to the work which simplifies the
complexities of reality. This not only leads to stereotyping but also preference for certain clients over
others and thus being more responsive and helpful to certain clients that fit within the bureaucrats
ideology (Lipsky, 1980).
Another mechanism is to withdraw psychologically, which entails that “personal responsibility for
agency performance” is rejected (Lipsky, 1980, p. 143). This also relates to modifying the objectives
of the ideal to one’s own conception and trying to ‘bridge’ the gap between capabilities and
objectives (Lipsky, 1980). Lipsky (1980, p. 145) mentions: “The patterns of practice developed by
individual workers often only make sense in the private conception of the job held by the worker,
while supervisors and the public still expect allegiance to a more complex set of goals”. This reveals
that there not only is a discrepancy between the objectives and the capabilities but also between the
bureaucrat and the supervisor. Lipsky (1980) states that bureaucrats in the same position create a
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collective perspective of what the job entails, though this might not be in sync with the supervisors
perspective. Understanding the influence of street level bureaucrat on the client and the outcome is
therefore key the influence on the uptake of family planning.
The public and hidden transcripts as described by Scott (1990) are also an element in this that can
both be found in the relationship between the midwife and the supervisor and the midwife and the
client. Scott (1990) explains that insubordination from the weaker party towards the stronger and
the attitude vice versa can be described by both ‘public transcripts’ and ‘hidden transcripts’. The
midwives are both the ‘dominating’ and the ‘dominated’ party. The terms public and hidden
transcripts provider insight into the power relations. Public transcripts, Scott (1990) defines are the
interactions between the one in charge and the ‘dominated’ that are open and one might say: visible.
Alawattage and Wickramasinghe, (Cited in Scott, 1990, p. 111) describes that Scott’s theory of public
transcripts entail:
Mechanisms of “public mastery and subordination” (such as rituals of hierarchy, deference, speech,
punishment, and humiliation) and “ideological justification for inequalities” (such as the public
religious, political, and managerial world views of the dominant elites) in order to manage “material
appropriation”, which is “largely the purpose of domination”
One could say that these transcripts are the narrative of the de dominating and the dominated
group. For the dominating group it is a self-enforcing story that always framed in a form of legitimate
rule or control. For the dominated group it is also present when they communicate in public with the
dominating party. The hidden transcripts however are, as the word states; hidden. It can be
described as a tool of insubordination of the weaker party and for the dominating group it are ways
in which they display their beliefs about the weaker party. Alawattage and Wickramasinghe (2009)
gives examples of what hidden transcripts entail in practise, for example: “false compliance, [...)
Feigned ignorance, slander, sabotage” and more of such. Scott (1985) describes this as resistance
that takes place but keeps the moral economy intact and let the social life remain in order. In it
resistance that is located backstage through individual ‘boycots’ that does not seriously disrupt the
system in place.
Lipsky (1980) explains how people in need of a street level bureaucrats services often have no choice
but requires these services, which he defines as non-voluntary clients. This makes the street level
bureaucrat more powerful and to the relationship to be unequal as in this case the midwife has
knowledge and resources that a client might need. A struggle for power might thus be found
between the client and the midwife. Alternative behaviour or deviance that would create friction or
displease the street level bureaucrat is thus a ‘risky business’ for the clients as it could cause
‘sanctions’ (Lipsky, 1980). Lipsky (1980) describes there are however limitations to this, there are
norms of appropriate behaviour and the desire of the street level bureaucrat to make a difference
which softens the power differences. Lipsky (1980, p. 60-65) defines four basic dimension of
exercising control over clients, which are:
1. Distributing benefits and sanctions
2. Structuring the context
3. Teaching the client role
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4. Psychological benefits and sanctions

Lipsky (1980, p. 117) also mentions some practises of control that street level bureaucrats can
exercise, of which some somewhat overlap with the dimensions described above. First of all that
interaction takes place in settings that ‘symbolize, reinforce and limit their relationship’.
Secondly, that clients are separated from one another which leads to clients not being aware of
others in similar situations. Also that actions and services that are provided are presented as being in
favour and best interest of the client. Fourth, the fact that clients are required to come to the service
as opposed to the other way around. The fifth practise is the issue of control, where interactions are
structured in a manner that street level bureaucrats “control their content, timing and pace” (Lipsky,
1980, p. 120). Also, when it is difficult to control certain behaviour of clients the interactions become
dominated by control routines to make sure the clients comply. Finally, the development of sanctions
to ‘punish’ clients whom disrespect them or fail to comply in some manner.
Studying the relationship while taking these dynamics into consideration will provide insights into
how these power dynamics work in practise and what the consequences are. It can create
circumstances in which certain clients will not feel comfortable with going to the clinic or lie to the
midwives. A challenge with the research is to find out what these transcripts are, how they differ
with individuals and what the effects are. Especially the hidden transcripts are hard to study. In this
research there will not be interviews with clients, which will leave out a piece of the puzzle with
regards to these power dynamics. However, understanding some of the transcripts and the ideology
of midwives will already increase the understanding of the execution of policies by street level
bureaucrats.
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2. Gender in literature
2.1. Introduction
This chapter elaborates on the literature that describes gender dynamics that pose barriers to family
planning in Ghana. It focuses on what different views, practises and other cultural dynamics
influence the position and role of men and women. Understanding these views, practises and
cultural dynamics will provide insights into how gender inequality influences family planning uptake.

2.2. Male and female involvement in family planning
Understanding what masculinity and femininity entail within Ghana is useful for understanding
where mismatches between local practises and the dominant discourse of policy makers can be
found. In the theoretical framework the concepts of femininity and masculinity are already
described. These different roles express themselves in more authority for men and less for women.
With regard to household decision making the male is considered to be the head of the household.
This division of roles as found in the typical masculine and feminine roles could in practise thus reveal
a gender barrier for women accessing family planning as they would require permission from their
husbands. “Men are expected to provide money for the needs of women and children and at the same
time, because men control money as head of household, they also assume the role of ultimate
decision maker” (Dumbaugh et al. 2014, p.5).
However, literature shows there is a discrepancy between the men being the head of the household
while reproductive health education mainly targets women. Dumbaugh et al. (2014) mentions that
traditional sexual and reproductive health education programmes only provide health information
for women and also by women. Fiaveh et al. (2014) describe that health facilities are not welcoming
towards men, which leaves them more uneducated on these issues. It is also mentioned that a
problem regarding male participation is that there is a stigma of men who participate in family
planning in Ghana (Dumbaugh et al., 2014). The discrepancy this poses is the contradictory structure
of this divide that makes a men both the decision maker and distant regarding the reproductive
health and family planning. It appears as if the health education programs are based on the
perspective of empowering women through this information while the theoretical framework
indicates that culturally men have power over their wives reproductive choices in much of Africa.
When trying to understand the effects of this policy focus, as Lewis and Mosse (2004) suggest, a gap
between intentions and lack of consideration for the context become evident.
It is also mentioned that not only men, but the influence of elder women in Ghana is great with
regard to reproductive health issues. This can even limit the male involvement, if they would want to
be involved more (Dumbaugh et al., 2014). The dominant socio-cultural definition of masculinity is
such that it prescribes certain behaviour which makes it hard for men to breach this and become
more involved (Fiaveh et al, 2014). What becomes clear is that the societal decision making
structures are a lot more complicated than it appears the health educations programs assume. The
ideal world that policy makers define according to Lewis and Mosse (2006) in which the intervention
focuses on women and assumes to achieve empowerment in that manner is therefore flawed.
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2.3. Decision making power of women
Tunçalp et al. (2014) researched the uptake of what contraceptives of women with severe maternal
morbidity in an urban setting in Ghana. They (Tunçalp et al., 2014) mentioned that besides
misunderstandings surrounding contraceptives, encouraging male involvement was of main
importance for family planning programs in Ghana.
The interviews in this study showed that women indicated they would first have to discuss the issue
with their husbands before taking up family planning (Tunçalp et al., 2014). As already stated above;
a research in a rural setting found that more than 90 percent of women who wanted to adopt (postpartum) family planning method needed approval from their husbands (Eliason et al., 2014). What is
important here is the issue of autonomy, as defined in the theoretical framework, which evidently
these women don’t have. They are not free to make a ‘self-chosen plan’ with regards to the number
of children they will have.
There was much literature available that showed accounts from women in Ghana explaining that
they were not at liberty to make their own choices regarding reproductive care and family planning
means. It was mentioned that access to these services was denied by the husband or mother-in-laws
and indicated risks if women would get family planning without permission, for example divorce and
beatings (Ganle et al, 2015; Tunçalp et al, 2014; Bawah et al, 1999). A survey from Navrongo showed
that 51% of female and 43% of male respondents said that it was justified for a men to beat his wife
if she would use family planning without his permission (Bawah et al, 1999). Cox’s study (2013)
showed that women who scored high on relationship satisfaction positively correlated with the use
of awareness methods (contraceptives that the partner is generally aware of) as opposed to nonawareness methods.
As the theory from the theoretical framework indicated, reproductive health should consider the
context women live in. Targeting women with family planning in these settings should consider these
social cultural dynamics. It is also interesting to compare these descriptions of socio-cultural practises
to the goals countries set regarding ‘aspired fertility rates’ that are described in the theoretical
framework. When it is assumed that expanding family planning programs will empower women and
lead to a declining fertility rates, are these dynamics considered? This will be elaborated on in the
next chapters.

2.4. Culture and traditions
2.4.1. Bride price
Bawah et al (1999) describes how in societies in Ghana payment of bride price stands connected to a
woman’s ‘obligation’ to bear children. Estimates are that 80% of societies in Africa practise bride
price (Horne et al., 2013). Gender issues with regard to family planning are a problematic issue when
bride price is at hand, since in these societies, women are considered property of the men (Bawah et
al, 1999). Bawah et al (1999) mention that men’s anxieties with regard to family planning are that
they will lose control or that their wives will cheat on them. Tabong and Adongo (2013) explain that
the ability of a woman to give birth is considered to be for the benefit of the husbands family to
compensate for the price they paid for the woman. Because the woman’s family is compensated for
the marriage, the right to a woman’s reproductive rights are considered to belong to the family of
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the husband (Horne et al., 2013). When the bride price is paid in full, the enforcement of this is
considered as being ‘official’ (Horne et al., 2013). This is present in both matrilineal and patrilineal
groups, where the patrilineal goes a step further by also: “transferring the rights to any children
produced in the marriage to the man’s lineage” (Horne et al., 2013, p.505).
The practise of bride price again displays part a context where the influence of family planning
interventions is likely limited by the setting. It becomes more evident where such beliefs and
practises are at hand, family planning programs cannot dismiss this. Lewis and Mosse (2006) define
how policy actors define and ideal world where policy fits perfectly to reality, however in practise
reality is messy. If these dynamics are not taken consideration, it is clear there is disjuncture between
policy and practise.
2.4.2. Matrilineal and Patrilineal societies
The distinction between matrilineal and patrilineal is also one to take into consideration with regard
to gender in Ghana. Adomako Ampofo (2001, p. 211) mentions that research regarding the status of
women in Ghana suggests that women of matrilineal heritage “are more independent or are more
likely to participate in decisions affecting their lives, than women from patrilineages“. Also, that
among women from matrilineal societies, there is a stronger sense of entitlement and empowerment
regarding decision making.
However, little difference in attitude of young men was found in this research when comparing
matrilineal and patrilineal (Adomako Ampofo, 2001). If a married couple does not have a child within
a year of marriage this is not considered acceptable (Tabong & Adongo, 2013). When a woman does
not give birth, the blame (even if the men would have the problem) is put on her and this can lead to
abuse (Tabong & Adongo, 2013). This displays there is a stigma with regard to infertility which affects
women in Ghana.
These issues are to be taken into consideration when look into family planning policy. Considering
the description of Lewis and Mosse (2006) of the disjuncture between policy and reality, not
considering the socio-cultural dynamics and gender issues defined in this chapter would not be
beneficial for narrowing that disjuncture. The dominant policy discourse of the policy actors that can
be found in policy documents will display a great deal of whether policy actors are (willingly?) blind
to how these dynamics pose barriers to family planning. This will be discussed in the next chapter.
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3. Gender in Policy
3.1. Introduction
To understand the frame of what are considered the problems and solutions with regard to family
planning by policy actors, it is relevant to view the policy documents and campaigns. Studying this
will display how gender is either integrated into or left out of the equation. When gender issues are
not part of the policy focus it can be concluded there is a lack of contextual focus and understanding
of the everyday lives of women the policy is intended for. Whether this is the case and what form
this takes will be elaborated on in this chapter.
Framing is used as it displays a manner of defining problems and solutions for which policy actors
hope to gain support. As described in the theoretical framework, frames “function to organize and
guide action” (Benford & Snow, 2006). By looking at framing it becomes clear which focus is brought
forward but at the same time, what is left out. Frames are constructs that are employed for certain
reasons. It will therefore include elaboration on ‘hidden agendas’ that might be present. The policy
documents where studied with the theory on framing defined in the theoretical framework. This
involves the focus on what the diagnostic, prognostic and motivational framing elements with regard
to family planning are in the policy documents.

3.2. Policy documents framing
It is important to understand the frame within the national policy on reproductive health and family
planning in order to see what role gender does or does not play in this. To get an answer to this
question, the: Reproductive Health Strategic Plan (2007-2011), Profile of Reproductive Health
Situation in Ghana (2003) and a policy brief on family planning will be discussed. These are the policy
documents that were available and which describe the policy interventions of the government in the
last decade. The life choices campaign was chosen as it was the mentioned most often in literature
and the policy documents and it’s posters are still visible at the clinics. The latest policy document on
Health called ‘Creating Health through Wealth’ does not mention family planning at all. It does
mention briefly that gender is a social-cultural barrier to accessing health services. The findings will
thus be elaborated by discussing three important elements to a frame, as already mentioned above.
After this the Health sector gender policy document and ‘Life Choices Campaign’ will discussed on
separately.
3.2.1. Diagnostic frame
With regard to reproductive health and family planning; multiple issues are indicated of what is
framed as the overarching problem. First of all, it is relevant to look at the more general descriptions
of reproductive health problems to later move on to the role family planning plays in this.
Reproductive health problems that are described are high maternal, infant mortality and high fertility
rates. The maternal mortality ratio of 350 per 100.000 live births is referred to as ‘unacceptably high’
(Tapsoba & Aboagye, 2014). These are the main problems that the reproductive health policy
documents describe and the strategies that follow apply to these problems. Another problem that is
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described is the presence of diseases that are preventable and communicable and adverse health
conditions which lead to poor health and also contribute to maternal and child mortality.
Additionally, the impact of population growth and pressure was a main focus at the start of family
planning policy. This impact is defined as a cause of the problems described above. When considering
the theoretical framework, this view relates to the Malthusian view which focuses on achieving
fertility decline as a means of development. Within this view, population pressure is considered to
cause underdevelopment as opposed to it being a consequence of underdevelopment.
An additional problem that is described is the presence of a slow paced fertility decline in Ghana.
Within this view, responsibility is thus put on the family and the woman, as women having less
children is seen as beneficial for development. This view is considered to be an imperialist agenda by
some and a not a means to liberate women but a form of control (Freedman and Isaacs, 2015). With
regards to theory on the female body being an object of power, one could consider the aim to
achieve fertility decline will result in influence being exercised on women.
So when looking at the diagnostic frame element of what is defined to be ‘the problem’ that family
planning would contribute to solve, two things come forward. First of all the maternal and child
mortality rates are framed as the biggest problem. Family planning is thus a considered to be a tool
to reduce these rates by reducing the number of births. High fertility rates are also framed as a
problem but this could also be seen as a cause for the bigger problem of maternal and child
mortality. The main conclusion that can be drawn from this is that the focus of family planning
expansion in this policy documents is geared toward reducing deaths as opposed to there being a
main focus on empowerment of women.
The second element of the diagnostic frame is to look into what causes the problems. First of all the
unmet need for family planning is framed to cause the problems described above. This frame thus
defines the limited access to family planning to be reason for the development problems. Another
cause of the problems described above that is framed in the policy documents, is that the national
targets to decrease the unmet need for family planning are not reached. These targets are thus
framed to be the solution for the family planning problems. This neglects to focus on the contextual
problems in which socio-cultural dynamics which are disempowering for women. The empowerment
of women is not defined to be of relevance at all so far. This is a way of framing the national
government as the problem solvers, as their targets are the answer to the problems. It is however
also a very vague and non-controversial manner of addressing the problems and solutions and does
not address gender inequality.
What is evidently missing here is any conceptualization of the contextual problems and culture in
which the need for family planning is present. With regard to an unmet need of women for family
planning, gender barriers are not defined. One is left to wonder whether the women who express an
unmet need are in any sense empowered enough to go to the family planning unit.
Another cause to the high fertility rates are defined as; ‘adverse conditions’. Ghana Health Service
(2011) describes: “While national family planning programs routinely operate within adverse
conditions such as scarcity of personnel, inadequate facilities, disruptions in logistics and transport,
etc., the absence of the commodities around which the program is built can constitute an absolute
barrier”. So these adverse conditions are described to pose barriers which cause to little progress in
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family planning use. Again the adverse conditions described are more practical problems that display
no further regard for gender issues. There is a lack of focus on the issue besides these adverse
conditions, there are socio-cultural problems that can pose a barrier to women accessing family
planning. These descriptions are again very general and non-controversial.

