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FOREWORD

nationally representative survey of 9,396 women age 15-49 and 4,388 men age 15-59 from 11,835

interviewed households. The primary purpose of the GDHS was to generate recent and reliable
information on fertility, family planning, infant and child mortality, maternal and child health, and
nutrition. In addition, the survey collected information on malaria treatment, prevention, and prevalence
among children age 6-59 months; blood pressure among adults; anaemia among women and children; and
HIV prevalence among adults. This information is essential for making informed policy decisions and for
planning, monitoring, and evaluating programmes related to health in general, and reproductive health in
particular, at both the national and regional levels.

This report presents findings from the 2014 Ghana Demographic and Health Survey (GDHS), a

The 2014 GDHS is the sixth in a series of population and health surveys conducted in Ghana as
part of the global Demographic and Health Surveys (DHS) Program. The survey was implemented by the
Ghana Statistical Service (GSS), the Ghana Health Service (GHS), and the National Public Health
Reference Laboratory (NPHRL) of the GHS. Financial support for the survey was provided by the United
States Agency for International Development (USAID), the Global Fund through the Ghana AIDS
Commission (GAC) and the National Malaria Control Programme (NMCP), the United Nations Children’s
Fund (UNICEF), the United Nations Development Programme (UNDP), the United Nations Population
Fund (UNFPA), the International Labour Organization (ILO), the Danish International Development
Agency (DANIDA), and the Government of Ghana. ICF International provided technical assistance
through The DHS Program, a USAID-funded project offering support and technical assistance in the
implementation of population and health surveys in countries worldwide.

Dr. Philomena Efua Nyarko

E-£\1 Loy k/ﬂ

Government Statistician
Ghana Statistical Service
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MILLENNIUM DEVELOPMENT GOAL INDICATORS

Millennium Development Goal Indicators

Ghana 2014
Sex
Indicator Male Female Total
1. Eradicate extreme poverty and hunger
1.8 Prevalence of underweight children under age 5 10.6 11.6 11.0
2. Achieve universal primary education
2.1 Net attendance ratio in primary education® 70.8 70.5 70.6
2.3 Literacy rate of 15 to 24-year-olds? 89.32 80.9 85.1°
3.  Promote gender equality and empower women
3.1 Ratio of girls to boys in primary, secondary, and tertiary education
3.1a Ratio of girls to boys in primary education® na na 1.0
3.1b Ratio of girls to boys in secondary education® na na 1.0
3.1c Ratio of girls to boys in tertiary education® na na 1.0
4.  Reduce child mortality
4.1 Under-5 mortality rate* 78 62 60
4.2 Infant mortality rate* 52 43 41
4.3 Proportion of 1-year-old children immunized against one dose of measles 88.2 90.3 89.3
5. Improve maternal health
5.2 Percentage of births attended by skilled health personnel® na na 73.7
5.3 Contraceptive prevalence rate® na 26.7 na
5.4 Adolescent birth rate’ na 76.3 na
5.5a Antenatal care coverage: at least one visit® na 97.0 na
5.5b Antenatal care coverage: four or more visits® na 87.3 na
5.6 Unmet need for family planning na 29.9 na
6. Combat HIV/AIDS, malaria, and other diseases
6.1 HIV prevalence among the population age 15-24 0.2 15 0.8
6.2 Condom use at last high-risk sex*® 39.3 19.2 29.3
6.3 Percentage of the population age 15-24 with comprehensive correct knowledge of
HIV/AIDS't 27.2 19.9 23.6
6.4 Ratio of school attendance of orphans to school attendance of non-orphans age 10-14 0.97 0.92 0.94
6.7 Percentage of children under 5 sleeping under insecticide-treated bed nets 475 45.6 46.6
6.8 Percentage of children under 5 with fever who are treated with appropriate antimalarial
drugs*? 46.8 50.6 48.5
Urban Rural Total
7. Ensure environmental sustainability
7.8 Percentage of population using an improved drinking water source®® 57.0 71.4 64.2
7.9 Percentage of population with access to improved sanitation* 20.5 9.6 15.0

na = Not applicable

! The ratio is based on reported attendance, not enrollment, in primary education among primary school age children (6-11 years). The rate also
includes children of primary school age enrolled in secondary education. This is a proxy for MDG indicator 2.1, Net enroliment ratio.

2 Refers to respondents who attended secondary school or higher or who could read a whole sentence or part of a sentence

3 Based on reported net attendance, not gross enrollment, among 6-11-year-olds for primary, 12-17-year-olds for secondary, and 18-24-year-
olds for tertiary education

4 Expressed in terms of deaths per 1,000 live births. Mortality by sex refers to a 10-year reference period preceding the survey. Mortality rates
for males and females combined refer to the five-year period preceding the survey.

5 Among births in the five years preceding the survey

5 Percentage of currently married women age 15-49 using any method of contraception

7 Equivalent to the age-specific fertility rate for women age 15-19 for the three years preceding the survey, expressed in terms of births per 1,000
women age 15-19

8 With a skilled provider

9 With any health care provider

10 High-risk sex refers to sexual intercourse with a non-marital, non-cohabitating partner. Expressed as a percentage of men and women age 15-
24 who had higher-risk sex in the past 12 months.

11 Comprehensive knowledge means knowing that consistent use of a condom during sexual intercourse and having just one uninfected faithful
partner can reduce the chance of getting the AIDS virus, knowing a healthy-looking person can have the AIDS virus, and rejecting the two most
common local misconceptions about transmission or prevention of the AIDS virus.

12 Measured as the percentage of children age 0-59 months who were ill with a fever in the two weeks preceding the interview and who received
any antimalarial drug

13 percentage of de jure population whose main source of drinking water is a household connection (piped), public tap or standpipe, tubewell or
borehole, protected dug well, protected spring, or rainwater collection.

14 percentage of de jure population whose household has a flush toilet, ventilated improved pit latrine, pit latrine with a slab, or composting toilet
and does not share its facility with other households

a Restricted to men in a subsample of households selected for the male interview

b The total calculated as the simple arithmetic mean of the percentages in the columns for male and females
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INTRODUCTION 1

1.1 GEOGRAPHY, HISTORY, AND ECONOMY
1.1.1 Geography
238,537 square kilometres, and it is bordered by three French-speaking countries: Togo on the east,

Burkina Faso on the north and northwest, and Cote d’lvoire on the west. The Gulf of Guinea lies to
the south and stretches across the 560-kilometre coastline.

The Republic of Ghana is centrally located on the West African coast. It has a total land area of

Ghana is a lowland country except for a range of highlands on the eastern border. The highest
elevation is Mt. Afadjato, 884 metres above sea level, found in the Akuapem-Togo ranges, west of the
Volta River. Ghana can be divided into three ecological zones: the low, sandy coastal plains, with several
rivers and streams; the middle and western parts of the country, characterised by a heavy canopy of semi-
deciduous rainforests, with many streams and rivers; and a northern savannah, which is drained by the
Black and White Volta Rivers. The Volta Lake, created by the hydroelectric dam in the East, is one of the
largest artificial lakes in the world.

Ghana has a tropical climate with temperatures and rainfall patterns that vary according to
distance from the coast and elevation. The eastern coastal area is comparatively dry, the southwestern
corner is hot and humid, and the north of the country is hot and dry. The average annual temperature is
about 26°C (79°F). There are two distinct rainy seasons in the southern and middle parts of the country,
from April to June and September to November. The North is, however, characterised by one rainfall
season that begins in May, peaks in August, and lasts until September. Annual rainfall ranges from about
1,015 millimetres (40 inches) in the North to about 2,030 millimetres (80 inches) in the Southwest. The
harmattan, a dry dusty desert wind, blows from the northeast and covers much of the country between
December and March, lowering the humidity and visibility, and also creates very warm days and cool
nights in the North. In the South, the effects of the harmattan are felt mainly in January.

1.1.2 History

Ghana gained independence from British colonial rule on 6 March 1957, and became a republic in
the British Commonwealth of Nations on 1 July 1960 with Accra as its administrative and political capital.
Ghana operates a multi-party democracy with an executive president who is elected for a term of four
years with a maximum of two terms. There is a parliament elected every four years, an independent
judiciary, and a vibrant media.

There are 10 administrative regions in Ghana: Western, Central, Greater Accra, Volta, Eastern,
Ashanti, Brong Ahafo, Northern, Upper East, and Upper West. Ghana’s population was estimated at 27
million in 2014 (GSS 2013a). The Ashanti, Eastern, and Greater Accra regions together constitute about 50
percent of the country’s population. Upper East is the least populated region, accounting for 2 percent of
the total population of Ghana. The regions are subdivided into 216 districts to ensure equitable resource
allocation and efficient, effective administration at the local level (GSS 2013b).

The Ghanaian population is made up of several ethnic groups, with the Akans constituting the
largest group (48 percent), followed by the Mole-Dagbani (17 percent), Ewe (14 percent), Ga-Dangme (7
percent), and others (GSS 2013b).
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1.1.3 Economy

The structure of the Ghanaian economy has seen minimal changes over the past two decades. The
agriculture sector, previously the largest contributor to the Ghanaian economy, has been overtaken by the
service and industry sectors. By 2014, the service sector was the fastest growing sector of the economy,
contributing 52 percent of the gross domestic product (GDP), followed by the industry sector, at 27
percent, and the agriculture sector, at 22 percent. In 2014, the service sector recorded its highest growth, of
6 percent, followed by the agricultural sector with 5 percent growth, and the industry sector with 1 percent
growth (GSS 2015).

Overall, the 2014 real annual GDP grew by 4 percent compared with 7 percent growth recorded in
2013 (GSS 2015).

About 45 percent of the economically active population are engaged in agriculture, and 41 percent
provide services. A high proportion of the employed population of Ghana works in the informal sector, the
majority being self-employed (GSS 2014).

The leading export commodities of Ghana are cocoa, gold, and timber. Recently, the economy has
diversified to the export of non-traditional commaodities such as pineapples, bananas, yams, and cashew
nuts. The tourism industry contributes substantially to the country's economy, as a key driver of economic
growth. The industry is currently the third largest foreign exchange earner after merchandise exports and
remittances from abroad and has become one of the most important and fastest growing sectors of the
Ghanaian economy (BOG 2007).

Over the past decade, the government of Ghana has embarked on various economic and poverty-
reduction programmes designed to improve the living conditions of its citizenry. The Livelihood
Empowerment Against Poverty (LEAP) programme was introduced in 2007 and, in 2008, the poor began
to receive cash support on a monthly basis.

Many changes have occurred in the education sector over the past 15 years. Pre-school education
has officially been incorporated into the basic education as a part of primary and junior high school. All
primary schools are required to have nurseries or kindergartens. In the 2005-2006 academic year, the
government absorbed school fees for all pupils enrolled in basic public schools, resulting in free education
(Darko et al. 2009). During the same period, a school feeding programme was introduced on a pilot basis
and has since been extended to all basic schools. While the programme aims at improving the nutritional
status of school pupils, a secondary effect has been to increase enrolment.

At the secondary level, the senior high school was introduced in the 2007-2008 academic year,
expanding the system from three to four years, but this policy was reversed in 2009.

The introduction of the Ghana Education Trust Fund (GETFUND), a public trust set up by an Act
of Parliament in the year 2000, has brought many improvements to the education system. The fund
provides educational infrastructure such as buildings to support the country’s tertiary institutions and, as a
result, has improved teaching and learning within these institutions.

1.2 DEMOGRAPHIC PROFILE

Sources of demographic information about the Ghanaian population include censuses, surveys,
and administrative data. Population censuses provide more comprehensive demographic information than
other sources. Ghana has completed five censuses since gaining independence in 1957. The first one was
conducted in 1960 and reported a population of 6.7 million. The 1970 census recorded 8.6 million people,
and the 1984 census, 12.3 million. In 2000, the Population and Housing Census (PHC) recorded 18.9
million, while in the 2010 PHC, 24.7 million were recorded. The average annual growth rate between 2000
and 2010 was 2.5 percent. The growth rates over individual periods were 2.4 percent, 2.6 percent, 2.7
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percent, and 25 percent during 1960-1970, 1970-1984, 1984-2000, and 2000-2010, respectively
(Table 1.1).

The population density has increased over the years from 29 persons per square kilometre
(persons/km?) in 1960 to 103 persons/km? in 2010. The proportion of the population living in urban areas
has more than doubled in the last five decades, expanding from 23 percent in 1960 to 51 percent in 2010.

The sex ratio of 102.2 males per 100 females recorded in 1960 has declined to 95.2 males per 100
females in 2010. The proportion of the population under age 15 has also decreased from 45 percent in 1960
to 38 percent in 2010 (Table 1.1), while the proportion of the population age 65 years and older increased
from 3 percent to 5 percent over the same period (data not shown separately). Over the last five decades,
life expectancy at birth has increased from 38 years to 60 years among males and from 43 years to 63 years
among females (GSS 1979, 1985, 2002, and 2013b).

Table 1.1 Basic demographic indicators

Pop census Pop census Pop census Pop & housing Pop & housing
Indicators 1960 1970 1984 census 2000 census 2010
Population (millions) 6.7 8.6 12.3 18.9 24.7
Annual growth rate (percent) na 2.4 2.6 2.7 25
(1960-1970) (1970-1984) (1984-2000) (2000-2010)

Density (population/km?) 29 36 52 79 103
Percent urban 23 29 32 44 51
Sex Ratio 102.2 98.5 97.3 97.9 95.2
Population under 15 years 45 48 46 42 40
Life expectancy (years)

Male 38 45 50 55 60

Female 43 48 54 60 63

na= Not applicable
Sources: Ghana Statistical Service (GSS), 1979, 1985, 2002, and 2013b

Population and housing censuses are resource intensive, expensive to implement, and generally
take place at 10-year intervals. Sample surveys are, therefore, important for informing demographic
profiles during inter-censal periods. They are conducted to collect a wide range of data to complement the
census data. Sample surveys are cheaper and can be implemented more frequently and at regular intervals.
The Ghana Demographic and Health Survey (GDHS), which is a household survey, is an example of a
sample survey data collection tool.

Another important but often neglected data source in Ghana is the administrative data. These data
are generated as a by-product of events and processes, and they provide relatively up-to-date information
to fill gaps in both censuses and surveys. Vital registration systems (birth and death registration), health
systems (immunisations), and education data (enrolment) are examples of administrative data.

1.3 PopuLATION PoLicy AND REPRODUCTIVE HEALTH PROGRAMMES

The National Population Policy of Ghana was formulated in 1969 in recognition of the
simultaneous high growth of population and fertility. The policy was revised in 1994 because of its modest
impact after 25 years of implementation. The revision took into account emerging issues such as
HIV/AIDS, population and the environment, and concerns about the elderly and children. It developed new
strategies that would ensure the achievement of its goals and objectives. The revision of the population
policy also entailed concerted effort to systematically integrate population variables in all areas of national
development and programme planning (NPC 1994).
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Some selected targets of the revised population policy included the following:

e Reduce the total fertility rate (TFR) from 5.5 in 1993 to 5.0 by 2000, 4.0 by 2010, and 3.0 by
2020

e Achieve a contraceptive prevalence rate (CPR) with modern methods of 15 percent by the
year 2000, 28 percent by 2010, and 50 percent by the year 2020

¢ Reduce the population growth rate from about 3 percent per annum to 1.5 percent per annum
by the year 2020

e Increase life expectancy to age 70 years by the year 2020 (NPC 1994)

The attainment of these population targets is recognised as an integral component of the national
strategy to accelerate economic development, eradicate poverty, and enhance the quality of life of all
Ghanaians.

In collaboration with the United Nations Population Fund (UNFPA), the United States Agency for
International Development (USAID), the World Bank, and other development partners, Ghana has
implemented several projects aimed at reducing reproductive health problems among its population.
Support from these agencies has targeted policy coordination, implementation, and service delivery.

The government is committed to improving access and equity of access to essential health care
services. The priority areas identified include HIV/AIDS and other sexually transmitted infections (STIs),
malaria, tuberculosis, guinea worm disease, poliomyelitis, reproductive health, maternal and child health,
accidents and emergencies, noncommunicable diseases, oral health and eye care, and specialised services.
Emphasis is also being placed on regenerative health and preventive as well as community-based health
care services. This has necessitated the introduction of the Community-based Health Planning and Services
(CHPS) programme in which trained nurses are stationed in selected communities to provide health care
services to members of the communities.

In response to the HIV/AIDS epidemic, the government of Ghana set up the National AIDS
Commission to oversee the implementation of HIV/AIDS programmes using a multi-sectoral approach and
to ensure that HIV/AIDS prevention education, treatment, care, and support reach every corner of the
country. The Ghana Health Service (GHS) also set up the National AIDS Control Programme (NACP) to
offer HIV/AIDS prevention and education services. The combined efforts of all stakeholders ensured the
implementation of the Ghana HIV/AIDS Strategic Framework: 2001-2005 (World Bank 2003). These
collaborative efforts have had a positive impact. In 2013, only 1.3 percent of Ghanaian adults were HIV
positive (GHS 2014).

The Roll Back Malaria, tuberculosis (TB-DOTS), and integrated management of childhood
illnesses (IMCI) are also priority areas under the country’s health care system. Other health interventions
instituted as part of the government’s efforts to make health care accessible and affordable to all include
the introduction of the National Health Insurance Scheme (NHIS) and a free maternal care programme
(United Nations 2008).

Sustainable accessibility and availability of improved water and sanitation are essential to the
health of a population. Therefore, extensive efforts are being made in Ghana to ensure universal access to
safe drinking water and improved sanitation facilities by the year 2025 (MWRWH 2009). The Ghana
WASH Project, under the auspices of the Ministry of Local Government and Rural Development, is a
USAID-funded initiative. The goal of the project is to improve water and sanitation facilities and to
increase hygiene education among rural and peri-urban communities to prevent the spread of diseases like
diarrhoea, dysentery, cholera, and, recently, Ebola. The Ghana WASH Project is supported by a number of
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agencies, including Relief International, the Adventist Development Relief Agency, and Winrock
International.

1.4 OBJECTIVES AND ORGANISATION OF THE SURVEY

The primary objective of the 2014 GDHS was to generate recent reliable information on fertility,
family planning, infant and child mortality, maternal and child health, and nutrition. In addition, the survey
collected specialised data on malaria treatment, prevention, and prevalence among children age 6-59
months; blood pressure among adults; anaemia among women and children; and HIV prevalence among
adults. This information is essential for making informed policy decisions and for planning, monitoring,
and evaluating programmes related to health in general, and reproductive health in particular, at both the
national and regional levels. Analysis of data collected in the 2014 GDHS provides updated estimates of
basic demographic and health indicators covered in the earlier rounds of the 1988, 1993, 1998, 2003, and
2008 surveys.

The GDHS will assist policymakers and programme managers in evaluating and designing
programmes and strategies for improving the health of Ghana’s population. The 2014 GDHS also provides
comparable data for long-term trend analysis in Ghana, since the surveys were implemented by the same
organisation, using similar data collection procedures. Furthermore, the survey adds to the international
database on demographic and health—related information for research purposes.

The survey was implemented by the Ghana Statistical Service (GSS), the Ghana Health Service
(GHS), and the National Public Health Reference Laboratory (NPHRL) of the GHS. The Noguchi
Memorial Institute for Medical Research (NMIMR) performed the external quality assurance testing for
the malaria and HIV testing component of the 2014 Ghana DHS survey. Financial support for the survey
was provided by the United States Agency for International Development (USAID), the Global Fund
through the Ghana AIDS Commission (GAC) and the National Malaria Control Programme (NMCP), the
United Nations Children’s Fund (UNICEF), the United Nations Development Programme (UNDP), the
United Nations Population Fund (UNFPA), the International Labour Organization (ILO), the Danish
International Development Agency (DANIDA), and the Government of Ghana. ICF International provided
technical assistance through The DHS Program, a USAID-funded project offering support and technical
assistance in the implementation of population and health surveys in countries worldwide.

In addition to the main survey, a follow up study on family planning was conducted by a different
team on a subsample of households selected for the GDHS survey. The main goal of this study was to
better understand the underlying factors behind observed variations in unmet need and to strengthen
assessments of the demand for family planning. The research team re-interviewed a subsample of the
selected GDHS original female respondents in 13 clusters who consented to be re-interviewed. Women age
15-44 who were not currently using family planning or who reported not wanting their current pregnancy
or their most recent live birth were eligible for the follow-up survey. Additionally, a randomly selected 10
percent of current female users of family planning age 15-44 in those clusters also were eligible for the
study. Results of the follow up study on unmet need for family planning are not discussed in this report
and will be published in a separate report.

1.5 SAMPLE DESIGN

The sampling frame used for the 2014 GDHS is an updated frame from the 2010 Ghana
Population and Housing Census provided by the Ghana Statistical Service (GSS 2013b). The sampling
frame excluded nomadic and institutional populations such as persons in hotels, barracks, and prisons.

The 2014 GDHS followed a two-stage sample design and was intended to allow estimates of key
indicators at the national level as well as for urban and rural areas and each of Ghana’s 10 administrative
regions. The first stage involved selecting sample points (clusters) consisting of enumeration areas (EAS)
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delineated for the 2010 PHC. A total of 427 clusters were selected, 216 in urban areas and 211 in rural
areas.

The second stage involved the systematic sampling of households. A household listing operation
was undertaken in all the selected EAs in January-March 2014, and households to be included in the
survey were randomly selected from the list. About 30 households were selected from each cluster to
constitute the total sample size of 12,831 households. Because of the approximately equal sample sizes in
each region, the sample is not self-weighting at the national level, and weighting factors have been added
to the data file so that the results will be proportional at the national level.

All women age 15-49 who were either permanent residents of the selected households or visitors
who stayed in the household the night before the survey were eligible to be interviewed and have their
blood pressure measured.

In half of the households, all men age 15-59 who were either permanent residents of the selected
households or visitors who stayed in the households the night before the survey were eligible to be
interviewed. In addition, in the subsample of households selected for the male survey:

e Dblood pressure measurements were performed among eligible men who consented to being
tested;

o children age 6-59 months were tested for anaemia and malaria with the parent’s or guardian’s
consent;

o eligible women who consented were tested for anaemia;

e blood samples were collected for laboratory testing of HIV from eligible women and men
who consented; and

e height and weight information was collected from eligible women, men, and children age 0-
59 months.

1.6 QUESTIONNAIRES

Three questionnaires were used for the 2014 GDHS: the Household Questionnaire, the Woman’s
Questionnaire, and the Man’s Questionnaire. These questionnaires, which were based on standard
Demographic and Health Survey (DHS) questionnaires, were adapted to reflect the population and health
issues relevant to Ghana. Comments on the questionnaires were solicited from various stakeholders
representing government ministries and agencies, nongovernmental organisations, and international
donors. The definitive questionnaires were first prepared in English; they were then translated into the
major local languages, namely Akan, Ga, and Ewe.

The Household Questionnaire was used to list all the members of and visitors to the selected
households. Basic demographic information was collected on the characteristics of each person listed,
including his or her age, sex, marital status, education, and relationship to the head of the household. For
children under age 18, parents’ survival status was determined. The data on age and sex of household
members obtained in the Household Questionnaire were used to identify women and men who were
eligible for individual interviews. The Household Questionnaire also included questions on child education
as well as the characteristics of the household’s dwelling unit, such as source of water, type of toilet
facilities, materials used for the floor of the dwelling unit, and ownership of various durable goods.

The Woman’s Questionnaire was used to collect information from all eligible women age 15-49.
These women were asked questions on the following topics:
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e Background characteristics (age, education, media exposure, etc.)
e Birth history and child mortality

¢ Residence of children under age 18 not living with their parents

e Knowledge and use of family planning methods

o Fertility preferences

e Antenatal, delivery, and postnatal care

o Breastfeeding and infant feeding practices

e Vaccinations and childhood illnesses

e Marriage and sexual activity

e Women’s work and husbands’ background characteristics

e Women’s empowerment indicators, maternity leave, and bridewealth

o Knowledge, awareness, and behaviour regarding HIV/AIDS and other sexually transmitted
infections (STIs)

e Knowledge, attitudes, and behaviour related to other health issues (e.g., smoking,
tuberculosis, and blood pressure)

In half of the selected households, the Man’s Questionnaire was administered to all men age
15-59. The Man’s Questionnaire collected much of the same information found in the Woman’s
Questionnaire but was shorter because it did not contain a detailed reproductive history or questions on
maternal and child health.

1.7 BLOOD PRESSURE MEASUREMENT, ANTHROPOMETRY, ANAEMIA TESTING, AND HIV
TESTING

In half of the households selected for the male survey, the 2014 GDHS incorporated several
biomarkers: blood pressure measurement, anthropometry, anaemia testing, and HIV testing. The survey
protocol, including biomarker collection, was reviewed and approved by the Ghana Health Service Ethical
Review Committee and the Institutional Review Board of ICF International.

Blood pressure. During the individual interview, three blood pressure measurements were taken
from consenting women age 15-49 in all the selected households and from consenting men age 15-59 in
the subsample of households selected for the male survey (half of the households). Blood pressure was
measured using the LIFE SOURCE® UA-767 Plus blood pressure monitor: a digital oscillometric blood
pressure measuring device with automatic upper-arm inflation and automatic pressure release.
Measurements were taken at intervals of 10 minutes or more. The average of the second and third
measurements was used to classify the respondent with respect to hypertension, according to
internationally recommended categories (WHO 1999). The results, as well as information about the
symptoms of high blood pressure and ways in which it can be prevented, were provided to the respondent
via a blood pressure reporting form.

Anthropometry. In the subsample of households selected for the male survey, height and weight
measurements were recorded for children age 0-59 months, women age 15-49, and men age 15-59.

Anaemia testing. Blood specimens for anaemia testing were collected in half of the selected
households (the subsample selected for the male survey) from women age 15-49 who voluntarily
consented to be tested and from all children age 6-59 months for whom consent was obtained from their
parents or the adult responsible for the children. Blood samples were drawn from a drop of blood taken
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from a finger prick (or a heel prick in the case of children age 6-11 months) and collected in a
microcuvette. Haemoglobin analysis was carried out on-site using a battery-operated portable HemoCue
analyser.

All households in which anthropometry and/or anaemia testing was conducted were given an
Anaemia and Height and Weight Brochure containing information on height and weight measurements of
all children measured, as well as information on causes and prevention of anaemia. The haemoglobin test
results for all children tested in the household were entered into the Malaria and Anaemia Brochure and
given to the parent or responsible adult. Finally, an anaemia referral form was given to facilitate immediate
treatment at a nearby health facility of children with a haemoglobin level less than 7.0 g/dl, of nonpregnant
women with a haemoglobin level less than 7.0 g/dl, and of pregnant women with a haemoglobin level less
than 9.0 g/dl.

Malaria testing. In half of the selected households, children age 6-59 months were also tested for
malaria in the field using SDBioline Malaria Ag P.f/Pan, a rapid diagnostic test (RDT). This high-
sensitivity and high-specificity test detects malaria antigens from capillary blood samples. The children’s
RDT results were recorded in the Malaria and Anaemia Brochure and given to the parent or responsible
adult. In accordance with the Ghanaian national treatment guidelines, children who tested positive for
malaria by the RDT and did not exhibit symptoms of severe malaria were provided with ACT (excluding
children who were on ACT treatment at the time of the survey or who had taken ACT in the previous two
weeks prior to the testing). Children showing signs or symptoms of severe malaria were given a malaria
referral form to seek immediate treatment at a nearby health facility.

In addition, blood was collected on glass slides from the same children who were tested with RDT
and sent to the National Public Health Reference Laboratory (NPHRL) in Accra for malaria microscopy
through reading of thick-smear slides. As mentioned above, the Noguchi Memorial Institute for Medical
Research (NMIMR) performed the external quality assurance testing (EQA) for the malaria testing
component of the 2014 Ghana DHS survey.

HIV testing. Health technicians collected finger-prick blood specimens to test for HIV in women
age 15-49 and men age 15-59 in the subsample of households selected for the male survey who consented
to be tested. The protocol for blood specimen collection and analysis was based on the anonymous linked
protocol developed for The DHS Program. This protocol allows for merging of HIV test results with the
sociodemographic data collected in the individual questionnaires after removal of all information that
could potentially identify an individual.