3.2.2. Prognostic frame
Part of the prognostic frame, which defines the solutions, is the approach of reproductive health in
the development goals. The development goals are framed as being: “designed to improve health
and quality of life” (Ghana Health Service, 2007). These goals are framed as being related to the
improvement of the reproductive health problems and additionally also promote gender equity and
the empowerment of women (Ghana Health Service, 2007).
Another solution that is framed, is that within the policy documents a paradigm shift towards
reproductive health is described. This shift supposedly led to a focus on reproductive health as a right
which is defined as a more holistic approach. This came about because it was considered the focus
lay too much on women and did not consider other actors such as the men and the family and the
context of reproductive health issues (Odoi-agyarko, 2003). This new paradigm is defined as a
‘turning point’ in reproductive health. This approach is described to also pay more attention to the
context of people’s lives which also mentions a focus on gender relations and freedom of choice with
regard to having children.
The rights-based approach is part of the solution frame that defines something being a right leads to
improvements. One could wonder what the use or practical implications of this ‘turning point’ are.
Though the frame may have changed, what are the further consequences? With regard to the policy
documents, this paradigm appears to have had little impact. As the frame of the problems is still
mainly focused on general spread of contraceptives with little to no regard of or focus towards
genders issues.
With regard to family planning specifically, there are multiple solutions that are framed to bring
about change. First of all promotion is mentioned often as a solution to improve the uptake of family
planning. This involves the promotion of family planning services in general and the promotion of the
‘responsible use’ of the reproductive health as a right. Furthermore the providing of information to
both couples and individuals on contraception. This promotion is for couples or individuals to:
“enable them decide freely and responsibly the number and spacing of their children” (Odoi-agyarko,
2003). With regards to this manner of approaching promotion, the assumption is found that if
couples and individuals are educated on contraceptives, they can ‘freely and responsibly’ choose.
There is no reference to gender issues affecting this freedom. What is lacking in this approach is
analysis of the societal context in which this knowledge is spread. This approach also raises questions
on the meaning of ‘freely and responsibly’. Responsibly in relation to the Malthusian view would for
example refer to couples limiting their children in light of development and to consider ‘the big
picture’ (Freedman & Isaacs, 2015).
In addition, it is defined in policy document this information on contraceptives is specifically also
provided for adolescents. However in another policy document it is mentioned the focus with
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adolescents is on them practising abstinence (Odoi-agyarko, 2003). Additionally, promotion involves
the use of campaigns to promote family planning, which will be described later. Focus of some of
these campaigns is: boosting the image of service providers, use of long term methods and
promotion of family planning in general (Odoi-agyarko, 2003). There is no specific reference towards
promotion being used as a tool to empower women or promote gender equality in decision making.
It is mentioned that the Ghana Health Service is targeting men by providing services on the work
place. Furthermore, workshops in schools in collaboration with other organisations are held to
inform students of family planning.
Also, improving ‘access’ is mentioned quite often as a solution which will improve the family planning
prevalence rate. Access again is a very broad term that is described by multiple factors. First of all,
broadly speaking it defined as: “Access to safe, effective, affordable and acceptable methods of
family planning of their choice” (Odoi-agyarko, 2003, p. 7). Increasing the contraceptive prevalence is
described as a key strategy in achieving millennium goal 5 (Tapsoba & Aboagye, 2014).
It is also mentioned that policies are promoting family planning in a non-judgemental manner which
will take away social barriers. What this specifically entails is not further elaborated on. This does
imply judgement regarding the use of family planning is present in society and there are social
barriers with regard to family planning. The main manner in which access is thus used is again in the
practical term, making sure people will be able to get family planning. There is no reference to
gender barriers or manners in which these are addressed.
Another ‘solution’ that is mentioned is increasing ‘quality’. Generally this is described as the offering
of high quality services, which is explained to depend on: “Having adequate resources, skilled
personnel, facilities, commodities and a supportive political environment.” (Ghana Health Service,
2007). Specifically, a better training for midwives in providing different contraceptives is considered
to increase quality (Tapsoba & Aboagye, 2014).
The focus of this research is to see whether gender is considered in these documents and use the
theory of framing to see how this is or is not brought forward. As the prognostic frame element
discusses which solutions are framed to solve the earlier described problems, it is relevant to see
whether gender sensitive solutions are contributed. Gender was mentioned within the documents
and is framed as being relevant, mainly in defining the reproductive health paradigm. This is defined
as a holistic, rights-based, context focused paradigm that thus takes gender relationships into
consideration (Odoi-agyarko, 2003). It argues for the right of free choice and freedom from violence
and coercion. According to the policy documents, this is the paradigm that is now in place (Odoiagyarko, 2003). However there is little mention of gender relationships in defining the goals and
activities. The solutions were defined in very general and non-controversial wording that does not
take a clear stance on what the problems regarding gender are and how they will be addressed. One
policy that is mentioned is that there is no spousal consent necessary for the use of family planning.
Some of the promotional activities, such as targeting men on the work place can also be considered
more gender-sensitive. Recognising gender issues without further concrete action displays a
discrepancy as focus on gender issues appears to be merely a narrative in line with the international
community.
With regard to problem solvers, which are the last element of the prognostic frame, one can narrow
it down to two categories, which are the government and their collaborators. The government (MoH
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and GHS) are mentioned often to be responsible for the improvement of reproductive health and
family planning. Collaborators that are mentions are other ministries of the Ghanaian government
and other organisations that are interested in improving reproductive health such as Planned
Parenthood Association of Ghana, USAID, UNFPA and the Christian Council.
3.2.3. Motivational frame
The victims of the problems described above are roughly framed as: the citizens of Ghana. They are
defined to suffer from the poor reproductive health for whom the policies are intended. It is
mentioned that the rural community suffers more from these problems than the urban population as
mortality rates are higher there. There is no further distinction made between different groups in
society or elaboration on the differences between men and women. Again, the reproductive right’s
frame displays there is in some awareness of gender issues but there is little to no conceptualization
of these inequalities. Broadly defining the citizens of Ghana as the victims lacks the recognition
towards women that they have fewer opportunities and are less empowered than men.
Furthermore, the policy documents display the gravity of the issue, which also is part of the
motivational frame, mainly in terms of figures. For example when elaborating on the unmet need for
contraceptives, percentages are mentioned (34% nationally) and used to reveal where they frame
the problems lie (Ghana Health Service, 2007).

3.3. Health sector gender policy
The Ministry of Health in Ghana developed a health sector gender policy in 2009. The policy
describes the importance of gender in health policy and talks about the differences in treatment and
opportunities for men and women in this. For this study it is relevant to see how in this document,
gender is approached and what are considered the problems with gender and family planning.
Within the document it is mentioned that previous policy documents: “Were noted to be gender
neutral or gender blind” (Government republic of Ghana, 2009, p.2). The little attention for gender
was also observed in the policy analysis above. Within the gender policy, gender equality is first of all
described and approached as a right. Ratifying international documents which support gender
equality are framed as signs of commitment towards creating equality. The same is mentioned on
the Ghana’s constitutions and the gender related laws found in there.
Another problem that is mentioned is the reinforcement of gender roles by service providers: “In
terms of decisions, consent, resource ownership and control” (Government republic of Ghana, 2009,
p.9). It is described that there is little sensitivity and uncourteous behaviour from the healthcare
providers towards women. Men on the contrary are said to be treated with respect. This attitude is
said to derive from the poor conditions of the service health care providers have to work in. The
cause of the health care providers behaviour is thus framed in terms of struggles they encounter
which would lead to insensitive behaviour. However, this contradicts with the description that they
do show respect for men who come to the health service. This behaviour could also be the result of
gender biases of the service providers. It also contradicts with other findings in literature that there is
a stigma on male involvement in reproductive health issues (Fiaveh et al., 2014). The expectation
would then be that men who do come to the clinic for that would be frowned upon. Furthermore, as
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said above, it is interesting that it is said the reason for the uncourteous behaviour is due to the poor
conditions the service providers work in while men are according to them treated with respect.
It is also mentioned that the manner in which service is delivered now does not provide privacy for
women. This can create a barrier for women who want to discuss sensitive issues. Additionally, it is
also stated that Information, Education and Communication (IEC) materials that are provided are not
gender friendly and even are said to enforce gender stereotypes (Government republic of Ghana,
2009). Taken together, these barriers are problematic with regard to accessing health facilities and
family planning. If both the setting, the health care provider and the informing materials are ‘userunfriendly’ this could influence the use of health care facilities by women.
The problem which causes low use of health facilities by women is defined as follows in the policy
document (Government republic of Ghana, 2009, p.10):
“Travelling to health facilities is an added burden to their already heavy domestic schedules.
Women’s higher levels of poverty, lower literacy levels and ignorance as compared to men affect
them adversely. In addition, negative socio-cultural practices such as food taboos, non-involvement in
decision-making regarding their health and that of their families also tends to compound this
situation. (...).Working hours of most health facilities do not favour most clients especially women,
since they have to do household chores and other economic activities.”
This description shows a focus on what the women cannot do, which causes low use of health
facilities. There is no specific mention of the barriers men pose on women that limits them to enter
health facilities. However, later on it is stated that decisions regarding health seeking behaviour in
Ghanaian societies are generally made by men. This is again added by the comment that women do
not have enough information to be able empower themselves to make decision in this. In this
description, household decision making issues within Ghanaian households are recognized, however
the problem is also linked to the inability of women to do it themselves. Furthermore the quote
displays a stereotype of a woman having a heavy domestic schedule. Women are also literally called
to be more ignorant then men. It is interesting to see how this description which is found in a gender
focused document reinforces stereotypes and is even offensive towards women.
With regard to reproductive behaviour it is stated that: “Women often have little say in their sexual
lives and are left vulnerable to unwanted pregnancies and sexually transmitted infections”
(Government republic of Ghana, 2009, p. 16). In this statement the woman is thus framed as a victim
that is defenceless towards pregnancies or infections. The role of the men or why a woman has such
little say in her sexual life is not explicitly mentioned. Whether it is because she does not speak up,
because she is silenced or both? This manner of framing women is in line with the definition of
femininity in Ghana described in the theoretical framework that says women are for example weak,
submissive and dependent.
With regard to family planning, the negative attitude of and the stereotypes held by health care
providers are mentioned as a limiting factor to family planning. The policy document states that
gender neutrality in the health delivery system will contribute to the inequalities and inequities in the
health outcomes of men and women. This statement should result in the conclusion that gender
neutrality is thus no option as it will enforce gender issues. The gender neutrality found in other
policy documents are thus indirectly also be said to enforce gender issues.
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The specific policies first of all focus on making sure gender equality is central in to all the activities in
the health sector. Within this, the issue of access is discussed. Access is framed as making it easier for
women to access health facilities with their busy schedules, to promote education, to empower
women through promotion to be part of decision making and advocate on gender dimensions.
Access promotion is thus mainly targeted towards women with exception of the advocacy on gender
dimensions. This specific policy lacks an extensive focus on male involvement into all these
dimensions. Targeting women is framed as the main solution to achieve better access for women to
visit health centres.
Also, the promotion of quality of care is deliberated on. This specifically involves the promotion of
human rights ethics with health care providers in order to limit discrimination towards certain
clients. This relates to the service delivery focus, which focuses on training in which gender sensitivity
is central.
With regard to reproductive health specifically, the first problem that is mentioned is the
stigmatization of infertility, which they want to address through promotional activities. Another
focus is to advocate for the participation of men in reproductive health and also for men to support
the empowerment of women in reproductive health decisions. One can derive from this that within
reproductive health, male involvement is known to be important. Also the need for men to support
women in reproductive health decision making shows knowledge of household decision making
blockades for women to use family planning.. Here, increasing male involvement is part of the focus.
Though the document might create the expectation that gender issues will receive special attention,
is this really so? What is interesting with regard to this document in contrary to the other policy
documents mentioned above is that there is no budget outline. In the interviews with the policy
actors this was further discussed.