Health technicians explained the procedure, the confidentiality of the data, and the fact that the
test results would not be made available to the respondent. If a respondent consented to HIV testing, five
blood spots from the finger prick were collected on a filter paper card to which a barcode label unique to
the respondent was affixed. A duplicate label was attached to the Biomarker Section of the Household
Questionnaire. A third copy of the same barcode was affixed to a dried blood spot transmittal sheet to track
the blood samples from the field to the laboratory.

Respondents were asked whether they would consent to having the laboratory store their blood
sample for future unspecified testing. If respondents did not consent to additional testing using their
sample, it was indicated on the Biomarker Section of the Household Questionnaire that they refused
additional tests using their specimen, and the words no additional testing were written on the filter paper
card. Each respondent, whether he or she provided consent or not, was given an informational brochure on
HIV and a list of nearby sites providing HIV counselling and testing (HCT) services.

Blood samples were dried overnight and packaged for storage the following morning. Samples
were periodically collected from the field and transported to NPHRL. Once they arrived at the central
laboratory, each blood sample was logged into the CSPro HIV Test Tracking System database, given a
laboratory number, and stored at -20°C until tested.
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The HIV testing protocol stipulated that blood could be tested only after questionnaire data
collection had been completed, data had been verified and cleaned, and all unique identifiers other than the
anonymous barcode number had been removed from the data file.

The testing algorithm calls for testing all samples on the first assay test, the Vironostika® HIV
Ag/Ab (Biomérieux) enzyme-linked immunoassay (ELISA). A negative result is recorded as negative. All
positives are subjected to a second ELISA, the Enzygnost® HIV Integral Il assay (Siemens). Positive
samples on the second test are recorded as positive. If the first and second tests are discordant, the two
ELISAs are repeated in parallel. If the results remain discordant, a third confirmatory blot assay, the Inno-
Lia HIV I/l Score (Innogenetics, Ghent, Belgium), is used. The final result is recorded as positive if the
blot assay confirms it to be positive and negative if the blot assay confirms it to be negative. If the blot
assay results are indeterminate, the sample is recorded as indeterminate. External quality assurance testing
was done by the Noguchi Memorial Institute for Medical Research.

After HIV testing has been completed, the HIV test results for the 2014 GDHS were entered into a
spreadsheet with a barcode as the unique identifier. The barcode was used to link the HIV test results with
the data from the individual interviews. Data from the HIV results were then linked to demographic and
health data.

1.8 PRETEST

Ten women and five men participated in the pretest training and field practice of the GDHS
survey protocol and instruments over a three-week period, 9-28 June, 2014. Most participants had
participated in previous GDHS surveys. During the first week of training, seven health technicians (one
woman and six men) hired through the National Public Health and Reference Laboratory in Accra, were
trained together with the interviewers on general interviewing techniques and how to conduct interviews
using the Household Questionnaire. The biomarker portion of the training was conducted from 16-21 June,
2014.

The pretest participants were later used as field supervisors or editors, or as field coordinators to
facilitate the data collection during the main fieldwork. Six trainers assigned by the GSS conducted the
training with support from ICF International. The participants actively discussed the questionnaires and
made suggestions to modify all versions. Field practice took place over four days in both rural and urban
locations. Interviewers and health technicians were divided into five teams (two female interviewers, one
male interviewer, and one health technician). During the pretest field practice, a total of 88 households, 77
women, and 34 men, were interviewed in English, Akan, Ewe, and Ga. Following field practice, a
debriefing session was held with the pretest field staff, and modifications to the questionnaires were made
based on lessons drawn from the exercise.

1.9 TRAINING OF FIELD STAFF

Training of the field staff took place over four weeks (4-30 August 2014) with 139 field data
collectors (67 women and 72 men) and 55 health technicians (26 women and 29 men). Training was
conducted at the Winneba Windy Lodge Hotel in the Central Region about 65 kilometres from Accra.

During the first week, all trainees were instructed in standard DHS procedures, including general
interviewing techniques, conducting interviews at the household level, and measuring blood pressures.
During the second week, health technicians began separate biomarker training while the other field staff
(data collectors) continued to train on the Woman’s and the Man’s questionnaires, including a detailed
review of each question and mock interviews between participants in the classroom. To provide the health
technicians with practical experience measuring anthropometry among children, representatives from
UNICEF and GHS organised a standardisation exercise with the health technicians. Measurements from
health technicians were compared to a reference measure, which helped health technicians correct and
improve on their measurement techniques whenever applicable.
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All trainees were also given an overview of the 2014 GDHS biomarker collection protocol that
summarised eligibility for each biomarker, appropriate procedures for obtaining informed consent, and
sample transportation logistics. In addition, nine data entry personnel (seven women and two men)
attended the first two weeks of questionnaire training, so that they would be familiar with the survey
instruments at a later stage when they received and entered data from the completed questionnaires. During
the final week, ICF staff trained field editors in the computer assisted field editing (CAFE) system. Field
supervisors were trained in the collection of global positioning system (GPS) data using the Garmin
eTrex10 model.

Practice interviews with real respondents took place over a course of three days (24-26 August
2014) in areas outside the 2014 GDHS sample points.

Participants were evaluated through homework, in-class exercises, quizzes, and observations made
during field practice. After training, they were assigned to 25 teams composed of one supervisor, one field
editor, two female interviewers, one male interviewer, and two health technicians. Fourteen interviewers
and five health technicians were selected as reserve staff.

1.10 FIELDWORK

Data collection was carried out by the 25 field teams from early September to mid-December
2014. Senior staff members from the Ghana Statistical Service and the Ghana Health Service coordinated
and monitored the fieldwork. Paper questionnaires were used to conduct the interviews. After the
interviews, field editors entered the questionnaire data into laptops, using passwords to protect the files.
Electronic data files were transferred to the central office every few days via the secured Internet File
Streaming System (IFSS). Fieldwork monitoring was carried out by staff of GSS, GHS, and two survey
technical specialists from The DHS Program. Data collection took 3.5 months.

1.11 DATA PROCESSING

The data processing operation included 100 percent verification (also called second data entry)
and secondary editing, which involved resolution of computer-identified inconsistencies. The data
processing activities at the central office were led by one key GSS officer who took part in the main
fieldwork training. Data processing was accomplished using CSPro software. Data entry and editing were
initiated in September 2014 and completed in February 2015.

112 RESPONSE RATES Table 1.2 Results of the household and individual interviews

Number of households, number of interviews, and response rates,
Table 1.2 shows response rates for the according to residence (unweighted), Ghana 2014

2014 GDHS. A total of 12,831 households were Residence
selected for the sample, of which 12,010 were Resut Uban _ Rural _ Total
H H Household interviews
occupied. Of the occ-upled-householc-js, .11,835 Households selected 6492 6330 12831
were successfully interviewed, yielding a  Households occupied 6070 5940 12,010
t f 99 percent the same as the Households interviewed 5,939 5,896 11,835
response rate o p ! Household response rate! 97.8 99.3 98.5
2008 GDHS household response rate (GSS, |,icriews with women age 15-49
GHS. and ICF Macro 2009)_ Number of eligible women 4,753 4,903 9,656
! Number of eligible women interviewed 4,602 4,794 9,396
. . Eligible women response rate? 96.8 97.8 97.3
In the interviewed households, 9,656 o - orenesP
.. . v en e . Interviews with men age 15-59
eligible women were identified for individual  Number of eligible men 2189 2,420 4,609
. . . . . Numb f eligibl intervi d 2,050 2,338 4,388
interviews; interviews were completed with o O Slobie men ieriewe
Eligible men response rate? 93.7 96.6 95.2

9,396 women, yielding a response rate of 97

percent. In the subsample of households selected lgg‘s‘gg2ggﬁgﬁg’r‘%@g@gﬁ;ﬁﬂg'?jsggf]‘é'gﬁtds

for the male survey, 4,609 eligible men were

identified and 4,388 were successfully interviewed, yielding a response rate of 95 percent. The lower
response rate for men was likely due to their more frequent and longer absences from the household.
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HOUSING CHARACTERISTICS AND 2
HOUSEHOLD POPULATION

Key Findings:

e Six in 10 households in Ghana have access to an improved source of
drinking water, including a piped source within the dwelling, yard, or plot; a
public tap, standpipe, tube well, or borehole; a hand pump, protected well,
or protected spring; and rainwater. Three in 10 households use bottled or
sachet water.

¢ Only 14 percent of households have an improved toilet facility that is not
shared with other households.

e Seventy-eight percent of households have electricity.

e More than 7 in 10 of residents in Northern and Upper East regions and 6 in
10 residents in Upper West region are in the lowest wealth quintile.

¢ Forty-two percent of the population in Ghana is under age 15.

e Thirty-four percent of households are headed by women.

e Seventy-one percent of children under 5 had their births registered.

e Among households in which the place for hand washing was observed, 37
percent of households have no water, soap, or other cleansing agent for
hand washing

e Twenty-six percent of females and 18 percent of males age 6 and older
have no education.

his chapter provides an overview of demographic and socioeconomic characteristics of the

household population, including information on housing facilities and characteristics, household

assets, wealth status, and education. These data serve as a basis for understanding the
socioeconomic status of households. The chapter also presents information on birth registration, children’s
living arrangements and orphanhood, and children’s educational attainment, helping to provide an
understanding of the general social environment in which children live.

In the 2014 GDHS, a household is defined as a person or group of related and unrelated persons
who usually live together in the same dwelling unit(s) or in connected premises, who acknowledge one
adult member as the head of the household, and who have common cooking and eating arrangements.

Information was collected from all usual members of a selected household (de jure population) as
well as persons who had stayed in the selected household the night before the interview (de facto
population). The difference between these two populations is very small, so all tables in this report refer to
the de facto population unless otherwise specified to maintain comparability with other DHS reports.

2.1 HoUSEHOLD CHARACTERISTICS

Access to basic utilities, sources of drinking water, and water treatment practices; access to
sanitation facilities, housing structure; crowdedness of dwelling spaces; and type of fuel used for cooking
are physical characteristics of a household that are used to assess the general well-being and
socioeconomic status of household members. Millennium Development Goal 7 (MDG 7), which focuses
on environmental sustainability, is measured according to the percentage of the population using solid
fuels, those with sustainable access to an improved water source, and the proportion with access to
improved sanitation. This section provides information from the 2014 GDHS on household drinking water,
household sanitation facilities, hand-washing practices, housing characteristics, and availability of basic
amenities and utilities.
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2.1.1 Water and Sanitation

The basic determinants of better health, such as access to safe water and sanitation, are still a basic
problem in Ghana. Limited access to safe drinking water and sanitation facilities and poor hygiene are
associated with skin diseases, acute respiratory infections (ARIs), and diarrhoeal diseases, the leading
preventable diseases. The source of drinking water is important because potentially fatal diseases, such as
diarrhoeal diseases, guinea worm, typhoid, cholera, schistosomiasis, trachoma, and dysentery, are water-
related diseases.

Table 2.1 shows the percent distribution of the households and the de jure population by source of
drinking water, time to obtain drinking water, and treatment of drinking water, according to background
characteristics. The source of drinking water is an indicator of its suitability for drinking. Lack of ready
access to a water source may limit the quantity of suitable drinking water that is available to a household.
Even if the water is obtained from an improved source, it may be contaminated during transport or storage
if fetched from a source not immediately accessible to the household. Six in ten households in Ghana (60
percent) obtain drinking water from an improved source, including a piped source within the dwelling,
yard, or plot; a public tap, standpipe, tube well, or borehole; a hand pump, protected well, or protected
spring; and rainwater. An additional 30 percent of households use bottled or sachet water.! Ten percent of
households still rely on unimproved sources.

The most common source of drinking water in urban areas is sachet water (43 percent), followed
by public tap or standpipe (23 percent). In rural households, the most common source for drinking water is
tube well or borehole (41 percent), followed by public tap or standpipe (19 percent). The most notable
change in access to drinking water sources between 2008 and 2014 is the increase in the proportion of
households using sachet water from 8 percent to 29 percent in the past six years. On the other hand, the
proportion of households that use drinking water from public tap/standpipe or tube well/borehole has
decreased from 57 percent in the 2008 GDHS to 44 percent in the 2014 GDHS, most likely due to
switching to sachet water in the latter survey.

Fifteen percent of households have water on their premises, a decline from 23 percent reported in
the 2008 GDHS. This is mostly due to the decline in the percentage of households in urban areas with
water on their premises, from 42 percent in 2008 to 22 percent in 2014. However, there is a substantial
increase in the proportion of urban households that spend less than 30 minutes to obtain water, from 51
percent in 2008 to 71 percent in 2014. Overall, 70 percent of households in 2014 spend less than 30
minutes to obtain their drinking water, with no major differences between urban and rural households.
Fifteen percent of households spend 30 minutes or longer to obtain their drinking water, 25 percent in rural
areas compared with only 7 percent in urban areas.

The majority of households (93 percent) do not treat their drinking water, with similar proportions
by residence. Boiling the water and straining it through cloth are the most common drinking water
treatment methods (2 percent each). One percent of households are engaged in harmful practice of using
camphor balls or naphthalene to purify their drinking water. Camphor or naphthalene are toxic and should
not be used to treat drinking water. Overall, only 4 percent of households using an appropriate water
treatment method. Over half of the households store their drinking water in a plastic container or a bucket
(55 percent), 29 percent in a bottle or a sachet, 11 percent in a pot or earthenware vessel, and 6 percent in a
metal container (data not shown).