3.4. Life choices campaign
3.4.1. Introduction
The life choices campaign is a national campaign that was launched by the President of Ghana in
2001 (The Health Communication Partnership, 2005). It promoted the use of family planning through
a slogan and a logo, a song, television and radio spots, print and promotional material, clinic sessions,
community networks and community events (The Health Communication Partnership, 2005). To
understand the frame and approach of the campaign I will first of all analyse the commercials, the
slogan and discuss some of the other initiatives. The campaign is analysed by considering the theory
on gender from the theoretical framework and chapter 2. It is considered whether the dynamics
regarding gender found in that literature and the socio-cultural practises it describes are taken into
consideration in the campaign.
3.4.2. Commercials
3.4.2.1. Commercial 1
The first text and description of the first commercials can be found in appendix A. The commercial
displays a very happy, supportive couple that are excited to learn about contraceptives. They appear
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have an equal say in the excitement and go through the ‘contraception manual’ by mainly clicking on
the items together. This commercial does not appear to take any gender issues into consideration.
In a way it does promote mutual decision making and a positive dialogue on contraception. However
it is also rather unrealistic with regard to gender issues in Ghana. Literature from the second chapter
and the theoretical framework and the gender policy document both mention the role of the men as
decision maker in the household. This commercial makes it appear to be an equal enterprise that is
faced with a lot of excitement. It is does mention of any of the gender issues with regard to family
planning, it makes it out to be non-existent. It could both be intended to promote dialogue and
mutual decision making but it can also be said to be rather gender-blind. What is disturbing is that
this commercial displays no understanding of the context in which it is set. The manner in which the
couple is displayed is a very Western like manner. This will easily result in women not feeling this is
about them or their relationship as the situation is not relatable for them.
3.4.2.2. Commercial 2
The second commercial displays a girl that has become pregnant and a boy that leaves her because
she is pregnant. The girl talks to a friend about her becoming pregnant and being left by the boy. The
friend asks her why she had not taken contraception and argues she should have. The friend says she
should not have trusted the boy and that it is smart to use contraception. What is interesting about
this commercial is that it puts the responsibility of preventing pregnancy as well as the responsibility
of taking care of the child with the girl. The boy simply leaves the girl and is no longer involved. The
behaviour of the boy is also not addressed of the behaviour of the boy, it is simply displayed as a
logical event. The friend who argues that the girl should have used protection also states that the girl
should have taken care of contraception. This commercial does not promote abstinence or male
contraceptives, a voice states that to prevent unwanted pregnancy you should use contraception.
Literature as well as the gender policy document describe that the men is the main decision maker
with regard to reproductive decision making. The gender policy also defines the woman as a victim as
it describes women have little say in their sexual relationships. This collides with the notion that
women are responsible for the use of contraceptives. In the commercial, the man is not addressed as
having to support the woman or being responsible as well. This will not empower women. The
discrepancies with regards to all the different findings so far are striking.
What comes forward is that a woman is made responsible for something she at the same time not
‘allowed’ to make her own decisions on. Where one would expect responsibility and decision making
would rest in the same person, this appears to not be the case. Furthermore the fact that this
commercial makes no effort to redirect the views towards mutual responsibility is noticeable. The
conclusion that can be drawn from the ‘smart-woman frame’ is that a woman who gets pregnant
because she did not use contraceptives is thus an ignorant woman. Indirectly it is said that she is the
one who should have gotten the family planning and she is dumb for not doing it. Male involvement
is not problematized.
3.4.2.3. Commercial 3
This commercial centres around a group of women who discuss word on the street with regard to
family planning. They mention side effects they have heard about on several contraceptive methods.
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These side effects are then continuously overthrown by someone else, often the group leader. The
idea of the group (called the ‘sister-sister club’) is to empower themselves through association. It is
apparent that the group consists completely of women. The empowerment thus also is intended to
be displayed by women as a group, as opposed to with men. The men are not mentioned at all within
the commercial. The women in the commercial thus again are framed as ‘responsible’ with regard to
the use of family planning. The commercial also only mentions methods that can only be used by a
woman. The focus of the commercial is the so called ‘myth-busting’, disempowering myths by
discussing them and explaining they are false. A threat with such a method is however that often the
myth is the element that is remembered, so in this manner you are spreading the myths (Wilson &
Wolf, 200 9)
The commercial also assumes an empowered role of women in the use of family planning. It is
discussed as a free option that women can choose without restrictions. It thus not take gender issues
regarding household decision making into account. The same can be said about the constant repeat
of the slogan: “it’s your life, it’s your choice”.
3.4.2.4. Other commercials
There are several small commercials that were broadcasted on tv and radio of characters whom use
family planning. The first characters are a seamstress and a mechanic apprentice whom are not ready
to have children. The characters lives are displayed in a small vignette in which they explain why they
are not ready to have children. Then there was also a vignette of a young couple who just opened up
a bakery and wanted to wait before they have more children. The final vignette of a couple who
wants no more children is displayed by an older couple. This couple is in the process of building a
house. This money of this house is said to come from their savings that they have because of their
small-sized family. These commercials thus display different stages in a person’s life in which he/she
might want to use family planning. These commercials address women, men and couples. It is
interesting to see that within these commercials there is thus a more equal divide of the couple that
is targeted and also the men take responsibility. It however again does not problematize the gender
issues at hand. It merely displays situations in which this is not an issue.
3.4.3. The slogan
The slogan of the campaign is ‘it’s your life. It’s your choice’. This
slogan frames the idea that everybody’s life is their own and if
everybody’s life is their own, you are free to make your own
choices. As the word ‘life’ is singular, it addresses the individual as
opposed to the couple or other control structures in society.
When considering literature on freedom of choice with regard to
family planning, this is not accurate. There are also societies were
a woman is not considered to have reproductive autonomy, for
example when bride price is paid (Bawah et al., 1999).

On the wall of a family planning unit in Accra

This slogan could however also be considered as an intent to empower. In this way it is saying to the
audience, your life is your life. Though this might collide with cultural reality, it could create a
paradigm shift towards a more empowered outcome with regard to family planning. It however does
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not take the gender issues into consideration within the slogan and therefore might collide with the
norms and values of its audience and makes it not relatable.
3.4.3. Other activities
Another activity of the life choices campaign were clinical sessions. The Health Communication
Partnership (2005, p. 4) describes: “A total of 560 educational sessions were held at health clinics
throughout the country, reaching over 32,000 women and clinic staff”. These clinical sessions were
thus intended to educate women on modern contraceptives. Here again, women are the main target
group. Community networks entails the use of community organizations to perform educational
sessions on family planning among members. It is unclear how the divide between female and male
visitors was in these sessions.
Community events were also held to: “Built a positive image for the use of family planning for child
spacing (as well as limiting); encouraged couples to discuss child spacing and other family health
related matters; and addressed common rumours and misconceptions about modern family planning
methods” (The Health Communication Partnership, 2005, p. 4). Here, couple communication is a
focus point that is mentioned. Throughout the campaign that appeared to be one of the main goals
however the main responsibility is also often put with the woman. Through an entertaining format,
these messages are conveyed by: “Music and dancing to gather a crowd, a quiz or contest to
encourage audience participation, introductions and brief speeches by local health care providers,
testimonials from satisfied users, and drama skits” (The Health Communication Partnership, 2005, p.
5).

3.5 Concluding remarks
When considering the frame used in the policy documents and whether and how gender is a part of
this, several things can be concluded. First of all, there appears to be little focus on gender issues and
gender relations as present in Ghanaian society. When it is indicated that a mayor shift has taken
place towards a holistic approach that takes gender issues into consideration, it would be expected
that this would come forward in the outline of the policy interventions. Furthermore, the gender
policy also displays mainly a focus on the rights based approach and though it does indicates some
gender issues, there appears to be no concrete plan as no budget is added. In some instances it also
lacks focus on the responsibility of men and is in addition insulting and stereotyping towards women.
Though the document displays the knowledge regarding some gender issues is present, the question
remains what the actual use of this document is. The campaign that promotes family planning, the
life choices campaign, is one that focuses on claims of empowerment. The audience is presented
with several messages in media that elaborates on the family planning methods in different manners.
It is conveyed to the people that they are free to make their own choice. Though this is a nice ideal, it
remains questionable how this relates to the audiences whom are not empowered or free to make
their own choice. They might even feel disempowered because they can’t relate to it. The campaign
strives to reach several target groups and also include men. The commercial with the pregnant
woman however then again puts the responsibility solely with the woman. The same can be said for
the sister-sister commercial.
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The question is how these dynamics resonate with the theory from the theoretical framework that
the female body is an object of power. A maybe subtle hint to a means of exercising control on the
female body, is the paradigm that a lower fertility rate results in development and the government
wants to therefore reduce this rate. This frame places a form of responsibility with women that
having a lot of children is of negative influence to the ‘big picture development’. Furthermore some
dynamics of control can be found in the life choices campaign. As described above, women are made
responsible for family planning and they are framed as not being smart if they don’t. In a broad
sense, the campaign claims women are free to make their own decisions and should do so,
responsibly. Since this however is not true it puts a pressure on women that due to gender dynamics,
they cannot fulfil. All in all, there is still a lot of room for progress with regards to incorporating more
realistic gender issues into the policies and campaigns.
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4. The frame of policy actors
4.1. Introduction
In this chapter the results of the interviews with the policy actors and the expert will be discussed.
These interviews can be found in Appendix D. In order to understand the view of the Health Service
on family planning, it is relevant to review the frame of the policy actors. A main issue of relevance is
the manner in which gender dynamics are defined as part of this frame. Whether the gender issues
are understood and focused on will have consequences for whether the policy is diminishing or
reinforcing gender dynamics. In addition, the relationship with the midwives is important, therefore
the public and hidden transcripts and power struggle with the service provider is analysed. To be
clear on who is saying what, the male policy actor is referred to as ‘(m)’ and the female policy actor is
referred to as ‘(f)’. Without these symbols, reference to policy actors’ statements refers to
statements they both made.

4.2. General purpose of family planning
Discussing the importance of family planning within the larger reproductive health goals with the
policy actors revealed in what way they find that family planning contributes to solving reproductive
health problems. The policy makers describe that maternal deaths are caused by pregnancy. It was
mentioned that if women don’t get pregnant, they heavily reduce the risk of complications that lead
to maternal deaths. There is no further mention of external circumstances in which the pregnancies
take place that contributes to maternal mortality. Framing that women die because they get
pregnant places the responsibility on the women. As opposed to elaborating on the context in which
women live as a reason why so many maternal deaths occur. There is also no mention of child
mortality. The policy actors only referred to the purpose of family planning to reduce maternal
mortality and morbidity. This is similar to the manner in which the diagnostic frame (of the problems)
was defined in the policy documents.
The expert did however also elaborate on abortion as a cause to many of the maternal mortalities.
The expert explains that often pregnancies that are not wanted result in abortion and the poor
management of abortion leads to death. Within these more general descriptions it can be found the
focus with regards to family planning is related more to the Malthusian than the women’s rights
view. The big picture is that family planning reduces the number of maternal deaths and has
economic benefits. This paradigm that family planning creates development and reduces poverty is
elaborated on in the theoretical framework.
Later on the purpose of family planning is however described by a policy actor (m) as providing tools
and information that enables women to make their own decisions. Family planning is framed by him
(m) as ‘someone’s own choice’ in which if a woman wants ten children and she can cater for them;
that is ok. The policy actor (m) however also mentions the existence of an economic target, which is
three but he describes does not mean everyone should have three children, even though he (m)
states that: “Our mission is to get a total fertility rate of 3 by 2020 or so.” (see Appendix D). It
becomes apparent that the idea of giving an ideal family size would mean you would be telling
people to have that number of children.
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Therefore it framed as that there is provision of information and people can whatever they want
with that. However the official ‘economic target’ is three. In the theoretical framework the fact that
countries set goals with regard to aspired fertility rates was already mentioned. This relates to the
idea that family planning will improve development; also referred to as the Malthusian view. The
responsibility of the Health Service of in this he (m) describes as:
“Well what the Health Service is doing is only what I told you. Building capacity and also creating
demand for the services. So what we do is just create demand and also ensure access, so that the
services are available. That’s all.” (see Appendix D).
Summarized this responsibility is framed by the policy actors as promotion, availability and
accessibility of commodities and training of service providers. This is similar to the wording used in
the policy documents with exception of the gender policy document. The discrepancy between the
statements on the general purpose of family planning is one that does raise questions. On the one
hand there is the economic goal and the focus on reducing deaths by reducing pregnancies and
creating demand for family planning. The other part of the frame is however that it is merely a
provision of information for those who want it. What is interesting about this is that both narratives
can’t fully co-exist. If the goal is to provide women with a choice and it is purely a business of
providing information if the demand is there, there cannot also be a goal of an overall fertility rate.
Again one can be said to be more influenced by a Malthusian view and the other by a women’s rights
view.
This leads to the conclusion that both narratives serve a different purpose. There is for example the
purpose to be in line with the international community with promoting the human rights, such as
freedom of choice. However there is also the socio-cultural environment in which the man is the
head of the household. It however raises questions on which of the narratives has the most power in
the day to day of the family planning services. When using these views from the theoretical
framework to see what view is employed by the policy actors in Ghana, it appears that the
Malthusian view is the dominant discourse. Understanding which view, women’s rights or
Malthusian, is relevant for understanding the dominant discourse in Ghanaian government regarding
family planning. This is because, as Lewis and Mosse (2004) indicate, understanding the dominant
discourse will display what policy actors define as best practises and this will guide their actions and
have certain effects on society.