! The WHO-UNICEF Joint Monitoring Program for Water Supply and Sanitation (JMP) classifies bottled/sachet water used
for drinking according to the source of water that households use for cooking and handwashing (secondary source). Where
information about the secondary water source is not collected, JMP does not currently categorise bottled/sachet water as an
improved drinking water source (WHO and UNICEF 2014). Since the 2014 Ghana DHS did not collect information on the
secondary water source, the quality of bottled/sachet water is not known. However, to ensure consistency with the 2008
GDHS findings and in accordance with the The DHS Program tabulation plan, which categorises bottled/sachet water as
improved, an additional category is included in Table 2.1 to show the percentage of households/population using “improved
source, including bottled/sachet water”.
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Table 2.1 Household drinking water

Percent distribution of households and de jure population by source of drinking water, time to obtain drinking water, and treatment of drinking
water, according to residence, Ghana 2014

Households Population
Characteristic Urban Rural Total Urban Rural Total
Source of drinking water
Improved source, excluding
bottled/sachet water 52.6 69.0 60.1 57.0 71.4 64.2
Improved source, including
bottled//sachet water* 97.0 80.9 89.8 96.0 79.6 87.7
Piped into dwelling 7.9 0.6 4.6 8.4 0.5 4.4
Piped to yard/plot 8.2 1.3 5.1 8.5 1.2 4.8
Public tap/standpipe 22.5 19.1 21.0 24.5 18.2 21.4
Tube well/borehole 8.1 41.3 231 9.1 44.7 27.0
Protected dug well 5.2 55 5.4 6.1 6.0 6.0
Protected spring 0.2 0.4 0.3 0.1 0.3 0.2
Rainwater 0.4 0.8 0.6 0.3 0.5 0.4
Bottled water 13 0.2 0.8 1.0 0.1 0.6
Sachet water 43.1 11.8 29.0 38.0 8.0 22.8
Nonimproved source 3.0 19.0 10.2 4.0 20.4 12.3
Unprotected dug well 1.0 3.8 2.3 1.4 4.0 2.7
Unprotected spring 0.3 0.9 0.6 0.4 11 0.7
Tanker truck/cart with small tank 0.5 0.1 0.3 0.4 0.1 0.3
Surface water 1.2 14.2 7.1 1.7 15.3 8.5
Total 100.0 100.0 100.0 100.0 100.0 100.0
Time to obtain drinking water (round trip)
Water on premises 21.7 6.1 14.7 22.9 5.6 14.2
Less than 30 minutes 70.9 68.6 69.9 69.0 65.0 67.0
30 minutes or longer 6.9 25.0 15.1 7.7 29.0 18.4
Total 100.0 100.0 100.0 100.0 100.0 100.0
Water treatment prior to drinking?
Boiled 1.9 1.5 1.7 2.0 1.5 1.7
Bleach/chlorine/alum added 0.6 0.6 0.6 0.7 0.6 0.6
Strained through cloth 11 2.4 1.7 15 2.8 2.2
Ceramic, sand, composite, or other filter 1.4 0.1 0.8 1.0 0.1 0.6
Let stand and settle 0.8 0.9 0.9 1.0 1.0 1.0
Camphor/Naphthalene 0.9 0.8 0.9 1.0 1.0 1.0
Purification tablets 1.8 0.3 1.1 1.6 0.3 0.9
Other 0.2 0.1 0.1 0.2 0.1 0.1
No treatment 92.8 93.9 93.3 92.4 93.6 93.0
Percentage using an appropriate treatment
method?® 57 25 4.2 53 25 3.8
Number 6,503 5,332 11,835 20,432 20,791 41,223

Note: Totals may not add up to 100 percent because households with missing information are not shown separately.

1 Since the 2014 Ghana DHS did not collect information on the secondary source of water, the quality of bottled/sachet water is not known.
However, to ensure consistency with the 2008 GDHS findings and in accordance with the The DHS Program tabulation plan, which categorises
bottled/sachet water as improved, an additional category is included to show the percentage of households/population using “improved source,
including bottled/sachet water”.

2 Respondents may report multiple treatment methods, so the sum of treatments may exceed 100 percent.

3 Appropriate water treatment methods include boiling, bleaching, filtering, solar disinfection, and purification tablets.

A household is classified as having an improved toilet if the toilet is used only by members of one
household (i.e., it is not shared) and if the facility used by the household separates waste from human
contact (WHO and UNICEF 2014). The types of facilities considered improved are toilets that flush or
pour flush into a piped sewer system, septic tank, or pit latrine; ventilated improved pit (VIP) latrines; and
pit latrines with a slab (Table 2.2).

Table 2.2 shows that only 14 percent of households in Ghana use improved toilet facilities that are
not shared with other households, and 61 percent use facilities that would be considered improved if they
were not shared. Twice as many households in urban as in rural areas have improved toilet facilities that
are not shared (18 percent versus 9 percent). More than one in four (26 percent) of households use a
nonimproved toilet facility, 14 percent in urban areas and 41 percent in rural areas.

Seventeen percent of households in Ghana have no toilet facility and still use the bush or open
field for defecation. As expected, rural households are much more likely to have no toilet facilities than
urban households (29 percent versus 7 percent).
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Table 2.2 further indicates that 4 in 10 households have a toilet facility in their dwelling, yard, or
plot, 51 percent in urban areas compared with 27 percent in rural areas. About one-third of households (32
percent) take less than 30 minutes to reach a toilet facility, and 1 in 10 (11 percent) take more than 30
minutes to reach a toilet facility.

Table 2.2 Household sanitation facilities

Percent distribution of households and de jure population by type of toilet/latrine facilities, according to residence, Ghana 2014

Households Population
Type of toilet/latrine facility Urban Rural Total Urban Rural Total
Improved, not shared facility 17.8 8.5 13.6 20.5 9.6 15.0
Flush/pour flush to piped sewer
system 6.5 0.5 3.8 6.8 0.6 37
Flush/pour flush to septic tank 7.6 1.0 4.6 8.4 0.9 4.6
Flush/pour flush to pit latrine 0.4 0.2 0.3 0.5 0.2 0.3
Ventilated improved pit (VIP) latrine 25 3.2 2.8 3.5 3.6 3.6
Pit latrine with slab 0.9 3.6 21 1.3 4.4 2.8
Shared facility* 68.5 50.7 60.5 65.0 44.5 54.7
Flush/pour flush to piped sewer
system 7.0 0.5 4.0 6.1 0.4 3.2
Flush/pour flush to septic tank 14.6 2.0 8.9 12.6 1.6 7.0
Flush/pour flush to pit latrine 4.7 0.8 3.0 4.3 0.7 25
Ventilated improved pit (VIP) latrine 34.3 26.9 30.9 33.7 22.9 28.3
Pit latrine with slab 8.0 20.6 13.6 8.3 18.9 13.7
Nonimproved facility 13.7 40.8 25.9 14.4 45.9 30.3
Flush/pour flush not to sewer/septic
tank/pit latrine 1.3 0.0 0.7 1.3 0.0 0.6
Pit latrine without slab/open pit 4.8 11.4 7.7 4.7 115 8.1
Bucket 0.3 0.2 0.3 0.3 0.1 0.2
Hanging toilet/hanging latrine 0.1 0.3 0.2 0.2 0.3 0.3
No facility/bush/field 7.1 28.8 16.9 7.9 34.0 21.0
Time to reach facility
No facility/bush/field 7.1 28.8 16.9 7.9 34.0 21.0
In own dwelling/yard/ plot 51.3 26.5 40.1 515 24.3 37.8
Less than 30 minutes 30.3 35.1 324 29.4 32.7 311
More than 30 minutes 11.2 9.6 10.5 11.0 9.0 10.0
Total 100.0 100.0 100.0 100.0 100.0 100.0
Number 6,503 5,332 11,835 20,432 20,791 41,223

Note: Totals may not add up to 100 percent because households with missing information are not shown separately.
1 Facilities that would be considered improved if they were not shared by two or more households.

2.1.2 Housing Characteristics

Housing characteristics and household assets can be used as a measure of the socioeconomic
status of household members. Cooking practices and cooking fuels also affect the health of family
members and the environment. For example, the use of biomass fuels exposes household members to
indoor pollution, which has a direct bearing on their health and surroundings.

Table 2.3 presents information on the availability of electricity, type of flooring material, number
of rooms for sleeping, type of fuel used for cooking, and place where cooking is done. Overall, 78 percent
of households in Ghana have access to electricity, 91 percent in urban areas and 63 percent in rural areas.
This shows a marked improvement since the 2008 GDHS, when 61 percent of households had access to
electricity; the sharpest increase has occurred in rural areas (from 38 percent to 63 percent). This increase
is partially attributed to the rural electrification programmes implemented by successive governments in
recent years.

Among flooring materials, cement is the most common (63 percent), with rural households being
more likely than urban households to have cement flooring (70 percent versus 57 percent). Other common
flooring materials include linoleum or rubber carpet (12 percent) and woolen or synthetic carpets
(11 percent).

14 « Housing Characteristics and Household Population



Table 2.3 Household characteristics

Percent distribution of households by housing characteristics, percentage using solid fuel for
cooking, and percent distribution by frequency of smoking in the home, according to
residence, Ghana 2014

Residence
Housing characteristic Urban Rural Total
Electricity
Yes 90.8 63.0 78.3
No 9.2 37.0 21.7
Total 100.0 100.0 100.0
Flooring material
Earth, sand 1.2 10.3 5.3
Dung 0.0 1.4 0.7
Wood planks 0.6 0.0 0.3
Parquet, polished wood 0.4 0.1 0.3
Ceramic/marble/porcelain tiles/terrazo 13.2 1.9 8.1
Cement 57.1 70.1 63.0
Woolen carpets/synthetic carpet 15.1 55 10.8
Linoleum/rubber carpet 12.3 10.7 11.6
Total 100.0 100.0 100.0
Rooms used for sleeping
One 65.0 57.1 61.4
Two 23.6 26.1 24.7
Three or more 11.4 16.7 13.7
Total 100.0 100.0 100.0
Place for cooking
In the house 47.7 20.0 35.2
In a separate building 15.7 335 23.7
Outdoors 31.3 43.3 36.7
No food cooked in household 5.3 3.2 43
Total 100.0 100.0 100.0
Cooking fuel
Electricity 2.2 0.2 1.3
LPG/natural gas/biogas 36.8 9.1 24.3
Kerosene 0.2 0.0 0.1
Charcoal 42.1 20.7 325
Wood 13.4 65.9 37.0
Straw/shrubs/grass 0.1 0.7 0.4
Agricultural crop 0.0 0.1 0.1
No food cooked in household 5.3 3.2 4.3
Total 100.0 100.0 100.0
Percentage using solid fuel for cooking* 55.6 87.5 70.0
Oil used for cooking
Red palm oil 38.7 57.6 47.2
Yellow palm oil 1.7 11 14
Frytol/fortified vegetable oil 43.9 19.4 32.9
Other vegetable oil 8.5 4.3 6.6
Shea butter 15 13.6 6.9
Other 0.4 0.8 0.6
No food cooked in household 5.3 3.2 4.3
Total 100.0 100.0 100.0
Frequency of smoking in the home
Daily 8.0 11.0 9.3
Weekly 1.8 1.7 17
Monthly 0.5 0.5 0.5
Less than monthly 0.4 0.5 0.4
Never 89.4 86.3 88.0
Total 100.0 100.0 100.0
Number 6,503 5,332 11,835

Note: Totals may not add up to 100 percent because households with missing information are
not shown separately.

LPG = Liquid petroleum gas

L Includes coal/lignite, charcoal, wood/straw/shrubs/grass, agricultural crops, and animal dung

The number of rooms used for sleeping indicates the extent of crowding in households.
Overcrowding increases the risk of contracting infectious diseases such as acute respiratory infections and
skin diseases, which particularly affect children and the elderly population. Six in 10 households (61
percent) report using one room for sleeping, one in four (25 percent) use two rooms for sleeping, and 14
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percent use three or more rooms. The proportion of households that uses one room for sleeping is higher in
urban than in rural areas (65 percent versus 57 percent).

The presence and extent of indoor pollution depend on cooking practices, places used for cooking,
and types of fuel used. According to the 2014 GDHS, 35 percent of households cook inside the house, 37
percent cook outdoors, and 24 percent cook in a separate building. The percentage of households that cook
inside the dwelling is substantially higher in urban than in rural areas (48 percent versus 20 percent). By
contrast, 34 percent and 43 percent of rural households cook in a separate building or outdoors, as
compared with 16 percent and 31 percent, respectively, of urban households.

Table 2.3 also presents information on fuel and oil used for cooking by the Ghanaian households.
Wood (37 percent), charcoal (33 percent), and liquid petroleum gas (LPG), natural gas, or biogas (24
percent) are the most commonly used cooking fuels. Urban households are much more likely than rural
households to use LPG, natural gas, or biogas (37 percent versus 9 percent) or charcoal (42 percent versus
21 percent). On the other hand, a notably higher proportion of rural households use wood for cooking
compared with urban households (66 percent versus 13 percent). Overall, 70 percent of households use
solid fuel for cooking, i.e., charcoal, wood, straw, shrubs, grass and agricultural crops, and animal dung, a
decline from 83 percent reported in the 2008 GDHS.

Red palm oil is the most commonly used cooking oil (47 percent), with a substantially higher
percentage of rural households using it when compared with urban households (58 percent versus 39
percent). One-third of households use Frytol or fortified vegetable oil for cooking. Urban households are
more than twice as likely as rural households to use Frytol or fortified vegetable oil (44 percent compared
with 19 percent). Other vegetable oil and shear butter are each used by 7 percent of households.

A major concern for the government of Ghana is the effect of secondhand smoke, especially on
the vulnerable groups, such as pregnant women, infants, and young children. The 2014 GDHS collected
information on the frequency of smoking in the home in order to assess exposure of household members to
secondhand smoking. Data show that 9 percent of households are exposed daily to secondhand smoke,
with rural households being slightly more likely to be exposed than urban households (11 percent
compared with 8 percent).

2.1.3 Household Possessions

Possession of durable consumer goods is another useful indicator of household socioeconomic
status. The possession and use of household durable goods have multiple effects and implications. For
instance, having access to a radio or television exposes household members to updated daily news events,
information, and educational materials. Similarly, a refrigerator prolongs food storage and keeps food fresh
and hygienic. A means of transportation allows greater access to services away from the local area and
enhances social and economic activities. The 2014 GDHS collected information on possession of durable
assets, means of transportation, and ownership of agricultural land and farm animals.

Table 2.4 shows that radios (69 percent), color televisions (62 percent), and mobile telephones (85
percent) are common durable goods owned by households in Ghana. Refrigerators are owned by 35
percent of households. Ownership of each of these household items is higher in urban than in rural areas.
Possession of color televisions, mobile phones, and refrigerators has increased since the 2008 GDHS
survey, while possession of radios has decreased slightly. It is noteworthy that there has been an especially
sharp increase in mobile phone ownership in Ghana, from 57 percent in 2008 to 85 percent in 2014,
especially in rural households where mobile phone ownership has more than doubled (from 37 percent to
76 percent). In addition, 42 percent of households own a video deck or DVD/VCD and 16 percent have a
sewing machine. Computers and access to the internet was reported each by 14 percent of households (data
not shown).
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Looking at means of transport, bicycles continue to be common, with 23 percent of households
owning a bicycle, 17 percent in urban areas and 31 percent in rural areas. Ownership of a motorcycle is
more common in rural areas (11 percent) than in urban areas (7 percent), while ownership of a car or truck
is more common in urban than in rural areas (13 percent compared with 4 percent).