4.3. Policy focus
4.3.1. Family planning policy
With regards to general policies, ‘improving access’ is often mentioned both in the policy documents
and by the policy actors as an important focus and solution for spreading family planning. The
provision of access is however a very general statement and can entail many things. A specific
intervention that is mentioned by the policy actors is to train the service providers so that family
planning will be spread to more places. However another reference to access is that cultural
elements such as certain beliefs that exist in Ghana are also relevant. A specific example that the
policy actors give is the belief that family planning leads to promiscuity. There is however no mention
of how this belief is targeted. The issue of promiscuity being linked to family planning use will be
discussed further later. So, though the spread of family planning services might make contraceptives
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available to more people, it does eliminate the contextual barriers such as beliefs on promiscuity.
The ‘best practises’ that are brought forward do not cover this gap which will result in disjuncture
between the manner in which policies target the issue and reality where socio-cultural dynamics
pose hindrances.
Furthermore promotion and quality are also mentioned, similar to the policy documents. With
regards to quality, the quality of the counselling is mentioned by the policy actors. With promotion
the focus is put on promotional campaigns in media and community involvement. So far it can be
seen that the prognostic frame elements of what important focuses are to solve the low uptake of
family planning is very similar in the policy documents and the answers of the policy actors.
A policy actor (m) adds another element to the prognostic frame, which is that the policy of the GHS
“is about information” with the purpose of creating demand. This is for example done by targeting
the more influential people in society such as chiefs. However, it is mentioned by him (m) that this
was done while staying in line with the societal norms. Even if there was no agreement on the role of
these influential people, there was attempt to try to use their influence to create change. An
example that was mentioned (m) was that if chiefs urged girls to go to school, this would have more
influence than if a grandmother would do so. The policy actor (m) however made no specific
reference to how these people are employed for the purpose of spreading family planning. The
question then rises if the mobilization of chiefs is done while staying in line with the norms and
beliefs of the tribe, how and if this is done in regards with family planning. Whether they would be
the best actor to target would have to be researched further. Here local influential actors are
mentioned as problem solvers and become part of the prognostic frame.
The expert also referred to the need to involve the communities through dialogue and debate but
she missed the focus on education on family health within the schools. She states that if children are
better informed on being responsible in their sexual lifestyle they will make better decisions and this
will on the long run create less problems. The taboo that rests on talking on sex which she mentions
is an issue, as children are not informed about their options with regards to family planning. The
expert describes that when someone is already grown up, they will already have certain perceptions,
“you can’t teach an old dog new tricks” (see Appendix D). Manners of how this can be done that the
expert mentions are through camps and clubs.
Furthermore a focus with regards to family planning is commodity security (with regard to
contraceptives). One of the policy actors (m) frames this as the biggest challenge. There are thus
issues with regards to meeting the demand while there is still even an unmet need. Contraceptive
security is thus also part of the diagnostic frame at policy level. What would happen if the
government would actually follow through on making family planning free then also becomes
questionable. As it appears it is already a big problem to meet demand with the current system.
Furthermore one could wonder how the service providers experience this, which will be discussed in
chapter 5.
4.3.2. Gender policy
As described earlier, the GHS has developed a separate gender policy. When asking about this policy,
very different answers were given on certain aspects of the gender policy. Where the first policy
actor (m) started describing the manner in which gender is included in the policy making and that the
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gender policy is used to mainstream gender in policy making, the other policy actor (f) replied that
the gender policy had never been implemented as there is no capacity to implement it. This policy
actor (f) also indicated that she wished she had the capacity to do analysis on gender but that she
does not have this and that there is also no budget for gender analysis. She (f) wishes to be more
educated on the topics and attend courses regarding gender since all the knowledge she now had
came from just one week of training. The fact that the policy actor (f) of the health service who is
responsible for family planning received only one week training on gender issues displays this is not a
priority. The policy actor (f) also adds: “Because gender issues in the health sector are at stage zero
(...) see in the health sector is gender is not included”. There is thus a clear difference in the frames of
the policy actors and extensiveness in which gender issues are part of their diagnostic frames. This
will also influence the manner in which the prognostic and motivational framing elements regarding
gender will be elaborated on.
The first policy actor (m) framed their involvement in gender issues as already very extensive. He
mentioned for example there was a great amount of emphasis on male involvement in the policies.
In addition, this policy actor (m) said they collect data on gender related topics and he described the
gender dynamics are ‘implied’ in the policies.
His description of the gender policy document gave the impression it was a very much used
document to provide guidelines that “everybody will look at in terms of developing service
strategies”. The differences in these answers are remarkable as they clearly contradict.
As also described earlier, the gender policy document emphasizes gender equality being a right.
When asking why this rights-based approach was so important the first policy actor (m) mentioned
that in Ghana, gender equality has been considered to be a right for a long time already. The rightsbased approach is defined as a way to provide a focus for the policies. This policy actor (m) frames
the policies “highlight” this right. The female policy actor (f) first of all plainly points out it is part of
the constitution. Both mention it is an issue of the mindset, which entails that when there is the
‘consciousness’ of gender equality; people will act accordingly is the frame. These rights based
approach the policy actors thus both consider to be part of the solution, which is the prognostic
framing element, for gender issues. The male policy actor (m) adds: “A woman can be as good as a
man”. Later he rephrases this sentence to “a woman is as good as a man” (see Appendix D). These
statements display the issue at hand. Gender inequality is integrated and rooted in Ghanaian society,
also at the policy making level. This policy actor (m) had to rephrase himself to give a socially
desirable answer while his first statement might be closer to his own believes.
The rights-based approach is an example of disjuncture between ideal and reality as described by
Mosse and Lewis (2004). The ideal assumes that defining something as a right will result in autonomy
and agency for women and frames them as rightful decision makers on their own lives. However, as
elaborated on in the theoretical framework, women in Ghana live in a reality where the man is the
head of the household. Just stating gender equality is a right does not make it so in practise. There is
no further reference from the policy actors about actual practises of the health service that limit this
disjuncture and enforces the right.
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4.3.3. Life choices campaign
The life choices campaign is the main campaign of promoting family planning by the GHS in Ghana. It
is mentioned that there have been several campaigns also in collaboration with donors. The policy
actors indicate that the life choices campaign is multi-faceted and targets all important actors.
Definitions of the actors by the policy actors are: men, women, couples, individuals, artisans (those
who are in training) and the higher class. The multitude of actors is defined by the policy actors as a
quality of the campaign. The specific themes and the attempts to change the mind-set on the myths
and misconceptions are also mentioned. One of the policy actors (f) however states the focus is more
towards women where it should be equally geared towards men and women. She defines that as
women cannot just get up and go get family planning yet the focus has been too much on the
women which results in the men missing information on family planning. A consequence this policy
actor (f) mentions is that men view the use of family planning as a form of betrayal which can lead to
violence and divorce. Additionally she mentions the lack of information the men have makes them
dangerous as it leads to them becoming suspicious. This is in line with the findings in the theoretical
framework that a discrepancy exists between men being the head of the household while they are
not expected to be involved or targeted with information. The campaigns of the GHS and information
provision in general are thus framed as the solution to those problems, as the policy actor states (f):
“If we were able to reach them equally a lot of our problems would be solved” (see Appendix D).
Regarding the diagnostic frame, it is evident that the policy actor (f) understands the problems that
gender inequality poses for women accessing family planning. The manner in which she (f) defines
which solutions this requires then also are more geared towards addressing these problems. This
again displays that the manner in which the diagnostic frame is understood is essential to how the
prognostic frame will be defined. The definition of what the problems are guides the focus on what
sustainable solutions are.
The involvement of men in the campaign mainly is focused towards them going with the wife or
girlfriend and in that manner be involved. One of the policy actors (m) mentions there is a new
commercial that involves a male who has impregnated many women and the friends discussing that
this is bad and the risk of HIV. It is interesting that not the responsibility of the men is the focus that
he should care for his children. But that it is defined as ‘bad’ and the risks for him with regards to
HIV.
There seems to be little focus or understanding towards the differences throughout the different
regions in Ghana. When mentioning the north where the position of women is much worse than in
the south, the policy actors did not confirm this difference required a different approach. In a
conversation with a student who researched the position of women in the north she mentioned that
the women there were generally considered property of their husbands. She literally heard a woman
say: “He owns me” (see Appendix B). When mentioning the differences between in north and south
to one of the policy actors (m) he referred to promoting family planning on television as a means to
get mentioned men and women discussing it, and in this manner the north is also reached. He
frames that couples can discuss family planning as equals and this and economic empowerment of
the women and spreading of family planning will even out the differences. There is no mention of the
issue that this might be difficult to relate to for those people. This is striking as the interventions
approached in this manner display little understanding of reality and project ideal expectations on
household decision making. The expert also does not define this as an issue and describes a woman
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who sees this can refer to it and tell her husband she will go for it as it is her choice. It is framed by
the expert that a woman will learn to be defiant as she will realise she will otherwise die. The
narrative is thus to stand up to you husband or die. This approach leaves little space and freedom of
choice to begin with since the ‘options’ are so extreme.
The same applies to the comment of the expert who mentions they should add the female condom
to the campaign. She mentions the benefit so the female condom and that as the men who does not
want to wear the condom, the woman, “whose life and choice it is to do this”, should wear the
female condom. This thus again puts the responsibility with the woman and calls it freedom of choice
while the consequences of not wearing a condom in some regions hardly leaves a lot of space for
choice. In addition, this also does not solve the problems in the unequal gender relation. If the men
does not want his wife to do family-planning she can also not enforce using the female condom.
These dynamics display a part of the power struggle with regards to the female body and women’s
limited choices in certain settings. And yet the expectation that women have the ability to make their
own choice, which includes pressure put on women to do so ‘responsibly’.
The frame on the slogan of the life choices campaign is not the same among the policy actors. It is
‘used’ both as threatening and empowering. Threatening as it is framed by a policy actor (m) it tells
women if they don’t do it, health problems will happen to them. It is framed as solving the issue that
people don’t seem to see the health benefits so they should know. However it is also defined as by a
policy actor (f) as empowering. As creating a mindset that defines you have a choice and that you are
free to choose and can’t wait on others.
These differences are interesting as the one position that includes a more of a threat does not seem
liberating but sends out the message that you don’t have a choice. This policy actor (m) defines
women should choose it or face certain consequences, which carries a more forced frame.
The more empowering frame by the second policy actor (f) is more focused on the liberation of
women. These differences seem to be similar to the differences between the Malthusian and the
women’s rights views. The differences in these frames could have many reasons. Maybe there is just
a difference in primary focus but when elaborating on it more, there would be agreement. It could
also result from the fact that the first policy actor is a man and the other is a woman. The fact that
there is no consensus on the gravity of gender issues in Ghanaian society among the policy actors
and in the policy documents will therefore limit the action directed towards these issues. As the
diagnostic frame guides the prognostic frame and results in which actions are defined as ‘best
practises’, gender issues will not be addressed properly due to what is found in the interviews and
policy documents so far.
The view of the expert on the slogan is that it is the woman who is receiving the family planning so
the woman should be the person making the choice. She is also very positive about the slogan and
even calls it ‘perfect’. Additionally the expert mentioned that a general consequence she experiences
of the campaign is that she now sees more couples going for counselling as opposed to women
coming alone. She does not provide evidence for this statement. The expert also says that the
campaign is something women can refer to when discussing with their husbands and that it would
give them the means to persuade their husbands to consider it.
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The campaign is framed by the expert as having more influence on the husband than the woman
herself. She defines an example where the husband won’t listen to the wife but that the commercial
on the television will persuade him. Yet no further evidence is given to support this.

4.4. Frame on gender
How the policy actors approach the relationship between gender and family planning appeared very
different. This could again be connected to the fact that one was a man and the other a woman. The
female policy actor (f) was very passionate about the topic and very much wanted to pursue it
further in the policies and in her work. Both policy actors framed the position of the woman as being
subjected to the dominant position of the men. Also the expert mentioned the men dominated in
Ghanaian society that the men have to give ‘the order’ on getting family planning. A main difference
in framing was that the male policy actor (m) focused on the search for agreement among couples,
about establishing mutual relationship goals. Though he mentioned that women do family planning
in secret, the male policy actor was much less firm on the dominant position of the men. When the
policy actor (m) was asked who is the main decision maker in the household in Ghana, he said this
varied. Later he added it was in “generally believed to be the man” but that this depended on for
example the tribe and level of education (see Appendix D). The female policy actor (f) however
simply replied that it was always the men. It is interesting to see that though there is an
understanding of the fact that the men is the head of the household in Ghana and that this
influences decision making, this is not a main focus in the policies and with one of the policy actors
(m). In this case it appears that though the gender dynamics might be common knowledge, not all
might understand it as a serious problem. If there are policy actors that don’t define it as a big
problem, than the action will also not geared towards addressing gender dynamics. As discussed
earlier; the prognostic frame follows from the diagnostic frame.
The expert mentioned that the level of education also is an important influence in the freedom of
choice of a woman. However the expert did give an example of a highly educated couple that almost
got divorced due to the woman using family planning. During the participant observation in Accra, a
conversation with two highly educated women also indicated they faced these problems. That when
they were married they were expected to listen to their husbands, care for the household, and care
for the children and that this limits their decision making power.
Furthermore, it was mentioned by a policy actor (f) that women need to ask permission from their
husband or from the mother-in-law before she goes to a hospital. These norms are part of family law
structures in which power is exercised on decisions regarding the woman’s body. This policy actor (f)
said that some women are afraid of their mother in laws. She frames that when gender equality is
promoted the woman will believe that she has the right to go without her husband’s permission.
That this empowerment will lead to a healthier population, as mentioned above.
The female policy maker (f) also stated that gender issues in Ghana are a very big influence on the
uptake of family planning. She described that because of the husbands, women in Ghana are not free
to make their own decisions on family planning and that quite a number do family planning in secret.
This policy actor (f) also mentioned that in the north of Ghana these problems are even much worse
than in the south. With that, the policy actor (f) gave an example that it happens that men who find
out their wives do family planning in secret drag them back to the clinic and demand to remove the
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contraceptive. She even mentioned that it happens these men beat the nurses. All the knowledge
with regard to gender issues this policy actor (f) gained from one week training. She said she would
have not been aware if she had not taken that training.
Another dynamic the policy actor (f) mentions with regards to the women who do family planning in
secret is that they keep their client card at the clinic so the husband would not be able to discover
the card in her possession. This practise clearly symbolizes the threat that exists for women who do
‘defy’ their husbands.

4.5. Culture and stigma’s
4.5.1. Bride price
With regards to the influence of the bride price on the freedom of choice of a woman the policy
actors again did not give similar answers. The male policy (m) actor indicated these were just cultural
practises and there is no reason why this would limit family planning use. The female policy actor (f)
first seemed to also not be sure whether it would influence the family planning uptake. However
while speaking this policy actor (f) stated that it would influence the freedom of choice of a woman
because the man thinks he has bought her. She defines the consequence would be that the woman
would not be allowed to make her own decisions and her husband would make her decisions for her.
It is again striking how the policy actors have different frames, in this case with regards to the effects
of bride price. The issue it is believed the man owns the woman is relevant to the power struggle
with regards to the female body and her reproductive autonomy. When this is the case a woman is
not able to make her own plan without control of others. When considering policy is an
“authoritative framework of interpretation”, the interpretation here appears that this is not a
dynamic that requires ‘head on’ action (Mosse, 2004, p. 664).

4.5.2. Matrilineal and Patrilineal societies
The distinction between the matrilineal and patrilineal groups, which is derived from literature, was
also framed differently by the policy actors. The male policy actor (m) first of all considers women in
a matrilineal society to be more empowered. The difference is thus defined as that the matrilineal
women are freer to make their own decisions and there is thus a difference in the power of the man
over the woman in those groups. This policy actor (m) however did add that these things are
decreasing because society is changing and becoming more modern. The result of this he frames
brings men and women to the same level of decision making. The female policy maker (f) however
does not consider it makes a difference. She mentions there is a difference between the north and
the south but considers women in matrilineal and patrilineal groups are similarly empowered.
The expert seems to be in agreement with this as she also states these dynamics are changing so the
influence is not so present anymore. The lack of agreement on this, similar to the issue of bride price,
displays there is no general frame on these dynamics. What can be concluded from this is that there
is thus also not common focus or importance found in this. If this were the case, the issues would
have come to the table and a similar narrative would exist on the issue. Since there is not similar
interpretation it appears these issues are not considered to be of importance for the policies.
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4.5.3. Infertility
The policy actors were in agreement on the issue of infertility. They defined that for a woman in
Ghana whom is infertile, the situation is very bad. These women are looked upon as a failure and
there can be consequences for them. The policy actors define it can lead to divorce and being
cheated on. One of the policy actors (m) states: “the last thing anyone would want to look at is an
infertile woman. It is a very bad thing” (see Appendix D). Their descriptions display that women are
blamed for infertility while it could also be the men who is infertile. It is indicated that this is an
intention to do more about this as within the culture the situation for these women is very bad. The
expert indicates that it is something that is declining.
When people are not living near their families they experience less pressure and that there are also
other methods for getting a child. The expert defines it depends on the setting. That in some settings
it will be very uncomfortable while in others people will not mind each other. Again it is the female
body that is the object of a power struggle. Demands are made towards a woman due to these
dynamics that she must deliver and that it is her responsibility to be able to do so. When she does
not get pregnant she has to face pressure and scrutiny from others.

4.5.4. Abortion
The issue of abortion presents a lot of challenges in Ghana. The law on abortion is framed as ‘liberal’
by a policy actor (m) though it is illegal to get an abortion except under certain circumstances. This
policy actor (m) views there is no problem on the service side as there are sanctions for service
providers who do not work within the system but follow their own views. The exercise of power
within this power dynamic, which is explained in the theoretical framework, implies thus sanctions in
cases of non-compliance with the ‘prescribed’ policy. Though the policy actors are not the street
level bureaucrats, there is a power dynamic of public and hidden transcripts, which is punishment for
non-compliance. The policy actor (m) mentions they are working on making the service providers
more conscience and when the service provider has problems with it, she can refer the client to
someone else. He (m) frames the issue as very much improved and mentions no problems they face
with this. The policy actor (m) frames the issue is secure due to the standards and rules that are in
place, for example that due to the child’s act, you cannot deny services to a child who comes for
abortion. A public transcript, ritual of hierarchy that is present here is the imposing of the rules and
norms of the health service on the service provider. The policy actor (m) states that the rules lead to
compliance. One could however wonder what the hidden transcripts display in this context. It again
becomes evident that the problems regarding abortion are a substantial part of the diagnostic frame
of this policy actor (m) with regard to maternal mortality. He (m) merely explains the rules are
generally complied to and that there are not many problems regarding this. This manner of framing
the abortion issue is therefore not expected to be a priority.
The second policy actor (f) describes illegal abortions are a problem among adolescents who are
scared away from the clinics by midwives. As they are not helped and don’t receive a family planning
method and get pregnant easier, this results in more abortions. Here a hidden transcript of false
compliance and sabotage of the family planning provision is brought forward. The expert is in
agreement with this and mentions the service providers get ‘motherly feelings’ and feel that
38 | P a g e

adolescents are ‘children’ who should not have sex and they therefore don’t give them family
planning. This frame displays motherly feelings entail children should be ‘protected’ from sex.
The expert also mentions that there are a lot of unwanted pregnancies and those result in abortions
and the bad management of the abortion care then leads to maternal mortalities. The issue
identified with abortion care is that many service providers oppose abortion and are not willing to
perform them or help clients apply for an abortion. The expert mentions at the beginning of her
career she herself was also not willing to fill in those forms because of her Christian background.
Though she still councils these women and asks them if this is really what they want, she describes
she now is letting the woman decide.
During the participant observation a conversation with two highly educated women pointed they
also referred to these problems. They mentioned it happened that women with complications from
illegal abortions come to the clinic and are sent away by the service provider. They also then don’t
register these clients because if it would be revealed they send clients away, it would jeopardise their
careers and chances of promotion. As if it would come out that a woman has died at their hand, as
they were not willing to help they would be sanctioned, as the policy actor (m) mentioned. Though
this policy actor (m) defines norms exist of referring these clients to another service provider works,
there appear to be cases where this is merely false compliance. When these cases are not registered,
there would never be a way of knowing, which makes the extent of the problem hidden. Also when
service providers keep referring their clients to a colleague they could end up not receiving any care.
The expert also describes that service providers do send the clients who come for an abortion away
and that they are also publicly embarrassed. This is done by service providers who yell at the woman
to go away and yell at them that they won’t perform an abortion. This sort of behaviour will
discourage women to go the clinic and encourage illegal abortions. The ‘liberal’ abortion policy is
then thus ‘sabotaged’ by these service providers. The women who go for the counselling and are
discouraged to go for the abortion might also be prone to going for illegal abortions. The expert
describes an example where this happened:
“I remember a young lady was pregnant. She did not know what to do with herself. So she went to
the doctor. And the doctor sends her to the public health unit. And they counselled her to keep the
baby. Within two days we saw her on the mortuary bed. Dead. It is like, you can tell me to keep the
baby but I don’t want the baby. So she did what she wanted to do with her life. But it didn’t go [for
the legal abortion] and she bled to death [due to a self performed abortion]. So if there had been
proper abortion services and the baby was taken out, I believe she would have lived.”
Considering the theory of Lewis and Mosse (2006) on how policy makers define an ideal world where
policy fits into reality, here a big disjuncture is detected. Where at policy level there are merely some
rules with regard to abortion care, it misses does not consider the ideology of the service provider. It
is a substantial mismatch to have these policies in places when the actors executing them are not
acting complicit with it and are actually against it. However it also again becomes evident that the
diagnostic frame with regard to the correlation between maternal deaths and abortion is not a
priority.
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4.6. Role of the midwife
The role of the service provider is relevant as they are the embodiment of the policy; they transmit
the message of the policy to the clients (Lipsky, 1980). The policy actors frame the midwives as the
front line who are expect to provide good service and give good counselling to the clients.
As elaborated on in the theoretical framework, they are the street level bureaucrats who are
imposed with an ‘ideal’ in how they ought to provide the services. Furthermore they are expected to
create demand for family planning methods.
There are however some issues with regards to the service providers. First of all it is mentioned by a
policy actor (m) that they find there is, what they call, ‘initial provider bias’. This can have multiple
meanings according to the policy actor. It can for example entail that the provider considers family
planning is not important or that specific methods are not good. The policy actor (m) explains they
try to dissolve this by training but the issue is that also the service providers were educated within
their own culture. Though they are educated they might still have objections towards certain
elements of family planning. It is mentioned by this policy actor (m) that if they consider a certain
contraceptive to be bad and cause problems they will not want to give that contraceptive. One can
thus derive from this that the myths and misconceptions, that are mentioned by the midwives limit
clients from coming, also exist among the service providers themselves. Here again the theory of
Lewis and Mosse (2006) applies, as the context of the setting in which the family planning policies
are set does not match the ideal world the policy defines. Unbiased service provision for all clients
whom are free to make their own choice on which contraceptive they want does not match the
reality of service providers who give shape to the service provision in their own way.
The expert also mentions the service providers might have certain biases. She describes if a midwife
has ideas about a contraceptive, for example that the IUD causes abortion, at the end of the day the
client will not choose the IUD because of the manner in which the counselling is done. If a service
provider has a bias this will guide the counselling. The question then is how these biases influence
the relationship with the clients and the power struggles. Of course the setting in which the
interaction takes place already symbolizes this, as the midwife directs the conversation and the time
it costs.
Furthermore the clients are thought the client role by elements such as a waiting room and having to
comply with certain procedures, as described in the theoretical framework. But the provider bias in
itself will tell us something about what a preferred client is or even more, whom is not. If the service
provider has a bias towards certain contraceptives and does not want clients to use this, she will
make this clear. Because of the power struggle and the ability of the service provider to exercise
control, the outcome will likely be that the service providers’ ideology on this is projected on the
client. These actions would then be framed as being in the best interest of the client. Of course the
client is able to disagree but the power struggle will likely lead to the outcome being in line with
views of the service provider. How often this takes place, which are common biases and the effects
of this would need to be researched further to get a more detailed view. For example more
participant observation would be necessary to see how clients are treated differently due to certain
characteristics and how this results in different psychological benefits and sanctions.
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Furthermore, a policy actor (f) elaborates on the lack of gender sensitivity among service providers.
This policy actor (f) mentions that the service providers’ culture and the place she comes from
influence her views. The policy actor (f) describes that if the midwife herself was controlled by her
husband or mother in law, this will influence her work. She (f) also frames the midwives as the
problem with regards to the services being directed more towards women. She (f) mentions this is
not found in the policy but the midwives make it so and states that the service providers are not
gender sensitive and that they don’t understand gender issues. The frame here is that the midwife’s
work is led more by her background then by the policies. This would lead to the conclusion that the
views of midwives are a very important determinant in the effects of the service provision. So where
it was found that at policy level, gender dynamics were not a big part of the diagnostic frame, it is
explained there are service providers who shape the service provision in way that enforces gender
insensitivity. The views the service providers hold will directly indicate certain trends, such as
methods that are not used or clients whom are ‘sanctioned’.
Another issue this policy actor (f) mentions is that the midwives do now understand through the
policies that the clients don’t need consent from their husbands to do family planning. She (f)
explains this is absolutely not the case anymore and describes:
“Previously they would ask to bring the husband to come and sign, for the husband to give consent.
But now they are ok with the policy. Anybody who comes to the facility, they will not ask about the
spouse.” (see Appendix D).
The behaviour of the midwives towards the clients is important as they are the front line and they
could create demand or scare the clients away. The policies describe that there are problems with
the relationship between the service provider and the clients and mentions the service providers can
be very uncourteous and insensitive. The first policy actor (m) mentions this is the client-service
provider attitude and that they are working on this by giving customer care training. He (m) states
that he even gave a speech on respectful care recently and that this is done to ensure these things
don’t happen. The public transcript here is thus the policy actor (m) displaying hierarchy through a
speech yet there is also evidence that supports a hidden transcript opposing this is non-compliance.
The issue is framed by the policy actor (m) as one that is improving as clients now are more aware of
their rights and are thus more resilient towards this attitude. He (m) frames it is an issue that they
have made progress in. The policy actor (m) mentions there are punishments in place such as
suspension and counselling however people are not aware of these and think they are not working
on it. Again, the visible interaction (public transcript) is the punishment that comes from
insubordination to the ideal the midwives are expected to uphold. All in all it appears this policy actor
(m) considers they are fixing it.
Furthermore, a policy actor (f) mentions the attitude of the service providers is especially bad with
regards to adolescents. She (f) explains there are service providers who think adolescents should not
have sex and therefore are not welcome at the family planning unit, as described earlier. The policy
actor (f) mentions they get angry and scream at the adolescents and scare them away. The expert
also confirms this and mentions the service providers indeed yell at adolescents. She even mentions
a WhatsApp clip she had on her phone in which this happened. The expert finds values influence the
work of the service providers and this is wrong. The experts view is that the service providers should
comply with the norms of the policies and leave their beliefs at home. From these statements it
41 | P a g e

becomes evident that the ideology of certain midwives is that adolescents should not have sex and
not get family planning. Control is exercised by distributing sanctions such as public humiliation, not
providing services and an aggressive form of teaching the client role. The hidden transcript that is
visible here is sabotage, as they ‘boycott’ the provision of family planning to adolescents ‘backstage’.
The preferred clients are thus expected to be of a certain age before they come to the clinic.
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5. The views of midwives
5.1. Introduction
The midwives are the service providers of family planning. They are the front line and are in direct
contact with their clients. Understanding the frames and the ideology of the midwives is therefore
very relevant in seeing how this influences family planning uptake. The message they convey and
communicate to the clients regarding gender issues have impact on the clients and sets the stage for
the effects of family planning services. Therefore it is important to understand the views of the
midwives with regard to their clients and gender issues. Midwives are street level bureaucrats who
are both in the ‘powerful’ and in the ‘powerless’ position with regards to clients and policy actors.
Understanding the dynamics of these relationships and the ideologies of the midwives are central in
this chapter. The coded interviews can be found in Appendix E.

5.2. Frame on clients
5.2.1. Characteristics of the clients
The midwives are street level bureaucrats who are required to provide services for clients while
being in service of the government. They bring their own views and ideas to the table that influence
their work, as was already somewhat discussed in the previous chapter. To understand the dynamics
for this context specifically it is first required to see how the midwives describe the characteristics of
their clients. This can inform us on certain preferred and less preferred clients whom might get a
different quality of service. The interviews provided many different answers and descriptions of
clients, however still some general patterns are discovered. The interviews were thus analysed with
the theory in the theoretical framework on the service provider.
When asking what an appropriate age is in Ghana to start with children most of the interviewees
replied it was 18 years old. Several midwives (of different age ranges) mentioned a higher age,
around 25, as they stated a woman should first finish their education. There was however also a
younger midwife that mentioned that was dependent on the tribe and there were those who started
having children at the age of 15 or so and they would consider 18 to be too late to start with
children. This younger midwife also mentioned that the tribe in the Accra region was one of those
who had children early. It is interesting as the midwives who considered it appropriate for a woman
to have children when they are in their twenties have a very different view than what is described by
this younger midwife is considered appropriate in certain tribes. What is also interesting about these
age indications is that 18 would be the lowest acceptable number for a woman, as then she is no
longer a minor.
A reason why this is interesting is because the expert and one of the policy actors both mentioned
midwives often have an issue with adolescents coming for family planning. They also mentioned that
as a result, adolescents get chased away by them and this is a limitation towards them doing family
planning. Some midwives referred to themselves as adolescent friendly. This is interesting because
this was not asked to them in interviews and they brought this up themselves. A midwife mentioned
that even if a ten year old would come to the clinic they would get them family planning. Before I
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heard of cases of adolescent unfriendly behaviour these kinds of statements were made several
times.
A midwife mentioned that privacy was needed to help adolescents to get family planning otherwise if
people would hear of her age they would think she is a bad girl. It is also mentioned by a middle aged
midwife that adolescents are first of all counselled on abstinence and only when they find she cannot
abstain, they will get the family planning. In one case it was mentioned they had a special
anonymous corner for adolescents. This does raise questions on why adolescents need a special
‘secret’ place to get family planning. These issues that are being brought up reveal the existence of a
stigma on adolescents doing family planning. The extent of this and how it influences adolescents
coming to the clinic and also results in illegal abortions should be researched further.
When considering the theory the coping mechanisms of the midwife as a street level bureaucrat, age
is thus an important component in stereotyping clients. The more favoured clients appear to be
older. One would however expect more midwives to mention a higher age than 18. Based on the
statements of the policy actors and the expert it became apparent that younger clients are framed by
some as ‘children’. The psychological consequence will likely take the form of midwives approaching
their clients as such. When these adolescents come to the clinic (which is also a means of control)
they would then be treated as less favourite clients by midwives who have these views.
Another characteristic of the clients that was often mentioned was their level of education. It
appeared that more education was directly connected to less children, more insight in planning a
family and generally better common sense. It was said it were the less educated ones who ‘just kept
having children’. Though this was not directly stated, it became apparent that these women were
considered careless. Here again it becomes evident that the practise of street level bureaucracy
involves stereotyping, as is discussed in the theoretical framework. During conversation with a
Ghanaian who runs a day care/school for underprivileged children it also mentioned it is the ones
who are not educated that keep having children (See Appendix B). The reason that was given was
that they just liked having lots of children around them. From these statements it became clear that
illiterate uneducated women are framed as careless. The more favoured woman is thus the woman
who is educated and has a plan with regards to her life and the number of children, so an
empowered woman. The uneducated women with more children are stereotyped as careless women
whose children become bad people, as a midwife mentioned in the interviews. This means of
stereotyping could be a mechanism for street level bureaucrats to handle the disjuncture between
the imposed ideal and reality of service provision. The ideal would then be that the policy focuses on
the Malthusian view where women should have less children while they are encountered with a
culture where this is not the case. The consequences with regards to this are not clear but one can
imagine it will lead to more favourable conditions for the educated women with fewer children in the
consults.
The midwives mentioned there is no difference between the consults if someone is married or
someone is not married. When asked about whether they focused on different contraceptives when
someone would be married there were several midwives who replied confirmative. It was mentioned
that this was due to the different stages in the women’s lives. Several midwives mentioned they
don’t do this and go through all the methods with the clients. During the participant observation,
both practises were observed. During some of the consults the entire book of the life choices
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campaign was discussed and all the methods were mentioned. Whether some may be described
more positively than other cannot be said due to the language barrier. During one of the consults it
was apparent that the midwife stressed on the IUD while the client did not want this. For the cases
some midwives mentioned long term methods were stressed on, this involved clients who already
had a certain number of children. This indicates that clients with fewer children are the more ideal
clients and that this is encouraged. The theory on the exercise of power of the street level
bureaucrats in the case of the midwives will thus involve them exercising pressure on women to have
less children.
5.2.2. Reproductive goals
When discussing the reproductive goals of the clients with the midwives, it was mentioned that the
appropriate number of children for a woman depended on the number she could cater for. A middle
aged midwife mentioned that if women have more children than they con cater for they would
become social vices (bad people) who do drugs, are abusive and rob people. She said that though
they don’t tell women what to do they do talk to them about the number of children and that
women should not go beyond four children. This midwife defines “we should know better”, with
regards to having more children and the fact that being a good parent requires one to have less for
who they can provide education. When considering the theory of street level bureaucracy, her again
a stereotype comes forward where a responsible woman is one with no more children that she can
cater for. A number is even mentioned, that women should not go beyond for children. Women with
more children are appearing to be the less favoured clients for the street level bureaucrats of family
planning.
As described above, poor education was the reason often given for why women had a lot of children.
Those women are defined as the ones who don’t have a plan and keep having babies. It was
mentioned by a younger midwife that educated women usually had 2 or 3 children while uneducated
women had more than 6. Another middle-aged midwife describes that there are some women who
don’t care about anything and whatever reasons they might mention to encourage smaller families
are not listened to.
The midwives’ answer on the ideal number of children
ranged from 2 to 4. Women who come to the clinics and
have more than this amount are thus having more
children than what the midwives consider appropriate. It
is interesting to see how the answers with regard to the
appropriate number of children were similar among the
midwives. The street level bureaucracy also mentioned
that street level bureaucrats in the same position create a
collective perception with regard to their work. The
similarity in answers of the ideal number of children is an
example of that. The midwives do state they would not
impose their opinions and views on women. However,
considering the literature and the theories on power with
regard to street level bureaucrats one can imagine that
the midwives who have to divide their resources and time

This picture is shown in the book that is
used for the family planning counselling
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among their clients would favour the clients who plan their family as they deem appropriate. A
younger midwife argues that there are guidelines in approaching the counselling which prescribes to
treat different cases differently. So if someone already has more children, the midwives will stress on
long term and permanent methods. Another midwife (middle aged and in-charge at a big hospital)
also mentions that if a couple already has three children, the content of the counselling is geared
towards long term and permanent methods, that those are mentioned first. Gearing the counselling
towards this is a manner in which street level bureaucrats exercise power, as they control the
content of the counselling and therefore influence the outcome.
When the midwives were asked what reasons women give for wanting many children a wide ranges
of answers came forward. A reason that was mentioned several times was that sometimes the
woman will be an only child and she says she wants more children for the family. It was also added
that it is the woman’s mother who wants this and the mother will then take care of children. It is also
mentioned that sometimes women want to give birth to the same number as their mother did to
meet that standard. Several times it is mentioned that sometimes women keep giving birth because
they only have boys and want a girl or vice versa. Another reason mentioned is that some women
don’t want to do family planning due to religious reasons. Furthermore it is stated that women want
the children to have siblings. Others want more children because they think this will secure the
marriage or because they want to please extended family members. Additionally it is said that some
have big families just because they can because children a seen as a gift from God. There are several
midwives who mention big families is not something women want, it just happens. Finally, a reason
that is given why women have big families is because their husbands want this.
The knowledge of midwives on these reasons raises some questions. During the consults, there are
apparently women who have many children and are ‘required’ to give reasons for this. Otherwise,
why would these women explain themselves to the midwives and give reasons for why they have a
big family. This raises the thought that midwives as street level bureaucrats encourage an ideology
on the number of children women are ‘supposed to have’. The consults can then, when you consider
the answers the midwives give, simply not be without a view that favours fewer children. This was
already mentioned before but these statements confirm this. Here some elements of the manner in
which the counselling is geared in a certain direction and the manner in which the street level
bureaucrats exercise power come forward.
It was also discussed whether there were women who were married and had not children yet came
to do family planning. Most answers were confirmative. Examples that were given of why women
would want this were that it was due to religious reasons (dedicating themselves to evangelising) or
education. A midwife mentioned people would expect you to have more than one child but that if a
woman does not want more, she should simply ignore this and do what she wants. This indicates that
this midwife considers women can easily ignore societal pressures and ‘make their own choices’.
Another interesting dimension of view of the midwives on what their clients reproductive goals
‘should be’ involves the spacing of children. During the counselling women are informed about the
benefits of spacing. Answers on how long a woman should space between her children were often 2
or 3 years. This again appears to not be in reality with the choices women make with regards to
having children. It also again indicates that fewer children, which are also spaced, are considered to
be more favourable in the views of the midwives.
46 | P a g e

When considering the theory of street level bureaucracy, a few things come forward. Though the
narrative of the midwives repeats often that they merely provide information and services for the
women to make an informed choice, there is a clear nudge towards a favourable and unfavourable
kind of client. One stereotype is the uneducated woman with “flimsy excuses” on why she wants
many children. This is a stereotype of a woman who does not plan ahead, though ‘apparently’ is free
to do so but simply does not. The ideal client however is the woman who is educated and married.
Who is not an adolescent anymore and has about three children which she also spaced with two or
three years.