Ghana is predominantly an agricultural economy, with a large proportion of the population
engaged in this sector. The 2014 GDHS data indicate that 39 percent of households own agricultural land,
with rural households notably more likely to own land (59 percent) than urban households (22 percent).
Thirty-six percent of households in the country possess farm animals, 55 percent in rural areas as
compared with 20 percent in urban areas.

Table 2.4 Household possessions

Percentage of households possessing various household effects, means of
transportation, agricultural land and livestock/farm animals by residence, Ghana 2014

Residence
Possession Urban Rural Total
Household effects
Radio 72.5 63.9 68.6
Color television 77.7 42.2 61.7
Mobile telephone 92.3 76.2 85.1
Non-mobile telephone 3.0 0.3 1.8
Refrigerator 50.5 16.4 35.1
Means of transport
Bicycle 17.4 30.7 23.4
Animal drawn cart 0.7 14 1.0
Motorcycle/scooter 6.9 11.1 8.8
Carl/truck 13.2 4.4 9.2
Boat with a motor 0.3 0.4 0.4
Ownership of agricultural land 21.9 58.7 38.5
Ownership of farm animals* 19.7 54.7 35.5
Number 6,503 5,332 11,835

1 Cattle, milk cows, bulls, horses, donkeys, mules, goats, pigs, rabbits, grasscutters,
sheep, chickens, or other poultry

2.2 SOCIOECONOMIC STATUS INDEX

The wealth index has been used in many DHS reports to measure inequalities in household
characteristics, in the use of health and other services, and in health outcomes. It is an indicator of wealth
that is consistent with expenditure and income measurement among households. The index was
constructed from household asset data using principal components analysis. These assets or consumer
items consist of a television, bicycle, or car, as well as dwelling characteristics, such as a source of
drinking water, sanitation facilities, and type of flooring material.

In its current form, which takes better account of urban-rural differences in scores and indicators
of wealth, the wealth index is created in three steps. In the first step, a subset of indicators common to
urban and rural areas is used to create wealth scores for households in both areas. Categorical variables to
be used are transformed into separate dichotomous (0-1) indicators. These indicators and those that are
continuous are then examined using a principal components analysis to produce a common factor score for
each household. In the second step, separate factor scores are produced for households in urban and rural
areas using area-specific indicators. The third step combines the separate area-specific factor scores to
produce a nationally applicable combined wealth index by adjusting area-specific scores through a
regression on the common factor scores. This three-step procedure permits greater adaptability of the
wealth index in both urban and rural areas. The resulting combined wealth index has a mean of zero and a
standard deviation of one. Once the index is computed, national-level wealth quintiles (from lowest to
highest) are obtained by assigning the household score to each de jure household member, ranking each
person in the population by his or her score, and then dividing the ranking into five equal categories, each
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comprising 20 percent of the population. The 2014 GDHS provides an opportunity to examine the
distribution of Ghana’s population by household wealth status.

Table 2.5 presents distributions across the five wealth quintiles by residence and region. These
distributions indicate the degree to which wealth is evenly (or unevenly) distributed according to
geographic area.

A large majority of the urban population (71 percent) is in the highest two wealth quintiles, while
a much lower proportion of rural residents (10 percent) falls in this category. The majority of rural
residents are in the lowest and the second wealth quintiles (36 percent and 33 percent, respectively). By
contrast, only 4 percent and 7 percent, respectively, of urban residents fall in the lowest two quintiles.

By region, data show that Greater Accra is the richest region, with 52 percent of the population in
the highest wealth quintile, compared with only 2 percent each of the population in the Northern and Upper
East regions. More than 7 in 10 of the population in the Northern and Upper East regions (72 percent and
79 percent, respectively) and 6 in 10 of the population in the Upper West region (60 percent) is in the
lowest wealth quintile.

Table 2.5 also presents information on the Gini coefficient, which indicates the level of
concentration of wealth (0 being an equal distribution and 1 a totally unequal distribution). This ratio is
expressed as a proportion between 0 and 1. Wealth inequality, as measured by the Gini coefficient, is
higher in rural (0.25) than in urban areas (0.10). Inequality in wealth is highest in Upper West and lowest
in Greater Accra (Gini coefficients of 0.33 and 0.14, respectively).

Table 2.5 Wealth quintiles

Percent distribution of the de jure population by wealth quintiles, and the Gini Coefficient, according to residence and region, Ghana

2014
Wealth quintile Number of Gini
Residence/region Lowest Second Middle Fourth Highest Total persons coefficient
Residence
Urban 4.0 7.0 18.2 315 39.2 100.0 20,432 0.10
Rural 35.7 32.7 21.8 8.7 11 100.0 20,791 0.25
Region
Western 6.0 23.3 29.4 25.3 16.1 100.0 4,144 0.24
Central 4.7 30.2 32.1 19.3 13.7 100.0 3,986 0.31
Greater Accra 2.6 3.7 11.4 30.1 52.2 100.0 7,583 0.14
Volta 21.7 33.3 28.2 12.8 4.1 100.0 3,444 0.25
Eastern 12.6 29.5 27.7 17.9 12.4 100.0 3,987 0.27
Ashanti 6.5 18.0 19.5 28.9 27.1 100.0 7,567 0.24
Brong Ahafo 25.2 30.9 22.8 13.9 7.2 100.0 3,531 0.31
Northern 71.6 15.3 7.7 3.5 2.0 100.0 4,081 0.30
Upper East 78.5 9.4 6.1 4.4 1.7 100.0 1,750 0.26
Upper West 60.2 19.9 9.3 7.7 3.0 100.0 1,149 0.33
Total 20.0 20.0 20.0 20.0 20.0 100.0 41,223 0.21

2.3 HAND WASHING

Hand washing is one of the most efficient ways to stop germs from spreading and protect people
from contracting communicable diseases. The practice is promoted by the Ghanaian government, various
institutions, and nongovernmental organisations. There is an ongoing campaign in communities at schools
and households to boost awareness of the importance of having designated places for hand washing with
running water and soap.

Table 2.6 provides information on designated places for hand washing in households and the use
of water and cleansing agents for washing hands according to place of residence, region, and wealth
quintile. In the 2014 GDHS, interviewers were asked to observe the place where household members
usually washed their hands. They also observed the regularity of water supply and whether households had
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cleansing agents near the place of hand washing. Such observations were made in 53 percent of households
selected for the survey.

Among the observed households, 39 percent had soap and water at the place where household
members washed their hands, 19 percent had water only, 4 percent had soap but no water, and less than 1
percent had water and other cleansing agents (such as ash, mud, or sand), or only cleaning agents other
than soap. Thirty-seven percent of households did not have water, soap, or other cleansing agents. In
general, although the hand washing place was observed, most likely these households did not have a fixed,
designated place for hand washing.

Forty-six percent of the households in urban areas had soap and water, compared with 29 percent
of rural households. At the regional level, more than half of households in Greater Accra (51 percent) had
soap and water, compared with less than one in five (18 percent) households in Upper West. Presence of
soap and water increases steadily with wealth, from 20 percent of the poorest households to 64 percent of
the richest households.

Table 2.6 Hand washing

Percentage of households in which the place most often used for washing hands was observed, and among households in which the place for
hand washing was observed, percent distribution by availability of water, soap, and other cleansing agents, Ghana 2014

Percentage
housgfholds Among households where place for hand washing was observed, percentage with: Number of
where Water and No water, households
place for cleansing Cleansing  no soap, with place
washing agent? agent other  no other for hand
Background hands was Number of Soap and other than Soap but than soap cleansing washing
characteristic observed households  water! soap only Water only no water® only? agent Total observed
Residence
Urban 58.0 6,503 46.2 0.2 17.5 3.9 0.2 32.0 100.0 3,770
Rural 47.8 5,332 29.0 0.5 211 4.6 0.4 445 100.0 2,548
Region
Western 58.3 1,298 45.5 0.5 17.2 4.4 0.0 32.4 100.0 757
Central 43.0 1,180 39.4 0.0 17.6 10.7 0.0 32.3 100.0 507
Greater Accra 64.7 2,457 50.6 0.0 16.3 4.0 0.1 29.1 100.0 1,591
Volta 79.7 1,015 32.2 0.4 18.3 2.1 0.9 46.1 100.0 809
Eastern 50.9 1,255 20.7 0.3 7.3 5.3 0.8 65.5 100.0 639
Ashanti 479 2,216 45.2 0.7 29.2 0.7 0.3 23.9 100.0 1,062
Brong Ahafo 45.7 1,028 216 0.6 17.1 3.0 0.0 57.7 100.0 469
Northern 31.1 742 38.1 0.0 14.8 14.3 0.0 32.8 100.0 230
Upper East 27.1 378 40.6 0.3 29.6 21 0.0 274 100.0 102
Upper West 57.6 265 18.3 0.0 46.0 3.2 0.0 32.5 100.0 153
Wealth quintile
Lowest 39.2 1,600 19.5 0.0 23.3 6.0 0.1 51.1 100.0 627
Second 48.5 2,211 215 0.3 20.5 4.7 0.6 52.4 100.0 1,072
Middle 50.9 2,647 26.8 0.4 18.9 4.2 0.3 49.5 100.0 1,347
Fourth 51.9 2,686 40.0 0.4 20.2 3.9 0.2 35.3 100.0 1,395
Highest 69.8 2,690 64.4 0.2 15.8 35 0.2 15.9 100.0 1,877
Total 53.4 11,835 39.2 0.3 19.0 4.2 0.3 37.0 100.0 6,318

1 Soap includes soap or detergent in bar, liquid, powder, or paste form. This column includes households with soap and water only as well as
those that had soap and water and another cleansing agent.

2 Cleansing agents other than soap include locally available materials such as ash, mud or sand

% Includes households with soap only as well as those with soap and another cleansing agent

2.4 HOUSEHOLD POPULATION BY AGE AND SEX

Table 2.7 shows the distribution of the de facto household population by age and sex according to
urban and rural residence. The 2014 GDHS enumerated a total of 40,337 persons (21,035 females and
19,302 males). More than 4 in 10 of the population in Ghana (42 percent) is under age 15 (Figure 2.1),
similar to 41 percent reported in the 2008 GDHS. The data show that 14 percent of the population are
under age 5, a slight increase from 13 percent in 2008. Persons age 65 and older account for about 5
percent of the total population, the same as in 2008.
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There is a slightly higher proportion of children under 5 in rural than in urban areas (15 percent
versus 13 percent). The concentration of the population is high in the 5-9 and 10-14 age groups (14 percent
and 13 percent, respectively), potentially creating pressure for schooling and adolescent care. The overall
sex ratio (the number of males for every 100 females) is 92, slightly higher than the sex ratio of 91
reported in the 2008 GDHS.

Table 2.7 Household population by age, sex, and residence

Percent distribution of the de facto household population by five-year age groups, according to sex and residence,

Ghana 2014
Urban Rural Total
Age Male Female Total Male Female Total Male Female Total
<5 15.0 11.8 13.3 16.6 14.4 15.4 15.8 13.1 14.4
5-9 12.8 11.9 12.3 15.8 14.7 15.3 14.4 13.3 13.8
10-14 13.2 12.0 12.5 14.7 13.2 14.0 14.0 12.6 13.3
15-19 8.8 7.7 8.2 9.9 8.1 9.0 9.4 7.9 8.6
20-24 8.0 8.3 8.1 6.2 7.3 6.8 7.1 7.8 7.4
25-29 7.7 8.9 8.3 5.4 6.5 6.0 6.5 7.7 7.1
30-34 7.1 7.5 7.3 4.9 5.7 5.3 5.9 6.6 6.3
35-39 6.4 6.7 6.6 45 5.6 5.1 5.4 6.2 5.8
40-44 4.9 5.3 5.1 4.6 4.8 47 4.8 5.0 4.9
45-49 4.1 4.2 4.1 3.8 4.0 3.9 3.9 4.1 4.0
50-54 3.2 4.6 3.9 34 4.9 4.2 3.3 4.7 4.0
55-59 2.6 2.9 2.8 2.5 2.9 2.7 2.5 2.9 2.7
60-64 2.5 2.6 25 2.8 2.4 2.6 2.6 2.5 2.5
65-69 1.2 1.8 1.5 1.8 1.7 1.8 1.5 1.7 1.6
70-74 1.0 1.6 1.3 1.3 15 14 1.2 15 14
75-79 0.7 1.0 0.8 0.9 1.1 1.0 0.8 1.0 0.9
80+ 0.9 1.4 1.2 0.9 1.4 1.2 0.9 1.4 1.2
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number 9,360 10,546 19,905 9,942 10,490 20,432 19,302 21,035 40,337
Figure 2.1 Population pyramid
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2.5 HouseEHOLD COMPOSITION

Information on household composition is critical for understanding family size, household
headship, and orphanhood and for implementing meaningful population-based policies and programmes.
Household composition is also a determinant of health status and wellbeing.

Table 2.8 presents information on household composition in Ghana. Almost twice as many
households are headed by men as by women (66 percent versus 34 percent), a pattern observed both in
urban and in rural areas.

The average household size in 2014 is 3.5 persons, compared with 3.7 in 2008. The household size
is somewhat larger in rural areas (mean size of 3.9 persons) when compared with urban areas (mean size of
3.1 persons). Single-person households are more common in urban areas (29 percent) than in rural areas
(22 percent), perhaps due to the influx of unmarried young individuals migrating to urban areas in search
of employment or to further their education.

Table 2.8 Household composition

Percent distribution of households by sex of head of household and by household size;
mean size of household, and percentage of households with orphans and foster children
under 18 years of age, according to residence, Ghana 2014

Residence

Characteristic Urban Rural Total
Household headship

Male 62.9 70.2 66.2

Female 37.1 29.8 33.8
Total 100.0 100.0 100.0
Number of usual members

0 0.3 0.3 0.3

1 29.2 21.6 25.8

2 17.1 13.9 15.6

3 15.4 13.6 14.6

4 13.8 13.1 135

5 10.2 13.6 11.7

6 7.0 9.5 8.1

7 3.5 6.3 4.8

8 1.6 3.2 2.3

9+ 1.8 4.9 3.2
Total 100.0 100.0 100.0
Mean size of households 3.1 3.9 35
Percentage of households with

orphans and foster children under

18 years of age

Foster children? 15.5 16.6 16.0

Double orphans 1.0 1.0 1.0

Single orphans? 5.9 7.7 6.7

Foster and/or orphan children 18.4 20.5 19.4
Number of households 6,503 5,332 11,835

Note: Table is based on de jure household members, i.e., usual residents.

1 Foster children are those under age 18 living in households with neither their mother nor
their father present.

2 Includes children with one dead parent and an unknown survival status of the other
parent.

The 2014 GDHS also collected information on the presence of foster children and orphans in
households. Foster children are children under age 18 living in households with neither their mother nor
their father present; orphans are children with one (single orphans) or both parents (double orphans) dead.
Foster children and orphans are of concern because they may be at greater risk of neglect, maltreatment or
exploitation with their mothers or fathers not present to assist them. Sixteen percent of all households in
Ghana have foster children, 16 percent in urban households and 17 percent in rural households. Single
orphans are present in 7 percent of the households, whereas double orphans are present in 1 percent of
households.
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Overall, 19 percent of households have foster and/or orphan children, a decrease from 22 percent
in the 2008 GDHS.

2.6 BIRTH REGISTRATION

Although Ghana has a legal and administrative structure stipulating official registration of births
according to standard procedures, only 6 out of 10 births are registered annually. The practice of formally
registering births is not widely adhered to in the country, even though the registration system was
implemented over 100 years ago. Despite the existence of compulsory nationwide registration laws in the
country, registration centres are highly inadequate and poorly equipped, especially in the rural areas, due to
a number of reasons, the predominant one being inadequate financial resources (UNICEF 2013).

The Births and Deaths Registry Act 301 of 1965 requires the issuance of a birth certificate
immediately after birth, free of charge. Until mid-2003, the legal period for free birth registration of infants
was within 21 days of birth. However, since mid-2013, the period has been extended to 12 months, in order
to encourage early registration of all births by parents or caretakers (Government of Ghana 1965).

Birth registration information was solicited for all children age 0-4 years. Table 2.9 presents the
percentage of the de jure population under age 5 whose births are registered with the civil authorities,
according to background characteristics. About 7 in 10 children under age 5 (71 percent) have their births
registered: 56 percent are registered and have a birth certificate, while 15 percent are registered but do not
have a birth certificate.

Children under age 2 (66 percent) are less likely to be registered than children age 2-4 (74
percent). Although not legally required, the registration of older children may be primarily due to the
practice of asking for a child’s birth certificate for school admission.

Table 2.9 Birth registration of children under age 5

Percentage of de jure children under age 5 whose births are registered with the civil authorities, according to
background characteristics, Ghana 2014

Children whose births are registered
Percentage who did

Background Percentage who had a not have a birth Percentage
characteristic birth certificate certificate registered Number of children
Age
<2 49.1 16.8 65.9 2,335
2-4 60.3 13.2 735 3,483
Sex
Male 55.9 14.9 70.8 3,067
Female 55.7 14.4 70.1 2,752
Residence
Urban 68.3 10.7 79.0 2,678
Rural 45.2 18.0 63.2 3,141
Region
Western 55.6 6.3 61.9 590
Central 51.2 30.1 81.3 613
Greater Accra 72.4 6.9 79.3 918
Volta 42.0 7.4 49.5 468
Eastern 55.3 9.0 64.3 560
Ashanti 68.5 13.0 81.5 1,041
Brong Ahafo 40.5 16.2 56.7 519
Northern 44.4 23.9 68.3 720
Upper East 50.1 21.3 71.3 237
Upper West 47.6 27.7 75.3 153
Wealth quintile
Lowest 37.8 20.4 58.1 1,314
Second 43.4 17.5 60.9 1,216
Middle 54.9 13.9 68.8 1,152
Fourth 69.3 11.7 81.1 1,095
Highest 79.9 8.1 88.0 1,042
Total 55.8 14.7 70.5 5,819
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Children in urban areas (79 percent) are notably more likely to be registered than those in rural
areas (63 percent). At the regional level, only half of births in Volta are registered, as compared with more
than 8 in 10 births registered in the Central and Ashanti regions (81 percent and 82 percent, respectively).

Birth registration increases with wealth, from 58 percent among children in the poorest households
to 88 percent among children in the richest households.

2.7 CHILDREN’S LIVING ARRANGEMENTS, ORPHANHOOD, AND SCHOOL ATTENDANCE

The 2014 GDHS collected information on living arrangements of children and orphanhood.
Living arrangements should be monitored together with the proportion of foster and orphan children
because of their significant effects on the comprehensive development of children.

Table 2.10 shows the percent distribution of children under age 18 by their living arrangements
and survivorship of parents. Of the 19,074 children under age 18 reported in the 2014 GDHS, 55 percent
live with both parents, 21 percent live with their mother only, although their father is alive, 4 percent live
with their father only, although their mother is alive, and 13 percent live with neither of their natural or
biological parents, although both parents are alive.

Table 2.10 Children’s living arrangements and orphanhood

Percent distribution of de jure children under 18 years of age by living arrangements and survival status of parents, the percentage of children not living with a biological
parent, and the percentage of children with one or both parents dead, according to background characteristics, Ghana 2014

Living with father

Living with mother but not with
but not with father mother Not living with either parent Percent- Percent-
Missing age not age with
infor- living one or
Living Only Only mation with a both Number
Background with both  Father Father Mother  Mother Both father mother Both  on father/ biological parents of
characteristic parents alive dead alive dead alive alive alive dead mother Total parent dead!  children
Age
0-4 65.5 245 19 15 0.2 5.6 0.3 0.2 0.2 0.1 100.0 6.3 2.8 5,819
<2 71.3 25.9 14 0.3 0.1 0.8 0.2 0.0 0.1 0.0 100.0 1.0 1.7 2,335
2-4 61.7 235 2.2 2.3 0.3 8.9 0.3 0.3 0.3 0.2 100.0 9.9 35 3,483
5-9 56.0 19.7 3.2 3.9 0.7 13.8 0.9 1.0 0.6 0.2 100.0 16.3 6.4 5,641
10-14 47.3 195 5.0 54 1.1 16.8 1.2 2.1 1.4 0.2 100.0 21.5 10.8 5,421
15-17 42.2 19.4 7.5 5.6 1.8 16.8 1.9 2.7 1.6 0.6 100.0 229 155 2,193
Sex
Male 56.4 20.9 3.8 4.3 0.9 10.9 0.7 1.2 0.7 0.2 100.0 135 7.4 9,734
Female 53.3 21.2 3.8 3.3 0.6 14.2 1.0 1.3 1.0 0.2 100.0 17.5 7.7 9,340
Residence
Urban 48.8 245 3.8 3.9 0.5 14.7 1.1 1.4 1.0 0.2 100.0 18.2 7.8 8,736
Rural 60.0 18.1 3.8 3.7 1.0 10.6 0.7 1.2 0.7 0.2 100.0 13.2 7.4 10,338
Region
Western 51.7 237 3.8 3.2 0.4 13.2 0.8 1.7 11 0.4 100.0 16.7 7.8 1,850
Central 46.9 28.7 4.6 4.0 1.0 12.0 0.8 0.7 1.2 0.2 100.0 14.7 8.3 1,942
Greater Accra 52.3 233 2.8 4.0 0.5 13.3 1.0 13 11 0.4 100.0 16.7 6.7 3,032
Volta 49.7 22.0 3.7 53 0.7 15.0 1.1 2.0 0.5 0.1 100.0 18.6 8.0 1,602
Eastern 45.1 26.0 3.8 3.9 0.9 16.5 1.3 1.2 11 0.3 100.0 20.0 8.2 1,840
Ashanti 52.8 25.6 34 3.1 0.2 12.5 0.8 1.0 0.6 0.0 100.0 14.8 6.0 3,547
Brong Ahafo 53.6 21.2 24 3.6 0.8 14.4 1.4 1.7 0.6 0.2 100.0 18.2 7.0 1,677
Northern 77.8 4.6 4.4 3.6 1.8 6.3 0.5 0.8 0.2 0.0 100.0 7.8 7.7 2,158
Upper East 64.6 7.7 8.4 4.8 1.6 9.3 0.4 1.7 1.4 0.1 100.0 12.8 135 855
Upper West 67.2 9.4 3.6 3.6 1.7 11.7 0.4 1.2 1.1 0.2 100.0 14.4 8.0 572
Wealth quintile
Lowest 69.4 8.5 4.5 4.1 14 9.6 0.6 11 0.6 0.2 100.0 11.8 8.2 4,435
Second 52.1 24.6 3.6 3.3 0.8 12.6 1.1 1.3 0.6 0.0 100.0 15.6 7.4 4,102
Middle 43.6 30.3 4.5 3.7 0.7 13.7 1.4 1.2 0.8 0.2 100.0 17.1 8.6 3,816
Fourth 49.9 23.4 4.1 3.7 0.6 14.3 0.6 1.4 1.7 0.4 100.0 17.9 8.4 3,534
Highest 57.2 20.3 1.9 4.4 0.2 13.2 0.9 1.2 0.5 0.2 100.0 15.8 4.7 3,187
Total <15 56.5 21.3 3.3 3.6 0.7 12.0 0.8 11 0.7 0.1 100.0 14.5 6.5 16,881
Total <18 54.9 21.1 3.8 3.8 0.8 12.5 0.9 1.3 0.8 0.2 100.0 155 7.6 19,074

Note: Table is based on de jure members, i.e., usual residents.
L Includes children with father dead, mother dead, both dead, and one parent dead but missing information on survival status of the other parent.
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Table 2.10 also provides information on the extent of orphanhood, that is, the proportion of
children who have lost one or both parents. Less than 1 percent of children under age 18 have both parents
dead and 8 percent have one or both parents dead. The percentage of children living with both biological
parents decreases with increasing age of the child. This may be due to children moving to a relative’s
house to pursue further education or seek work. Children in rural areas are more likely than those in urban
areas to live with both parents (60 percent versus 49 percent). The Northern region (78 percent) has the
highest proportion of children living with both parents and the Eastern region has the lowest proportion (45
percent).

By wealth status, the proportion of children under age 18 living with both parents shows a U-
shaped pattern with increasing wealth quintile. The highest proportions are among children in the lowest
and highest wealth quintiles (69 percent and 57 percent, respectively) and the lowest proportion is in the
middle wealth quintile (44 percent).

In the 2014 GDHS, eligible women were asked if they had any sons or daughters to whom they
had given birth, who were still alive, but who did not live with their mother at the time of the survey. For
each identified child under age 18 who did not live with the mother, the respondent was asked where and
with whom the children lived at the time of the interview. The findings are shown in Figure 2.2.

The majority of female and male children under age 18 who did not live with their mother at home
at the time of the survey were living with relatives (90 percent). Six percent of females and 5 percent of
males were living in boarding schools, and 4 percent and 3 percent, respectively, were living with family
or friends.

Figure 2.2 Children under age 18 living away from home:
Place or person with whom they currently live
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Children orphaned or vulnerable by death or acute illness of one or both parents may or may not
go to school. Often, these children are compelled to work to pay their school fees or eventually drop out to
assist in family businesses. The 2014 GDHS collected information on school attendance of children age
10-14 by parental survival. The findings are presented in Table 2.11. Seventy-six percent of children age
10-14 whose both parents are deceased are attending school, an increase from 67 percent in 2008. Among
children age 10-14 whose parents are both alive and who live with at least one parent, 81 percent are
attending school, compared with 88 percent in 2008. The overall ratio of school attendance of children
whose parents are dead to those whose parents are living (when the child resides with at least one parent) is
0.94. Further breakdown by background characteristics is not possible due to the small number of orphans
(95 unweighted cases).

24 « Housing Characteristics and Household Population



Table 2.11 School attendance by survivorship of parents

For de jure children age 10-14 , the percentage attending school by parental survival and the ratio of the percentage
attending, by parental survival, according to background characteristics, Ghana 2014

Percentage attending school by survivorship of parents

Both parents
alive and living

Background Both parents with at least
characteristic deceased Number one parent Number Ratio*
Sex
Male (78.2) 30 81.0 2,101 0.97
Female 74.5 45 81.3 1,816 0.92
Residence
Urban (71.0) 43 83.1 1,745 0.85
Rural 82.6 32 79.6 2,173 1.04
Region
Western * 10 93.8 366 0.61
Central * 7 51.9 363 1.23
Greater Accra * 14 82.1 620 1.22
Volta * 5 89.6 310 0.83
Eastern * 13 84.2 331 1.12
Ashanti * 10 80.0 828 0.87
Brong Ahafo * 8 88.9 345 0.60
Northern * 1 79.9 471 1.25
Upper East * 6 81.8 162 0.74
Upper West * 3 85.4 121 1.00
Wealth quintile
Lowest (79.2) 11 78.4 965 1.01
Second * 12 747 852 1.00
Middle * 16 84.0 746 0.74
Fourth * 30 85.0 709 1.01
Highest * 7 86.3 645 0.75
Total 76.0 75 81.1 3,918 0.94

Note: Table is based only on children who usually live in the household. Figures in parentheses are based on 25-49
unweighted cases. An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been
suppressed.

1 Ratio of the percentage with both parents deceased to the percentage with both parents alive and living with a parent

2.8 EDUCATION OF HOUSEHOLD POPULATION

Studies have shown that education is one of the major socioeconomic factors to influence a
person’s behaviour and attitude. In general, the higher the level of education of a woman, the more
knowledgeable she is about the use of health facilities, family planning methods, and the health of her
children.

Education in Ghana has undergone several changes in recent years (see Chapter 1). Pre-school
education has been incorporated into basic education, and all primary schools are required to have
nurseries or Kindergartens. The basic education is free and compulsory, with the goal of providing
educational attainment for all. The Ghana Education Trust Fund (GETFUND), set up in 2000, has resulted
in major improvements in the educational infrastructure to support the country’s tertiary institutions.