5.3. Culture and stigma’s
5.3.1. Bride-price
With regards to bride-price, more than half of the midwives did not consider this to be a factor that
influenced the freedom of choice of a woman and her use of family planning. The midwives who did
think it was an influence either gave the reason it was because the men would feel he owned the
woman. It was mentioned that if a men would pay a big price for a woman she would be kind of a
slave. De other midwives in total thus stated there was some influence from this.
Similar as in literature they thus also defines this related to the buying aspect leading to women
having little say and the men being in charge. It was also mentioned that as the families were paid,
they would be involved in the decisions making of the couple. There was no reference to whether the
midwives were involved in this themselves or how they would try to reach out to women who find
themselves in such a situation. This shows that there is not only little to no consideration for these
dynamics at policy level, but that the street level bureaucrats also don’t really take these dynamics
into consideration in their work.
5.3.2. Matrilineal and Patrilineal
With regards to the matrilineal and patrilineal heritages, and the influence this has on the freedom of
a woman and the number of children she has, answers varied greatly. Most considered it was not a
factor. It was added that those systems were disappearing and were much less of a factor in the
‘progressed and modern Ghana of today’. There were a few midwives who did consider it a factor
but related to the heritage system, not the position of the woman. The explanation was that in the
matrilineal system a brother takes care of his sisters’ children. Midwives mentioned they did then
often not take good care of their own children and that this system is disappearing. She mentioned
that it happens the sister’s children you took care of neglect you and your own children will too, as
you did not care for them as much. A midwife mentioned within the patrilineal system they had
more children to do labour on their farms and because they considered many children to be a
prestige. It is interesting this inheritance system was mentioned as a reason for fewer children but
not the gender dynamics and the position of the woman. Literature suggested that in matrilineal
societies the women are more empowered, however none of the midwives mentioned this. It is
interesting that this is not detected. In general, 10 out of 13 of the interviewees stated it was not
difference at all and they were all the same. Perhaps these differences are not so apparent that this
distinction is made.
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It is still interesting to see that this dynamic that literature indicates is relevant to take into
consideration with regard to family planning is not considered to be of interest at policy and street
level bureaucracy level. This raises the question whether there is a clear understanding in the family
planning services of how gender issues influence the uptake of the service? This will be discussed
more later.
5.3.3. Infertility
Regarding infertility there was general consensus that in Ghana women are blamed for this even
without the knowledge whether it really is the woman who is infertile. Several reasons were given
for why this is the case. One of midwives mentioned it is the woman who took the fault for the
infertility even if they knew it was the men because they did not want to expose their husband.
Another reason that was given is the male ego that men think it cannot be them who have the
problem. Furthermore a midwife mentioned it was simply in the culture and a reason could be that
they think the woman may have done an abortion and therefore cannot get pregnant again. A very
interesting statement from one of the younger midwives was that she said that the reason for the
blame was that it was because in Ghana it is believed the woman carries the pregnancy. This manner
of addressing the issue would suggest that if the woman carries the pregnancy she is therefore
responsible. It also suggests that if one would not believe the woman would carry the pregnancy that
would lead to the responsibility not being on the woman. Whatever was meant by the statement,
there appears to be the connection between the woman carrying the child and being responsible for
getting pregnant. Several other midwives also mentioned that as the woman carries the pregnancy, if
she does not get pregnant it is therefore considered her fault. Furthermore the woman is also made
responsible for getting the family planning and for caring for the children. This will be further
elaborated on later.
The repercussions that follow when a woman cannot get pregnant are described differently by the
midwives. Some say everybody minds their own business so there will be none. However there are
more who mention that the husband and the extended family will not be pleased and this will affect
the treatment of the woman. Specific examples that were mentioned of what this treatment entails
were the abandonment by the husband, the husband cheating on the woman and insults by family
members. However this of course does not only happen in cases of infertility. These are however
very interesting dynamics to take into consideration in relation to for example the aspired fertility
rates a country sets. As described in the theoretical framework, the reproductive health sector
should consider the context in which women live. The same applies for the issue that having children
within a marriage the midwives described as a manner to keep a marriage secured. This is thus also a
reason for a woman to have children, to make sure their husband does not leave or takes another
wife. The wedge of power in which a woman finds herself, which was elaborated on in the
theoretical framework, comes forward here. The stigma on infertility and the issue that women get
children to secure their marriages are pressures from society which influences a woman’s
reproductive choices.
The midwives describe there is a lack of education which leads to this prejudice, as it can also be the
men who is infertile. It does not become clear whether they also would quicker assume it is the
woman who is infertile. They do mention they are aware of the fact that men can have low sperm
count. Some even mention it is more often the men’s fault that the woman’s. What is interesting to
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see with regards to the frame on infertility it that ‘blame’ and ‘fault’ are words that are not
uncommon in this situation. They do however mainly frame the blame on the woman to be
uneducated. What is evidential from the interviews is that they do expect women to have children.
So if a woman comes for family planning while she is married and does not have children, some
mentioned they would ask why. A middle aged midwife mentioned if this happened the service
provider would think “What is happening?” Some midwife mentioned this simply does not happen.
So a married woman who doesn’t have children is a phenomenon that does not make sense to the
service providers.
The striking difference in answers is thus mostly found in that some say nobody cares if you are
infertile. This is difficult to believe considering literature and the general culture that a woman
should get married and have children, as also mentioned in the participant observation. This shows a
lack of consideration for this socio-cultural influence that exercise power on a woman’s reproductive
choices.
5.3.4. Abortion
The issues surrounding abortion were first introduced during the participant observation. During a
conversation with two women this issue was discussed. They lined out that in their knowledge,
midwives oppose abortion. The issue of abortion thus connects to the theory of how street level
bureaucrats exercise power based on their views. These women mentioned there were a lot of illegal
abortions taking place and that when women went to the clinics with complications from this, they
would sometimes be turned away. They explained this could happen because the midwives would
then not register these clients so it would not harm them or be traced back to them. When
mentioning this delicate subject in the interviews there were many who replied a midwife would not
send a client away knowing she would die. After however rephrasing the question to whether they
had ever heard it happened somewhere else, there were some confirming answers.
Generally it became clear that there are many midwives who have issues with abortion due to their
religious background. This extended even more to the actual execution of the abortion. The
midwives mentioned this would be solved by referring the clients to another midwife who would be
willing to do the service. It is however the question whether this would happen. If a midwife would
have objections with regards to helping a woman go for an abortion, would they then refer these
clients to others they know would then do it and the abortion would take place?
According to the midwives this would be the case. The expert, as mentioned earlier, stated that
sometimes the midwives chase these women away and publicly embarrass them. It could be argued
that if this is common, this encourages illegal abortions and prevents people from coming to the
clinic. A middle aged midwife mentioned that society would frown on abortion but that midwives
would always help out. She also added that abortions weren’t such a serious problem anymore due
to emergency contraceptives. This same midwife however specifically mentioned they would help
women out ‘in case of incest or rape’.
This midwife mentioned that if women come with complication from an illegal abortion: “When she
is in a critical condition she needs to be helped. So we help them out. If it is maybe incest, rape, they
come” (see Appendix E). This raises the question what would happen if women performed an illegal
abortion while there is no case of incest or rape. Likely they would not tell the midwives about the
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manner in which they got pregnant. Furthermore it is mentioned that most Ghanaians consider
abortion to be a crime while at the same time it is mentioned several times that abortion law is
liberal. From this it can be concluded that abortion is a big issue in the ideology of many midwives
and of the power struggle though it is part of their profession, their personal views result in different
treatment of clients. Midwives who sent away women who want an abortion or have complications
from a criminal abortion have the power to ‘sanction’ what they deem inappropriate behaviour. As
they are in control of the means of the service, as elaborated on in the theoretical framework and
the client is powerless in that situation. The views of the midwives as street level bureaucrats who
control the means of the service are very important here. Women who want or have undergone
abortion are the less preferred client in this and this influences their treatment directly when they go
for an abortion and possibly also when they come for family planning methods. Which sanctions exist
for women who want contraceptives when it is revealed they have undergone abortion does not
become clear. But where the above described views are present among the service providers, they
will at least encounter psychological sanctions.
One younger midwife added an entire new dynamic to this case that related to the insurance system
in Ghana. She mentioned that complications from illegal abortions are not covered by the insurance
and therefore women who are not able to pay would die. She mentioned some consider this to be
their punishment. When asking another midwife about this issue she said this was not true, that if
there would be complications she would be helped and they would not first ask for money. This
should be researched further. In my own experience I found there is truth to the argument hospitals
sometimes require payment first. When I was in the hospital myself, there were certain tests that
should have been done but were not done when my insurance had not confirmed they would pay.
Also during the participant observation a woman told me that she found there is very little care for
patients in public hospitals in general. She had lived both in Ghana and in the Netherlands and she
found that in Ghana her experience was that if you were liked you were helped. Those doctors would
not necessarily do everything to save your life. She mentioned an example of a person she knew that
underwent surgery and they thought she was dead without properly checking. She was stitched up
very badly and woke up in the mortuary building. She also mentioned she knew two nurses who
came to volunteer and found women in labour were not properly cared for and were not told how
delivery would go. They would only be helped if dilation would be far enough to push. If these things
take place, though they of course should not be interpreted as a general account for health care in
Ghana, however they are accounts of an attitude that is present in the health sector. And one can
imagine that women who come with complications from illegal abortions would not be the most
popular clients among midwives who oppose abortions. This should however be researched further
to understand the gravity of the issue.

5.4. Frame on gender
5.4.1. Responsibility regarding family planning
In the interviews, the issue of who was considered responsible for getting the family planning, the
man or the woman, was also discussed.
Literature reveals a discrepancy between the men as the head of the household and that it is not
deemed appropriate for a man to meddle in family planning. Most midwives mentioned it was the
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woman who was considered responsible for getting family planning. When men come to the clinic it
is mentioned it is usually to accompany their wife. Few mentioned that a man would come alone.
Reasons that were given for why a woman was considered responsible varied. Some mentioned the
men did not have time or because there aren’t a lot of contraceptives for men. However it is also
mentioned that women need permission from their husbands before they come.
Several times it was mentioned that it was the woman who got pregnant so therefore it is the
woman’s responsibility. Also if a couple would not be married and they would get pregnant, the
blame would be put on the woman. With regards to the discrepancy found in literature one midwife
mentioned that men don’t come due to cultural reasons. She mentions even the service providers
are biased against men coming to seek family planning services. Another reason that is mentioned is
that men don’t want women to do family planning and therefore the women come alone. The issue
of women doing family planning in secret will be discussed later.
The reasons why women are considered responsible thus display several gender dynamics. Though it
could logically simply be that almost all methods are for women, the answers of the midwives show
the issue goes deeper than that. It is the issue of responsibility for the consequences as well as for
the services. In one of the clips from the life choices campaign the message transmitted was that the
girl who is pregnant who should have gotten the family planning. With regard to the female body as
an object of power described in the theoretical framework, it is displayed that if responsibility is put
on the women, women are also held accountable. So on the one had they are responsible for getting
pregnant and if they don’t, they will be blamed. But on the other hand they are responsible for
getting the family planning and having ‘a responsible plan’.
These are important aspects for reproductive health policies and service providers to consider. It
reveals what the theories of the theoretical framework on the power dynamics regarding women’s
bodies involve in practise. Because though women are framed as being responsible, it already
became evident that many women in Ghana are not free to make their own decisions regarding this
‘responsibility’. This thus reveals a discrepancy between responsibility and decision making power.