The current educational system is based on a three-tier system: six years of primary education,
followed by three years of junior high school (JHS), formerly called junior secondary school (JSS), and a
further three years at the senior high school (SHS) level. At the secondary level, in the 2007/2008
academic year, the three-year Senior Secondary School (SSS) system was changed to the four-year Senior
High School, but this policy was reversed in 20009.

2.8.1 Educational Attainment of Household Population

Tables 2.12.1 and 2.12.2 show the percent distribution of the de facto female and male household
population age 6 and older by level of education and background characteristics.
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Table 2.12.1 shows that 26 percent of the female household population has never been to school, a
decline from 31 percent in 2008. Among females age 6 and older, 27 percent have some primary
education, 5 percent have completed primary school only, 39 percent have some secondary education or
have completed secondary school, and 4 percent have more than a secondary school education.

The data show that the proportion of females with no education is higher in the older ages,
suggesting some improvement in education over the years. This may be due to the impact of the Free
Compulsory Universal Basic Education (FCUBE) programme, which was introduced in 1996. Educational
attainment varies by place of residence. Urban females are more likely to be educated than their rural
counterparts. For instance, 18 percent of urban females have no education, compared with 35 percent of
rural females. The proportion of urban females with some secondary education or higher (54 percent) is
notably higher than that of their rural counterparts (30 percent).

Table 2.12.1 Educational attainment of the female household population

Percent distribution of the de facto female household population age 6 and over by highest level of schooling attended or completed
and median years completed, according to background characteristics, Ghana 2014

Median
Background No Some Completed Some Completed More than years
characteristic education  primary primary!  secondary secondary? secondary Total Number  completed
Age
6-9 40.0 59.8 0.1 0.2 0.0 0.0 100.0 2,296 0.0
10-14 4.8 68.5 8.1 18.6 0.0 0.0 100.0 2,646 3.6
15-19 4.6 16.2 8.1 64.9 6.0 0.2 100.0 1,661 7.1
20-24 12.2 9.0 53 40.1 26.0 7.3 100.0 1,637 8.5
25-29 17.2 9.9 4.0 38.1 16.4 14.4 100.0 1,622 8.4
30-34 216 12.2 5.3 42.8 9.9 8.1 100.0 1,387 8.1
35-39 245 13.6 4.4 43.2 9.2 5.0 100.0 1,300 7.8
40-44 325 14.9 6.0 41.5 2.3 2.8 100.0 1,056 54
45-49 35.6 141 5.2 41.4 0.6 3.2 100.0 859 5.0
50-54 42.1 12.6 4.8 36.0 1.3 3.2 100.0 990 3.9
55-59 40.7 131 3.9 38.1 0.2 4.1 100.0 608 3.7
60-64 49.0 10.9 2.3 34.0 0.0 3.8 100.0 517 0.6
65+ 73.4 7.5 14 14.7 0.3 2.7 100.0 1,197 0.0
Residence
Urban 17.9 23.6 4.3 38.5 9.3 6.4 100.0 9,063 6.5
Rural 34.9 29.8 5.2 25.8 2.9 1.3 100.0 8,715 2.3
Region
Western 21.1 26.7 4.9 38.3 6.4 2.6 100.0 1,850 5.4
Central 23.9 26.2 6.4 33.8 6.3 3.3 100.0 1,766 5.0
Greater Accra 14.4 23.7 3.9 38.0 10.5 9.6 100.0 3,321 7.3
Volta 28.3 295 5.2 30.2 4.4 24 100.0 1,480 3.6
Eastern 20.6 27.2 7.0 36.5 54 3.3 100.0 1,725 53
Ashanti 185 26.8 4.7 39.9 6.6 35 100.0 3,340 5.8
Brong Ahafo 31.3 28.0 4.8 29.4 4.6 2.0 100.0 1,506 3.3
Northern 58.9 254 1.9 10.5 2.3 1.0 100.0 1,569 0.0
Upper East 44.8 32.0 52 13.7 3.0 1.3 100.0 731 0.6
Upper West 53.3 27.8 3.2 11.6 1.8 2.2 100.0 490 0.0
Wealth quintile
Lowest 52.1 31.1 3.7 12.2 0.8 0.1 100.0 3,277 0.0
Second 36.1 315 5.7 25.2 14 0.2 100.0 3,548 21
Middle 23.3 28.3 6.2 36.6 4.5 1.1 100.0 3,716 4.7
Fourth 145 24.8 4.8 43.0 9.1 3.8 100.0 3,717 6.7
Highest 7.8 17.7 3.2 42.2 14.7 14.4 100.0 3,520 8.7
Total 26.2 26.6 4.7 323 6.2 3.9 100.0 17,778 4.4

! Completed 6th grade at the primary level
2 Completed 6th grade at the secondary level

Findings show that females in the northern half of the country are disadvantaged. The percentage
of females who have never been to school is high in Northern (59 percent), followed by Upper West (53
percent) and Upper East (45 percent), as compared with only 14 percent of females in Greater Accra. On
the other hand, 20 percent of females in Greater Accra have completed secondary education or higher,
compared with 4 percent or less each in the Northern, Upper East, and Upper West regions.
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The proportion of female household members who have never attended school decreases sharply
with increasing wealth, from 52 percent in the lowest quintile to 8 percent in the highest quintile. Overall,
the median number of completed years of schooling among females age 6 and older is 4.4.

Table 2.12.2 shows that 18 percent of males have never been to school, a decline from 22 percent
in 2008. Thirty-one percent of males have had some primary education or have completed primary
education, 44 percent have had some secondary or have completed secondary education, and 8 percent
have more than a secondary education.

Similar to females, the proportion of males with no education is higher in the older ages. Twenty-
five percent of males in rural areas have no education, compared with 10 percent in urban areas. There is a
marked urban-rural differential in secondary and higher education: 23 percent of males in urban areas have
completed secondary or higher education, compared with 9 percent in rural areas.

Across the regions, the pattern for males is similar to that observed for females. Higher
proportions of males in the three northern regions (Northern, 44 percent; Upper West, 41 percent; and
Upper East, 32 percent) have never been to school, compared with 20 percent or less of males in other
regions. The percentage of males with no education is strongly associated with wealth; those in the lowest
quintile are the most likely to have no education (38 percent), compared with only 5 percent of males in the
richest households.

The median number of completed years of schooling among the male household population age 6
and older is 5.9.

Table 2.12.2 Educational attainment of the male household population

Percent distribution of the de facto male household population age 6 and over by highest level of schooling attended or completed
and median years completed, according to background characteristics, Ghana 2014

Median
Background No Some  Completed Some  Completed More than years
characteristic education  primary primary!  secondary secondary? secondary Total Number  completed
Age
6-9 43.6 56.2 0.0 0.2 0.0 0.0 100.0 2,292 0.0
10-14 4.9 70.1 8.9 16.0 0.0 0.0 100.0 2,700 3.6
15-19 3.2 18.0 8.0 63.9 6.0 0.9 100.0 1,814 7.1
20-24 6.1 8.5 3.9 40.9 32.0 8.6 100.0 1,366 9.0
25-29 11.0 8.7 3.3 33.6 22.6 20.7 100.0 1,255 8.9
30-34 12.0 8.4 4.3 41.1 16.0 18.2 100.0 1,143 8.6
35-39 14.2 8.5 3.6 44.2 15.8 13.8 100.0 1,047 8.5
40-44 15.4 8.0 3.9 54.9 7.2 10.6 100.0 920 8.9
45-49 19.6 7.6 3.6 55.6 33 10.3 100.0 754 9.2
50-54 211 10.1 1.7 53.8 1.6 11.7 100.0 643 9.2
55-59 25.8 7.7 2.9 49.0 24 121 100.0 486 9.2
60-64 28.2 5.3 3.5 48.8 21 12.3 100.0 511 9.1
65+ 43.7 8.3 1.1 374 1.2 8.2 100.0 837 3.0
Residence
Urban 10.3 23.2 3.6 39.5 11.9 115 100.0 7,763 8.2
Rural 24.5 30.5 5.1 313 4.9 3.7 100.0 8,008 4.1
Region
Western 13.0 25.3 4.8 40.3 10.4 6.2 100.0 1,580 7.2
Central 15.3 26.7 5.5 37.8 7.3 7.3 100.0 1,456 6.4
Greater Accra 7.7 23.1 34 38.8 14.0 12.9 100.0 3,025 8.3
Volta 15.8 30.7 4.6 37.6 5.7 5.6 100.0 1,347 5.6
Eastern 13.4 27.6 5.2 40.2 6.9 6.7 100.0 1,537 6.4
Ashanti 11.7 24.1 51 42.4 8.5 8.1 100.0 2,792 7.8
Brong Ahafo 19.6 29.4 4.1 35.2 6.9 4.9 100.0 1,344 5.2
Northern 44.3 28.9 2.4 16.0 3.8 4.6 100.0 1,555 0.5
Upper East 31.6 38.8 5.3 16.3 3.9 3.9 100.0 678 21
Upper West 41.3 30.3 2.7 16.4 4.2 5.1 100.0 458 1.0
Wealth quintile
Lowest 37.7 34.9 4.0 20.3 22 0.8 100.0 3,252 1.4
Second 22.0 31.9 6.7 34.0 3.8 1.6 100.0 3,104 4.4
Middle 14.4 28.1 5.1 40.2 8.0 4.2 100.0 3,034 6.2
Fourth 8.7 23.1 3.8 45.0 11.6 7.7 100.0 3,081 8.2
Highest 4.5 16.8 2.2 38.0 15.8 22.6 100.0 3,301 9.5
Total 17.5 26.9 4.3 35.4 8.3 7.5 100.0 15,771 5.9

! Completed 6th grade at the primary level
2 Completed 6th grade at the secondary level
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2.8.2 School Attendance Ratios

The 2014 GDHS collected information on school attendance for the population age 3-24 that
allows the calculation of net attendance ratios (NARs) and gross attendance ratios (GARs). The NAR for
primary school is the percentage of the primary-school-age (6-11 years) population that is attending
primary school. The NAR for secondary school is the measure of the secondary-school-age (12-17 years)
population that is attending secondary school. By definition, the NAR cannot exceed 100 percent. The
GAR however, measures participation at each level of schooling among persons age 6-25. The GAR is
almost always higher than the NAR for the same level because the GAR includes participation by those
who may be older, because they may have started school late, may have repeated one or more grades in
school, or may have dropped out of school and later returned, or may be younger than the official age
range for that level.

Table 2.13 presents data on the NAR and GAR for the de facto household population by level of
schooling and sex, according to place of residence, region, and wealth quintile. Seventy percent of children
age 6-11 who should be attending primary school are currently doing so, a slight decrease from 74 percent
in 2008. The GAR at the primary school level is 99 percent. The distribution shows that both the NAR and
the GAR are much lower at the secondary school level: 39 percent of students age 12-17 who should be
attending secondary school are in school (NAR), a slight decrease from 42 percent in 2008. The GAR for
secondary school is 50 percent.

The results show no differences in the primary or secondary school NARs between males and
females, indicating no notable gender gap in school attendance for the Ghanaian school-age population
who should be attending school at a given level. However, the GAR at the secondary school level is
slightly higher for males than for females (53 percent versus 47 percent).

The NAR at both the primary and secondary levels are lower in rural than in urban areas. For
instance, the NAR at the primary school level is 66 percent in rural areas compared with 74 percent in
urban areas. Similarly, the NAR at the secondary school level is 32 percent in rural areas, compared with
46 percent in urban areas. Regional differences are also pronounced. The primary school NAR is lowest in
the Upper West region (64 percent) and the secondary school NAR is lowest in the Northern, Upper East,
and Upper West regions (30 percent each). The GAR at the secondary school level is also higher in urban
areas. However, there is almost no urban-rural difference in the GAR at the primary school level. The
GAR at the primary school level is highest in the Upper East region, indicating higher overage or underage
attendance than in other regions. The lowest GAR at the secondary level is in Central region (31 percent)
and the highest is in Volta (58 percent).

There is a strong relationship between household economic status and school attendance at both
the primary and secondary levels and among both males and females. For example, the primary school
NAR increases from 61-64 percent among students from households in the lowest two wealth quintiles to
81 percent among students from the richest households. Similarly, the NAR for secondary school rises
from 25 percent among students in the lowest wealth quintile to 50-54 percent among those in the top two
wealth quintiles.

Table 2.13 also shows the Gender Parity Index (GPI), which represents the ratio of the NAR and
GAR for females to the NAR and GAR for males. It is a more precise indicator of gender differences in the
schooling system. A GPI less than 1 indicates that a smaller proportion of females than males attend
school. In Ghana, the GPI is 1.00 for primary school attendance and 1.01 for secondary school attendance,
indicating no gender gaps. There are no notable differences in the primary school GPI for NAR by
background characteristics. At the secondary school level, the widest gender gap in attendance is in
Northern region (GPI of 0.88) and among the richest households (GPI of 0.84). The indexes for GAR at
the primary and secondary levels are slightly less than 1 (0.98 for primary school and 0.89 for secondary
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school), indicating some gender gap, especially at the secondary school level. The gender gap in
attendance has remained unchanged over the last six years at the primary and secondary levels.

Table 2.13 School attendance ratios

Net attendance ratios (NAR) and gross attendance ratios (GAR) for the de facto household population by sex and level of schooling;
and the Gender Parity Index (GPI), according to background characteristics, Ghana 2014

Net attendance ratio* Gross attendance ratio?