5.4.2. Secrecy
With regards to clients doing family planning in secret, some contradicting statements were found.
There were even midwives who contradicted themselves and changed their answers. The question
on whether women did family planning in secret was confirmed by all midwives. When they were
asked whether there were many women who did family planning in secret answers were also often
confirmative. However, when after a while focusing on the freedom of choice of a woman, midwives
indicated women had this regarding family planning. When then again asking about the secrecy
issue, this was then reframed into ‘not so much of a problem’ even while some first stated this
happened very often. It is interesting to see there is thus no stigma regarding the secrecy but there is
a stigma on mentioning women’s freedom of choice. It appeared as if freedom of choice was often
interpreted as present, even when women had to do family planning in secret. The view is that you
can ‘freely do it in secret’. The issue regarding women’s freedom of choice will be further elaborated
on later.
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It came forward there are thus quite a number of women who do family planning in secret. An
indicator for this is the client books the family planning departments gives to their clients. The
women who do family planning in secret want the book to remain at the clinic. The next
appointment would then be written down on a small sheet of paper. An estimate of the multitude of
this issue regarding the secrecy could thus
be further researched by counting the
booklets and see how big this percentage
the total number of clients that come into a
clinic. This would however still not display
the full magnitude of the problem because
women whom are the least empowered
would not even come to the clinic.
Another element of the secrecy is that it
influences the contraceptives the woman
chooses. Women who don’t want their
husbands to find out they do family
planning choose an ‘invisible’
contraceptive. These are the contraceptives
Drawer at family planning clinic full of client books. These are
that they don’t have to take home and are
books that are not taken home because women don’t want
not visible on the outside but that they can
their husbands to find out they are using contraceptives
just get at the clinic. Most commonly
mentioned were the injectable, the IUD and the implant. When the IUD is used it was mentioned that
then the cord was cut. The implant requires a plaster in the first days so that could be a risk if the
husband recognizes this. The injectable is not traceable but has a short duration. There were
examples mentioned by midwives that husbands recognized the plasters of the implant and brought
their wives back to the clinic to remove the implant. Another case was mentioned where a man came
to the clinic with a picture of his wife, asking whether she had done family planning as he had heard
from other she did.
The situations in which the women who do family planning in secret find themselves were framed
very differently by the midwives. Some said that if the husband would find out it would lead to
possible domestic violence or divorce. Others mentioned this would not happen and there would not
be consequences. For example an older midwife was very firm that this would absolutely not lead to
violence. Women who do family planning in secret where described to be tired with the burdens in
their lives and are not able to handle any more. Literature also suggested that if a woman in Ghana
would cross her husband and do family planning in secret this would lead to domestic violence as he
is considered the head of the household (Bawah et al, 1999). It was mentioned that the violence is a
result of the notion that men associate family planning with promiscuity and them finding out might
lead to the conclusion their wives must have an affair (Bawah et al, 1999). In addition it is of course
also in general a threat to the men’s role as head of the household. It is also mentioned that there
are men who don’t want their wives to do family planning because they heard it creates side effects.
As previously mentioned, one of the policy actors spoke of the issue that the midwives no longer ask
for the husbands during consultations. The policy actor (f) was very certain this did not happen.
When speaking to the midwives most of them however indicated that they did inquire after the
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husband and suggested clients who do family planning in secret should get their husbands on board.
They stated that if a woman mentioned her husband would never agree they would go ahead with it.
One can derive from this that there is thus still a mind-set towards getting agreement from the
husband. How much the midwives focus on this topic and how firm they are in these conversations is
not clear and would require more research. It was also mentioned by a younger midwife that she
would suggest the woman would first speak with the husband and then she would come back and
get the family planning. An older midwife mentioned they did not ask but the women would
immediately mention they did not want their husbands to know. This same midwife stated earlier
that men and women in Ghana have an equal say in the relationship yet gives an example of women
getting permission of their husbands over the phone to use a certain contraceptive. This midwife
mentions the following about when she is confronted with a woman who wants to do family
planning in secret; “Some they come with their mind made up (to not tell their husband). And then
you council and council and council her, but she says “I’m in the house and I know what I’m going
through” so we’ll leave it” (see Appendix E). This clearly shows this midwife tries to persuade women
to talk to their husbands and not do family planning in secret. Another middle aged midwife who is
the in-charge in her facility mentioned that if the husband was not involved, the midwives would
educate the clients on ‘partner negotiation’ to ‘teach them’ to talk to their husbands on
contraceptives and get the husband to be involved in that manner. This midwife mentioned that they
would not tell them not to mind their partners but help them ‘do the right thing’, to try to involve
them.
What is difficult to understand about this dynamic, is how it matches with the fact that earlier it was
stated that women are considered responsible for getting the family planning. It appears there are
many different norms and ideas of how women are supposed to handle getting family planning.
There are different pressures from both the husband and the midwife that the women are supposed
to navigate their way in. This again shows how many dynamics are involved with decision making on
family planning and how important it is to understand how the context in which women live
influence their reproductive choices, as explained in the theoretical framework.
Apparently, there is a great range in manners in which the midwives address these issues. A few
mentioned they would never ask for the husband as they don’t want the women to think they need
their husband’s permission. In the Reproductive Health Profile this is specifically mentioned, that
policy prescribes spousal consent is not required while it first was (Odoi-agyarko, 2003).
The issue of secrecy was confirmed by the midwives, but what can their answers reveal on their
frame an ideology. There appears to be no judgement towards the secrecy directly, but one could
still conclude they prefer clients who discuss openly with their husbands. Whether there are in fact
still midwives who do stick to the old way of requiring permission from the husband should be
researched further. This would then be a clear use of power in distributing sanctions towards women
who don’t comply with traditional roles. This would however be a strange dynamic as midwives do
think women should limit the number of children.
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5.4.3. Decision making power of women
A main issue regarding gender and family planning that was found in the literature was that women
were not free to make their own decisions but were subjected to the authority of their husband.
When asking the midwives whether women in Ghana are free to make their own decisions they all
replied ‘yes’. What is interesting about these answers is to consider what this freedom means or why
the answers were confirmative. The answers were confirmative even when the midwives mentioned
a lot of women did family planning in secret due to their spouses’ disagreement.
The answers were confirmative even by those who mentioned the men were the head of the
household and women have to ask permission to their husbands. There were many dynamics
discussed that would indicate the answers to this question would be no. A reason could be that
freedom of choice is a more sensitive issue than the other topics. It could also be that freedom is
defined differently by these midwives. What could confirm the first possible reason is that there
were midwives who mentioned there were a lot of women who did family planning in secret at first.
However when asked about the freedom of choice of women they changed their answers regarding
the secrecy and stated that this is rare.
What became clear from the start of the research is that men are the head of the household in
Ghana. How they enforce this position or how strong this is would likely differ per family, tribe or
region. During the participant observation it was mentioned that women were obliged to take care of
the children and the household. If a man would want to cooperate and help out that would be his
choice but the main responsibility would fall on the woman. It was stated that women had no option
to not get married or not have children, because that would be somewhat of a disgrace.
The influence of the extended family is also relevant in this. The answers differed with respect to the
extent of this influence. The midwives who mentioned there was influence explained that the
mother in law has the biggest influence after the husband. So similar to what is described in
literature, the extended family would meddle in the business of how many children you have. It was
mentioned that infertility would be ridiculed by extended family members and a woman would face
insults. If a woman will not deliver soon enough they will say there is something wrong with her.
There were a few midwives who mentioned the extended family did not mind your business and that
that is something of the past.
When considering the theory on the female body as an object of power and the meaning of
autonomy that were described in the theoretical framework, it becomes clear that midwives argue
women are autonomous despite restraints of their environment. Even if the gender dynamics pose
barriers for women and their husbands don’t want them to do family planning, they are still ‘free to
make their own decision’. Some midwives refer to it as being a woman’s right. However, it also can
be seen as a manner of defining a woman’s responsibility. This connects to previous findings; that
women are considered responsible and, what this section shows, able to get family planning and
make ‘responsible choices’. The power dynamic then becomes quite complicated. As though the
awareness of the influence of the husbands’ power over women is present among the midwives,
they are also focused on gearing the women towards a low fertility rate.
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5.5. Everyday work
5.5.1. Family planning focus
Understanding how midwives view what things are important in providing family planning services
would reveal aspects of their ideology with regards to this. Of course one should be aware of the
limitation that answers might be the ‘socially acceptable’ answers, still insights can be gained from
their frames on what the ideal is. It is mentioned several times that the services and counselling that
is provided should be similar for all clients. This statement reveals the reality that midwives are
imposed with an ideal with regards to the service provision. The ideal frame displays they should not
prefer certain clients over others and the quality of care should be equal for all. This would mean
their own views would not affect the service provision. It however already became clear from the
previous chapters that there are preferred clients, as the theoretical framework also explained.
The midwives frame the counselling is meant to inform women, to let them know the disadvantages
of a larger family and the advantages of a smaller family. The midwives mention that it is the woman
who makes up her mind and that they are not forcing their views on them. The information that is
mentioned is stated to let the woman know of the health risks of a bigger family. Also that with less
children, you can take better care of them and give them a better live. The midwives frame of the
counselling sessions is that they are there to help the woman make an ‘informed choice’. However,
though the frame is that all clients are treated the same, the fact that the information has values of
‘better’ and therefore ‘worse’ in it, is evidence of a more ideal and less ideal client. Considering there
are clients with less and more children, the ones with less fit within the ‘better’ picture. As the
counselling discusses these issues, the counselling of these women will automatically be more
positive. The clients with more children, or a desire to have more, are the ones who need to be
‘informed’ about making better choices. This relates to the theory on street level bureaucracy that
explains that the street level bureaucrats are in power over the means of their service and their
views influence the service provision.
From this, it does not become clear how the ‘less preferred clients’ are treated differently but it does
become clear that the ideal clients will have a smaller family and do family planning. A manner in
which midwives inform clients about these things is by targeting women in antenatal care. They
inform them about family planning and spacing when they have just delivered. Another aspect that is
mentioned is the issue of trust, it is mentioned that counselling should always be confidential and
clients have to be able to ensure that. Furthermore counselling on STI’s and HIV are part of the focus
in counselling.

5.5.2. Limitations
With regards to the midwives everyday work, several limitations were mentioned. It was interesting
that there were some midwives who mentioned they experienced no limitations at all and everything
was in order. These statements also contradict with the comments of the policy actors, who
mentioned service delivery faced multiple challenges. The limitation that was mentioned the most
was that there was not enough privacy in the unit. The space would be orchestrated in a way that
everybody could see the clients sitting at the family planning unit. Sometimes there would also be no
or little space to discuss sensitive issues in a private room. The issue of privacy can pose quite a
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barrier with regards to the women who want to discuss sensitive issues. The fact that some units are
open and everybody being able to see who sits at the unit and would also be a limitation towards
women who want to do family planning in secret. With regard to the gender issues, privacy in the
clinic is very important. Another limitation that was mentioned several times was that commodities
would run out. When a woman would come for a specific contraceptive this poses problems. One
midwife mentioned that if women have to travel very far and then the clinic does not have their
contraceptive, it would discourage them coming to the clinic. While being in Ghana, I noticed it was
quite common in many settings that things ran out. One can imagine that this might even be a bigger
problem for clinics on the country side. Other limitations that were mentioned were old equipment,
not enough trained staff and not enough space at the teaching hospital to let all the students
observe. These limitations are also barriers with regard to the ideal and objectives that the midwives
as street level bureaucrats are imposed while the reality and their capabilities are restrained by
these. It appears as if the statements that there are no problems or limitations are a case of feigned
ignorance.

5.6. Relation policy actors
5.6.1. Agreement with goals
When mentioning the focus of the policy documents to the midwives they all responded rather
positive. Of course the terms of access, quality and promotion are rather vague and the actual
content was not so much discussed. The midwives merely stated this was a good focus and they
agreed with it. When asking what they thought was good about it, several interpretations came
forward of what this approach intended. There was little uniformity in these answers, merely that
the mentioned they were all on board with the approach of the policy actors. It is interesting to see
the midwives give very little indication of their own views on what is required to improve the family
planning services. Since the service providers are the ones who are experiencing firsthand what the
problems in service provision and in the local contexts are, it would be expected they would
elaborate on this. The agreement with the ideal can be seen as a public transcript. Unfortunately due
to time constraints, what the hidden transcripts are has not come forward.
5.6.2. Perception on communication
The communication of the policy actors towards the midwives was also discussed in the interviews.
Many midwives mentioned that information from the policy actors came through letters or by
informing the in charges who would then educate their staff. When asked whether the rationale
behind the changes were explained, to gain insight in their views on informational justice, most
replied it was and only few mentioned it was not. The manner in which the midwives have to
communicate to the policy level was also through the in charges. A problem with that, a few
midwives mentioned, was that you would not know if it would reach the policy level. One would
have to follow up on this, but the chain of communication is very long and it could therefore take a
long time before it reaches the policy level. They would also not be completely sure if their messages
would ever come through. The same applied for the information from the policy level to the
midwives. A midwife mentioned the information traveled a long time before it would reach the
facility. There are thus examples of cases where the midwives disagree with certain issues. Issues
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where decisions made were not accurate (procedural justice). The midwives also communicate
through writing reports which would update the policy level on how things are going in the facilities.
Midwives as street level bureaucrats get instructions from the policy level and according to this
theory; the policy level would provide them with an ideal that would not be reachable. It is
mentioned this would often result in the street level bureaucrats do concessions with regards to the
work. Also if they would not agree, they would not comply. There is little mention of this noncompliance by the interviews. There was one midwife who mentioned if a change would not work
they would stick to the old way. What the reality of the survival techniques that are needed to deal
with these expectations are has not explicitly come forward. It could very well be that the midwives
did not trust me enough to answers questions regarding their ‘bosses’ in a negative manner.
However, it could also very well be that some midwives experience social pressure to comply if their
colleagues do to.
When discussing whether the midwives thought the policy actors were aware of the everyday work
of the midwives, different answers were given. Some thought they were aware and referred to the
means of communication or the fact that policy actors had often been on their level. There were
however midwives who were not so sure about this. A midwife mentioned the policy actors are
aware of the problems in the clinics broadly but would not be able to identify which problem takes
place in which clinic. This frame indicates that if indeed policy actors are considered not aware of
these problems, they also lack information to come about accurate decisions, which is a lack in
procedural justice.

5.6.3. Perception on the gender involvement
There was agreement among most midwives that policy actors are aware of the gender issues that
are relevant in family planning policy. It was mentioned the policy actors try to target this through
focussing on male involvement in campaigns and through education. It was also mentioned that the
policy actors are aware because of the reports that the midwives delivered and the meetings they
had with them. An example that was given that a report would state it if a men had come with his
wife to have a contraceptive removed. Through these accounts the midwife mentioned, they became
aware. There were further no suggestions of what policy actors could improve in this.
It is interesting to see they consider policy actors to be aware of gender issues, as in policies this is
such a neglected area. It could b argued that the midwives themselves consider this does not require
more focus. That what is being done is enough. This would not come as a surprise when considering
the midwives find, despite of gender inequality; women are free to make their own decisions. If a
general expectation of midwives is that women can decide freely and autonomously, more focus
would not be required in their view.
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6. Discussion and Conclusion
This report has discussed a number of elements of the relationship between gender and family
planning in policy and practise. The answers to the sub questions, main question and the final
conclusion will be discussed here. ‘
The first sub question is: ‘What gender dynamics that pose barriers to family planning are found in
literature?’ Literature contains clear indications that certain problems regarding maternal mortality
are rooted in Ghanaian society. Literature reveals family planning uptake by women is limited by
gender barriers. Since men are considered to be the head of the household, women have to ask
permission if they want to use family planning.
As defined in the theoretical framework, reproductive health involves the context in which women
live and in that context a power struggle with regard to the female body takes place. The assumption
that individuals such as these women can take decisions autonomously does not apply in this
context. Theory shows that other kinds of law, such as family law, also shapes women’s lives. When
considering the definition of personal autonomy as defined in the theoretical framework, it can be
seen that this is limited as there is thus no full freedom from a controlling influence in this setting.
Certain studies even showed about half of male and female respondents considered it was justified
for a man to beat his wife if she used family planning without his permission. When looking at
literature that described femininity and masculinity in the Ghanaian culture, this also showed the
men is considered the leader and decision maker and that women are more passive, which would
make women more susceptible to influences of power.
However at the same time, studies showed that culturally men are not expected to be involved in
reproductive health issues and were not targeted with health information on this. The targeted actor
of health education was found to be the woman. Another dynamic that was found in literature, is
that the mother-in-law of the woman also has considerable ‘power’ in certain Ghanaian settings. So
when considering the theoretical framework of the female body being an object of power, it
becomes visible that the husband and in certain settings also the mother in-law exercise that power.
Certain dimensions of the cultural context according to literature reinforce gender inequality. In
patrilineal societies women have a less empowered position and bride-price payments by which
women are considered property of their husbands are two of those dynamics, which again are power
dynamics that exercise influence on the female body. Finally, the there is a stigma with regards to
infertility. This again displays a part of how the female body is used as an object of power, as a
woman is blamed when she does not have children. The woman is considered responsible and the
fact that a man can be the one with the problem is not considered here. These are gender dynamics
that literature described pose barriers to family planning.
The second sub question is: ‘Are gender barriers regarding family planning taken into consideration
in family planning policy interventions and campaigns?’ When policy actors define policies, one
would hope the ‘best practises’ that are searched for would take these kind of dynamics, as
described above, into consideration. The policy discourses and the frames of policy actors regarding
these local contexts will also determine the direction the policies take. Lewis and Mosse (2004)
elaborated on how it is important to look at the effects of this direction. However not only the local
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context, also other dynamics and settings in which these policy actors operate, such as being part of
the international community, will influence this. As mentioned in the theoretical framework, the
agenda setting involves many influences, for example finance-based and donor-driven but also
political.
Policy documents where studied while considering the policy theory from the theoretical framework
and the theory of framing. The different elements that make up a successful frame, which are:
diagnostic, prognostic and motivational, are the paradigm that was used to study the
conceptualization of the issue. The diagnostic frame displayed the problems are defined mainly in
terms of ‘maternal mortality’ and ‘high fertility rates’. The high fertility rates are however also
defined as a cause, as ‘women having too many children’ is framed as the reason for maternal
mortality. One can thus already see that the main focus with regard to family planning is on reducing
maternal mortality and not on women’s empowerment.
In the descriptions which define the solutions to these problems, the prognostic frame, family
planning is put forward as a ‘quick fix’ to lower maternal mortality rates. Because when women have
fewer children, there are less maternal deaths. Studying policy documents displayed little attention
for the gender barriers that limit the uptake of family planning. Issues regarding spread of family
planning where framed in general, non-controversial terms such as increasing access to, quality of
and promotion of contraceptives. These are frames that do not contain political risks and display the
influences to agenda setting defined above. When considering the motivational frame within these
documents, the victim of the issue is also again defined very broadly in terms of ‘Ghanaian citizens’.
The conceptualization of the different problems for different societal groups due to gender dynamics
and certain societal structures is not problematized. Therefore the gravity of the issue, which is also
part of the motivational frame, is not clearly indicated, as the gravity of the issue is not the same for
different societal groups and for women and men.
The main use of gender in these documents is in deliberating on the reproductive health frame. One
could say the prognostic frame on gender inequality is the right’s based focus, which entails the
solution to gender inequality resides in the frame that you can, according to law, and therefore you
can in practise. ‘Can’ then refers to the ability of women to get family planning despite societal
constraints. This reproductive health frame is said to promote gender equality as a right yet this
rights based approach was hardly present in any of the plans of action. It also entails the focus should
be on more actors than mainly on women, which is also not applied in the activities.
Where the health care gender policy, which also discusses family planning, was expected to be a step
in the direction of eliminating gender barriers, the absence of a budget (and the interview with a
policy actor (f)) revealed this was not the case. Some of the descriptions within the gender policy
were also offensive to women and described them as ignorant and passive. The life choices campaign
also did not address gender issues. Though the commercials could be seen as encouraging of a new
morale, it is questionable that it resonates with societies in which gender inequality is deeply rooted.
Displaying couples who are equal in decision making on family planning will not be relatable for many
women in Ghana and might therefore even be disempowering for women. It would be advisable for
the next campaign to address the gender inequality issues as opposed to imposing a middle class
ideal. Both the policy documents and the campaign ascribe a considerable amount of agency to
women as if they are fully autonomous. Considering the definition of autonomy in the theoretical
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framework and the findings on literature on the position of women in Ghana, it is very evident that
the policy documents and the campaign are ‘gender blind’. This mismatches with reality and also
puts pressure and responsibility on women, which due to socio-cultural barriers is not realistic. In the
theoretical framework it was elaborated on how in reproductive health, the context in which women
live should be considered. Yet this is not taken up in the policy documents and campaign.
The middle class ideal could also be related to the role of the men in the campaigns. As literature
shows there is a stigma on involvement of men with family planning. Framing the men as involved
middle class men that this stigma does not apply to does not address this local context where this
stigma is present. Though encouraging male involvement is important, the campaigns should take
this stigma into account.
The third sub question is: ‘How do policy makers frame problems regarding family planning and what
role does gender play in this frame?’ The frame the two policy actors shared is the prognostic frame
on spreading family planning by creating ‘accessible quality services’. There was a considerable
difference between the policy actors and their manners in which they problematized gender
dynamics in their diagnostic frames. The first policy actor (m) displayed much less focus on this than
the second policy actor (f). Some of the answers of this policy actor (m) displayed he himself also
considers men to be superior. He (m) focused much more on the health service providing
information and creating contraceptive security through improving access, which are all rather
general and non-controversial explanations. When considering the manner in which policy follows
from practise, as Lewis and Mosse (2004) describe, the fact that policy actors are part of the culture
should be taken into consideration. Framing the problems in a non-controversial way give space to
both this policy actors cultural roots (and the views regarding femininity and masculinity that exist in
the culture) and the ‘demands’ of for example international partners. The female policy actor (f)
however wished she could do much more with regard to gender inequality. Gender inequality was a
big part of her diagnostic frames regarding the problems that limit the spread of family planning. She
(f) also mentioned gender was hardly taken into account and the gender policy document was not
executed. The diagnostic frame of the problems regarding family planning was thus very different
among the policy actors. The extent to which gender was part of their diagnostic frame varied
greatly, which also results in different prognostic and motivational frames. As of course policy actor
(f) that viewed the gender issues as very serious problems also geared her answers on the solutions,
victims and gravity of the issues more towards a gender dynamics involving focus.
Furthermore, there was no agreement among the policy actors on the effects of the bride price and
the differences between matrilineal and patrilineal societies. This shows there is not an important
topic within the health service in such a way that it is discussed and a common diagnostic frame with
regard to the different problems in these societies is developed. With regard to cases of infertility,
both policy actors mentioned this was a serious stigma that causes great suffering for women, as
women are blamed for infertility. With regard to abortion, the answers however differed again. The
male policy actor (m) found abortion care did not have much struggles as they have certain sanctions
in place to punish non-compliance of midwives.
He thus refers to the public transcripts of punishment as being effective in this regard. His colleague
(f) however mentioned illegal abortions are a big problem, especially regarding adolescents who got
send away from the clinic if they want to do family planning. She (f) defined the midwives are not
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gender sensitive at all. The expert also confirmed many midwives have objections towards abortions.
The female policy actor (f) and the expert are thus referring to the presence of hidden transcripts
which display the beliefs of the midwives towards abortion and takes place ‘backstage’. The fact that
the male policy actor (m) did not have an extensive diagnostic frame on the abortion issues leads to a
small prognostic frame on the issue. This again displays how important the diagnostic framing
element is, as the manner in which the problems are defined also guide what are considered
solutions, which guides action.
A discrepancy was detected in the frames of the policy actors’, which resonates with the differences
in the Malthusian and women’s rights views that were discussed in the theoretical framework. The
first focuses on population control and sets goals to reduce the fertility rated and considers that
increases development. The second focuses on women’s freedom of choice to decide purely for
herself how much children she wants in full autonomy. Both narratives can be found in statements of
the policy actors. Influences from both movements might be present as they both serve a different
purpose, which is needed to please different collaborators such as different NGO’s and international
organisations. This would have to be researched further. Policy as a ‘framework of interpretation’, as
discussed by Lewis and Mosse (2004), would have to be described in very general terms to facilitate
to both multiple collaborators. However, the existence of a goal to reduce the fertility rate collides
with defining a woman as fully free to make her own decisions. This is because such a goal is one that
requires an effort to reduce the fertility rate, which would require exercising influence on women to
limit the number of children. It displays the presence of a view that defines it is better for
development if women have less children and this should be ‘encouraged’. It also again displays a
dimension of how the female body is an object of power. Considering the frames in the policy
documents and of the policy actors, it can be said the Malthusian view in which family planning is a
means to improve development is dominant.
The fourth sub question is: ‘What is the view of midwives on gender and family planning policies and
how do they communicate this to their clients?’ The theoretical framework showed how midwives as
street level bureaucrats are very important in the service delivery as they embody the policy.
Therefore also their views and the manner in which they address the clients from a position of power
are important dynamics to study. Among the midwives answers regarding certain issues often
differed. For example, only a few midwives indicated that in patrilineal societies women had more
children. This difference was however described to be related to the inheritance system of the
patrilineal society, not the position of women. Little over half of the midwives thought bride price
was not an influence on the position of women and the uptake of family planning. The others
however considered it was an influence because the woman’s reproductive rights where bought with
the bride-price.
The existence of a stigma on infertility that exists in society was generally confirmed by the midwives.
This is also an issue that should be researched further. Since women are blamed for infertility in most
of Ghanaian society, how are these women treated by the midwives? So far they frame this stigma as
an uneducated view. In the interviews they did indicate if women who are married wanted to do
family planning while they did not have children, they would ask them why and ‘counselled’ them on
it. Regarding the street level bureaucracy background, you can see here that the content of these
interactions are structured towards that it is not ‘understood’ why a woman would not have
children. However some midwives also indicated this hardly ever or never happened.
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Furthermore women who want (or possibly have done) an abortion are regarded less preferred in
the eyes of these street level bureaucrats. During the participant observation it came forward that it
happens that midwives who oppose abortion due to their religious views were said to send away
clients who came forward with complications from an illegal abortion. This is a clear ‘sanction’ to
exercise control over clients based on the views of these street level bureaucrats. Illegal abortions
are the cause of many maternal deaths in Ghana according to literature. The power dynamic that
was described in the theoretical framework is very important to consider when seeing that midwives
disapprove of abortions. In their position they gear the counselling session and are in control over
the means of their service, so their views very much influence the outcome of the abortion services.
During the interviews, the fact that there are many midwives who have issues with abortion was
confirmed. Some midwives also confirmed that midwives send away clients who have performed an
illegal abortion and had complications or clients who want an abortion. The problem is possibly even
bigger than described as it is such a stigmatized issue. Also the issue that when adolescents get
turned away from the clinic due to their age might be a trigger for more illegal abortions. This is a
clear example of how the street level bureaucrats exercise control to distribute sanctions to clients
who do not fit their ideology of an ‘appropriate or favoured client’.
Among the midwives there appears be an influence of the Malthusian view present. Though they
also refer to women’s freedom of choice as important, the interviews show favour towards pursuing
smaller families. Women with bigger families are framed by some midwives as careless. Furthermore
there are some other characteristics of women that make them a more favoured or unfavoured
client. As mentioned above, a smaller family is one that is favoured. In addition, the level of
education is also stated by many midwives to be an indication for women who make ‘better’ choices
and are less careless. Here the stereotyping of clients that was discussed in the theoretical
framework is thus taking place. The client’s age is also a factor. It was indicated by both policy actors
and the expert that midwives are biased against adolescents using family planning as they consider
them to be children. This would result in adolescents being chased away from the clinic. These
elements are very important as they display what the theory of the exercise of power of the street
level bureaucrats entails in this setting. These views certain midwives hold are of influence on the
outcomes of the family planning services.
Age and education can be seen as determinants that lead to more empowered women. This brings us
to the conclusion of what the stereotype of a preferred client in the eyes of the street-level
bureaucrats look like. This is a middle class, educated, religious woman that also finishes her
education before getting involved in a sexual relationship. This is also a woman who is not very much
limited by the setting of gender inequality. Considering the views of the midwives regarding
preferred clients, this thus does not only involve gender dynamics.
From the interviews with the policy actors it was mentioned that midwives have very little
understanding of gender. It was stated by a policy actor (f) that they also grew up in contexts of male
domination and therefore they will uphold this. The beliefs they hold with regard to elements of the
service provision will influence what they communicate to the clients. Due to the power struggle
described in the theoretical framework, this will have effects on the service provision. Midwives as
street level bureaucrats find coping mechanisms for dealing with their assignments from policy level
and how this relates to their own views and the day to day practise at the facility. Stereotyping
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clients into preferred and less preferred clients is part of that dynamic. Different treatment and
psychological sanctions then follow with regard to the category the client falls into. The extent of the
different distribution in sanctions and benefits would have to be researched further. Because though
some of these categories became clear, how this really affects service provision still needs more
clarification.
The relationship between the service provider and the policy actor, of whom the latter is the one
who imposes an ideal according to Lipsky (1980) is also an important factor. Though the policy is
described very vaguely, the ideal in this context can be described as providing each client with equal
high quality services and creating demand for family planning to lower the fertility rate. The ideal
relates to the expectations found in policy documents and the campaigns for example, that women
are autonomous in their decision making on family planning. The service provision ‘should be’ nonjudgemental and provide information similarly to each client. What is found in practise is however
those women are not always free to make their own choices autonomously and creating demand for
family planning services is not that easy.
Stereotyping these kind of clients as uneducated and careless stays in agreement with the ideal that
women are autonomous and yet don’t use family planning as they ‘should’. As within the ideal of the
policy level, gender dynamics do not play a role. The midwives then also have their own views that
can collide with being non-judgemental, such as religious views on abortion or socio-cultural views
on involving the partner.
Public and hidden transcripts were found in the relationship between the policy actors and midwives.
Clear public transcripts were the sanctions and symbols of hierarchy that were imposed, according to
a policy actor (m), if midwives didn’t do certain things according to the protocols, such as suspension.
However in response there was also evidence of false compliance, feigned ignorance and sabotage as
described earlier for example views on abortion leads to non-compliance to the policies. Though the
answers of the midwives also included socially desirable answers, the actual level of compliance and
insubordination would have to be researched further. Policy actors should also be more aware that
very generally and vague described policies in a setting with strong ideologies on for example
abortion or adolescents accessing family planning results in these ideologies determining the
outcomes.
The main research question of this study is: ‘What role does gender play in family planning policy
and practise in Ghana?’ This study shows that in practise, gender inequality creates barriers for
women accessing family planning. It also reveals that this dynamic is not addressed properly in
policy, which is defined in very general and non-controversial terms. Different actors and dynamics
relating to gender create pressure and constraints in women’s lives and their ability to autonomously
decide how many children they want. All of this is described above where the sub questions were
answered. It is clear that the relationship between gender in policy and practise is discrepant. Out all
of this, it can be concluded that the female body is an object on which power is exercised.
First of all through policies that are focused on reaching certain goals with regard to women’s
reproductive choices. The part of the policy narrative that resonates with the Malthusian view on
reducing the total fertility rate requires women to do family planning. This also became clear when
studying the diagnostic framing element of the policy documents, which focuses on reducing
maternal mortality and says little on women’s empowerment. The prognostic and motivational
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frames and the actions that would follow from that in the policy documents also don’t focus on
women’s empowerment. The policies and campaign also frame women as already autonomous
agents who are able to decide freely and responsibly. The pressure exercised by the men or societal
groups are part of is not part of this frame. This manner of framing the ‘freedom and responsibility’
of women is also a manner of exercising influence and pressure, as the woman is then also the one to
blame when things go wrong. The diagnostic frame hardly problematizes the constraints on these
women due to gender dynamics and other societal pressures.
Power is also exercised by the midwives who have a view on how many children it is appropriate to
have for a woman. The midwives as street level bureaucrats gear the consultations in a manner that
fits their views. This also involves how old the client should be and that she should space her
children. Having many children is defined as something for the uneducated un-empowered women
with no plan who give excuses and raise children that grow up to be immoral (to give a firm
description of some statements). At the same time there are cultural influences that dictate and
judge certain aspects of the female body. Bride-price for example is a practise that leads to control
and power for the husband and family on the woman’s body. There is the influence of power on her
‘obligation’ to bear children and the scrutiny and blame when the woman does not. There is the
religious influence that a woman may not be allowed to do family planning and should give birth to
‘all the children in her womb’ and not commit abortion. Abortion is then again limited by certain
service providers who uphold this means of control over the woman. This is a clear example of how
the midwives as street level bureaucrats exercise their power of controlling the means of the family
planning service. Then there is the main influence, as already somewhat described, of the husband
who is the head of the household and whose permission women ought to seek. Furthermore there
are the possible repercussions if this is defied, such as abuse and divorce.
Further there is the influence of the extended family, specifically the mother-in-law on the
reproductive choices. All these dynamics exercise influence on the female body. And now we have
not even come to mention practical barriers such as distance to a clinic or lack of money to afford
contraceptives.
Lifting this knowledge up to policy level poses many challenges. There will always be agendas and
views in government on or service provider level, this can’t be excluded. However in order to
empower women, the focus should be on freedom of choice of women and involving men to support
their wives. Policies and campaign should start from recognizing there are many women in Ghana
that are not ‘autonomous agents’ that can just say ‘it is my life, it is my choice’. The Reproductive
Health policies diagnostic frame fails to properly problematize gender inequality. Women’s
empowerment is also hardly part of the narrative. Midwives should also be more educated on this
and recognize that gender dynamics limit women to access services. As midwives’ views can create
barriers for women, means in which contraceptives can be achieved without the ‘middlemen’ can
eliminate these barriers. This is however a challenge, as the invisible contraceptives require a service
provider. Making contraceptives available in the pharmacy’s can be helpful. Educating midwives and
men on allowing women to make their own choices is important. It would be effective to already
educate teenagers in schools about this.
The problem with these dynamics is also that there is a lack of clarity on what is said and what is
done both in terms of the policy actors and the midwives. There are narratives and statements that
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contradict and lead to misunderstandings. An example is the fact that the president of Ghana
declared family planning would be free but this is still not the case. These frames and narratives are
all strategic means that are employed to please several powerful parties. For the government they
have to please both the international community and the Ghanaian citizens. Since those groups have
different norms and values, this requires multiple narratives. The midwives also have to employ
narratives that please their employer while dealing with the everyday practise they encounter and
own their own ideologies. The clients again live in contexts where they are subjected to gender
barriers while having to employ a narrative that pleases the midwives and makes them a preferred
client who can be provided the required service. It is these different interests and levels of power
that lead to discrepancies in frames and practise and will not improve women’s empowerment.
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