Background Gender Gender
characteristic Male Female Total Parity Index® Male Female Total Parity Index®

PRIMARY SCHOOL

Residence
Urban 74.5 74.3 74.4 1.00 98.4 99.0 98.7 1.01
Rural 65.8 65.8 65.8 1.00 101.2 97.7 99.5 0.97
Region
Western 77.4 80.6 78.9 1.04 103.0 115.8 109.2 1.12
Central 45.8 46.3 46.1 1.01 69.0 58.4 63.4 0.85
Greater Accra 74.7 74.8 74.7 1.00 91.5 96.8 94.1 1.06
Volta 73.4 73.6 73.5 1.00 117.3 105.8 111.7 0.90
Eastern 70.5 65.2 68.0 0.92 107.0 96.4 101.9 0.90
Ashanti 74.2 73.5 73.8 0.99 101.3 101.6 101.5 1.00
Brong Ahafo 70.5 68.2 69.4 0.97 103.9 104.4 104.2 1.00
Northern 66.1 70.3 68.1 1.06 103.5 103.9 103.7 1.00
Upper East 70.0 76.5 73.1 1.09 111.0 115.5 113.2 1.04
Upper West 65.0 63.9 64.4 0.98 111.9 100.2 105.9 0.90
Wealth quintile
Lowest 62.5 64.8 63.6 1.04 102.5 102.7 102.6 1.00
Second 63.4 58.1 60.8 0.92 97.6 88.1 92.9 0.90
Middle 70.0 715 70.8 1.02 100.7 99.2 100.0 0.99
Fourth 78.4 76.8 77.5 0.98 103.6 97.5 100.3 0.94
Highest 79.9 82.0 80.9 1.03 94.3 106.7 100.1 1.13
Total 69.6 69.6 69.6 1.00 99.9 98.3 99.1 0.98
SECONDARY SCHOOL
Residence
Urban 455 45.5 455 1.00 61.0 54.8 57.8 0.90
Rural 325 32.0 32.3 0.99 45.9 39.5 42.8 0.86
Region
Western 48.5 46.2 47.2 0.95 67.2 57.9 61.9 0.86
Central 23.2 24.6 23.8 1.06 32.6 29.7 313 0.91
Greater Accra 47.1 44.5 45.7 0.94 62.1 50.5 56.2 0.81
Volta 40.6 41.8 41.2 1.03 59.6 55.3 57.7 0.93
Eastern 39.4 38.0 38.7 0.96 46.1 47.4 46.7 1.03
Ashanti 42.0 42.8 42.4 1.02 52.3 49.7 51.0 0.95
Brong Ahafo 38.5 36.0 37.2 0.94 61.0 45.3 52.8 0.74
Northern 31.8 27.8 30.0 0.88 48.3 34.2 41.9 0.71
Upper East 26.3 34.5 30.4 1.31 44.0 47.6 45.8 1.08
Upper West 27.7 334 30.4 1.21 45.6 40.8 43.3 0.89
Wealth quintile
Lowest 24.9 25.0 25.0 1.00 41.5 32.7 375 0.79
Second 30.8 28.7 29.8 0.93 42.5 35.2 39.1 0.83
Middle 40.9 37.8 39.3 0.93 54.8 47.9 51.3 0.87
Fourth 46.3 53.8 50.3 1.16 63.1 62.2 62.6 0.99
Highest 58.8 49.5 53.9 0.84 71.2 58.8 64.7 0.83
Total 38.4 38.6 38.5 1.01 52.7 47.0 49.9 0.89

1 The NAR for primary school is the percentage of the primary-school age (6-11 years) population that is attending primary school.
The NAR for secondary school is the percentage of the secondary-school age (12-17 years) population that is attending secondary
school. By definition the NAR cannot exceed 100 percent.

2 The GAR for primary school is the total number of primary school students, expressed as a percentage of the official primary-
school-age population. The GAR for secondary school is the total number of secondary school students, expressed as a percentage
of the official secondary-school-age population. If there are significant numbers of overage and underage students at a given level of
schooling, the GAR can exceed 100 percent.

3 The Gender Parity Index for primary school is the ratio of the primary school NAR (GAR) for females to the NAR (GAR) for males.
The Gender Parity Index for secondary school is the ratio of the secondary school NAR (GAR) for females to the NAR (GAR) for
males.
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Figure 2.3 shows that attendance rates increase up to ages 9-11 for both males and females, with
some fluctuations for females, then they drop gradually.

Figure 2.3 Age-specific attendance rates of the de-facto population 5 to 24 years
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CHARACTERISTICS OF RESPONDENTS 3

Key Findings:

e More than half of women and men age 15-49 (54 percent and 53 percent,
respectively) live in urban areas, an increase from 49 percent and 46
percent, reported in the 2008 GDHS.

¢ Nineteen percent of women and 9 percent of men age 15-49 have never
attended school; more are in school now than in 2008 when 21 percent and
13 percent did not attend.

e The median age of enrolment in primary school among women and men
age 15-24 is 6.5 years.

e Large percentages of women and men age 15-24 who stopped going to
school (38 percent and 39 percent, respectively) indicated they had no
money to cover the education costs.

e Sixty-seven percent of women and 82 percent of men age 15-49 are
literate, an increase from the 2008 literacy levels of 63 percent and 77
percent, respectively.

e Men are more likely to have access to the media than women; 13 percent
of men are exposed to all three media at least once a week compared with
only 5 percent of women.

e Thirty-one percent of women and 14 percent of men age 15-49 are not
exposed to any media.

e Overall, 26 percent of employed women in the agricultural sector are not
paid at all, mainly because they are employed by a family member. On the
other hand, 14 percent of women who are employed in the nonagricultural
sector are not paid for their work.

he purpose of this chapter is to create a demographic and socioeconomic profile of individual

female and male respondents in the 2014 Ghana Demographic and Health Survey (GDHS). This

information helps in the interpretation of findings presented later in the report and provides an
indication of the representativeness of the survey. The chapter first describes basic background
characteristics, including age, religion, ethnicity, marital status, residence, and wealth status. It then
provides more detailed information on education, literacy, media exposure, and employment.

Throughout this report, numbers in the tables reflect weighted numbers. Percentages based on 25
to 49 unweighted cases are shown in parentheses, and percentages based on fewer than 25 unweighted
cases are suppressed and replaced with an asterisk, to caution readers when interpreting data that a
percentage based on fewer than 50 cases may not be statistically reliable.

3.1 CHARACTERISTICS OF SURVEY RESPONDENTS

Table 3.1 shows the weighted and unweighted numbers and the weighted percent distributions of
women and men age 15-49 who were interviewed in the 2014 GDHS, by background characteristics. More
than half of the respondents age 15-49 (52 percent of women and 53 percent of men) are under age 30,
reflecting the young age structure of the population. The vast majority of respondents are Christian. More
than 4 in 10 women (41 percent) and 3 in 10 men (32 percent) are Pentecostal/Charismatic, and 39 percent

! Parentheses are used if early childhood mortality rates are based on 250 to 499 children exposed to the risk of
mortality in any of the component rates; early childhood mortality rates are suppressed if they are based on fewer than
250 children exposed to the risk of mortality in any of the component rates.
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of women and 42 percent of men are Catholic, Anglican, Methodist, Presbyterian, or other Christian.
Fifteen percent of women and 18 percent of men are Muslim.

Table 3.1 Background characteristics of respondents

Percent distribution of women and men age 15-49 by selected background characteristics, Ghana 2014

Women Men
Background Weighted Weighted Unweighted Weighted Weighted Unweighted
characteristic percent number number percent number number
Age
15-19 17.3 1,625 1,756 22.1 855 889
20-24 17.2 1,613 1,571 15.2 588 620
25-29 17.1 1,604 1,564 15.2 589 577
30-34 14.6 1,372 1,343 14.3 552 497
35-39 13.8 1,295 1,260 12.2 473 472
40-44 11.0 1,030 1,032 11.8 456 442
45-49 9.1 857 870 9.2 355 358
Religion
Catholic 10.0 944 1,341 10.7 416 538
Anglican/Methodist/Presbyterian 14.0 1,312 1,132 13.0 504 425
Pentecostal/Charismatic 411 3,859 3,457 315 1,217 1,025
Other Christian 15.1 1,416 1,239 18.0 695 614
Muslim 15.2 1,423 1,726 17.6 680 823
Traditional/Spiritualist 2.0 188 226 3.3 128 210
No religion 2.7 251 273 5.9 227 218
Other 0.0 2 1 0.0 1 2
Missing 0.0 1 1 0.0 0 0
Ethnic group
Akan 50.1 4,705 3,876 49.2 1,905 1,557
Ga/Dangme 7.7 728 519 8.3 323 228
Ewe 135 1,266 1,118 13.3 514 450
Guan 2.3 216 256 2.1 79 102
Mole-Dagbani 14.8 1,388 2,270 14.7 568 932
Grusi 29 271 415 2.6 101 176
Gurma 5.8 545 658 5.8 226 266
Mande 0.9 85 110 1.2 47 55
Other 2.0 191 173 2.7 106 89
Missing 0.0 1 1 0.0 0 0
Marital status
Never married 329 3,094 3,041 47.8 1,851 1,854
Married 42.2 3,968 4,243 38.3 1,480 1,527
Living together 14.4 1,353 1,213 9.5 366 309
Divorced/separated 7.7 728 630 4.1 159 146
Widowed 2.7 253 269 0.3 13 19
Residence
Urban 53.8 5,051 4,602 53.0 2,050 1,826
Rural 46.2 4,345 4,794 47.0 1,819 2,029
Region
Western 11.0 1,038 1,027 11.6 447 447
Central 10.0 937 941 9.8 380 363
Greater Accra 20.2 1,898 999 215 831 422
Volta 7.7 720 795 7.6 295 312
Eastern 9.3 878 907 9.4 362 377
Ashanti 19.1 1,798 1,040 17.6 680 390
Brong Ahafo 8.2 769 1,005 8.3 320 422
Northern 8.4 786 1,042 8.2 316 431
Upper East 3.8 358 914 3.8 146 382
Upper West 2.3 215 726 2.3 91 309
Education
No education 19.1 1,792 2,281 9.4 362 502
Primary 17.8 1,672 1,747 14.0 543 636
Middle/JSS/IHS 41.1 3,862 3,528 42.0 1,626 1,512
Secondary+ 22.0 2,070 1,840 34.5 1,336 1,205
Wealth quintile
Lowest 16.1 1,511 2,335 16.5 639 990
Second 17.4 1,636 1,759 16.8 648 717
Middle 20.6 1,938 1,902 19.9 770 735
Fourth 22.5 2,117 1,771 21.9 848 726
Highest 23.3 2,194 1,629 24.9 963 687
Total 15-49 100.0 9,396 9,396 100.0 3,869 3,855
50-59 na na na na 519 533
Total 15-59 na na na na 4,388 4,388

Note: Education categories refer to the highest level of education attended, whether or not that level was completed.
na = Not applicable
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As expected, the Akans form the largest ethnic group, with about half of respondents belonging to
this group, followed by the Mole-Dagbanis, which account for 15 percent each of women and men, and the
Ewes, which account for 14 percent of women and 13 percent of men.

One-third of women (33 percent) and nearly half of men (48 percent) have never been married.
Women are more likely to be married or living together with a partner (i.e., in union) than men (57 percent
versus 48 percent). More women than men are also divorced or separated (8 percent versus 4 percent) or
widowed (3 percent versus less than 1 percent).

More than half of women (54 percent) and men (53 percent) live in urban areas, an increase from
49 percent and 46 percent, respectively, in the 2008 GDHS. By region, the largest proportion of women
and men reside in Greater Accra (20 percent and 22 percent, respectively), and the smallest proportion
reside in the Upper West region (2 percent each).

In general, most men and women in Ghana have some formal education. However, 19 percent of
women and 9 percent of men have never attended school, a decrease from the figures of 21 percent and 13
percent, respectively, reported in the 2008 GDHS survey. Men tend to be more educated than women: 35
percent of men have a secondary or higher education, as compared with 22 percent of women.

3.2 EDUCATIONAL ATTAINMENT BY BACKGROUND CHARACTERISTICS

Education provides people with the knowledge and skills that can lead to better employment
opportunities and a better quality of life. Education level is closely associated with the health of women
and children as well as reproductive health behaviours of women and men.

Tables 3.2.1 and 3.2.2 show the distribution of women and men by highest level of schooling
attended or completed and the median number of years of schooling, according to background
characteristics. Table 3.2.1 shows that 19 percent of women age 15-49 have never been to school, 13
percent have some primary education, 5 percent have completed primary school, 46 percent have some
secondary education, 11 percent have completed secondary school, and 6 percent have attained more than
a secondary education.

Older women age 40-49 (32-36 percent), those who reside in rural areas (29 percent), women who
live in Northern region (66 percent), and those in the poorest wealth quintile (52 percent) are most likely to
have no education. The urban-rural and wealth quintile differences in education are more pronounced at
the secondary and higher levels. For example, women in urban areas are more than twice as likely as those
in rural areas to have completed secondary education (16 percent versus 6 percent). Similarly, 22 percent
of women in the highest wealth quintile have completed secondary education, compared with just 2 percent
of women in the lowest wealth quintile.

Nationally, women have completed a median of 7.8 years of schooling. Looking at age, women in
the 20-24 age group have the highest median years of schooling (8.5 years) while those age 45-49 have the
lowest number of median years of schooling (4.9 years). Urban women have completed a median of 8.5
years of schooling compared with 5.7 years among rural women. Median number of years completed is
highest among women from Greater Accra (8.7 years) and lowest among women in the Northern region
(0.0 years). There is a notable difference in median number of schooling years by wealth quintile; it is 9.6
years among women in the highest wealth quintile versus 0.0 years among those in the lowest quintile.
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Table 3.2.1 Educational attainment: Women

Percent distribution of women age 15-49 by highest level of schooling attended or completed, and median years completed, according
to background characteristics, Ghana 2014

Highest level of schooling

Median
Background No Some Completed Some Completed More than years Number of
characteristic education primary primary!  secondary secondary? secondary Total completed women
Age
15-24 8.1 12.0 6.4 53.8 15.7 4.0 100.0 7.9 3,238
15-19 4.3 14.5 8.1 67.0 6.1 0.1 100.0 7.2 1,625
20-24 11.9 9.5 4.6 40.6 254 8.0 100.0 8.5 1,613
25-29 17.2 10.2 3.8 39.0 15.4 14.3 100.0 8.3 1,604
30-34 21.3 12.6 5.2 43.4 9.5 7.9 100.0 8.1 1,372
35-39 254 12.9 4.3 42.6 9.4 55 100.0 7.8 1,295
40-44 31.6 15.8 5.7 41.9 2.1 2.9 100.0 54 1,030
45-49 35.7 145 4.5 41.7 0.3 3.3 100.0 4.9 857
Residence
Urban 11.0 9.9 4.0 49.8 15.7 9.7 100.0 8.5 5,051
Rural 28.5 15.7 6.7 41.1 5.5 2.5 100.0 5.7 4,345
Region
Western 14.2 141 5.8 51.3 11.0 3.6 100.0 8.1 1,038
Central 15.1 10.6 7.3 50.0 10.6 6.3 100.0 8.0 937
Greater Accra 8.3 10.5 3.7 46.3 175 13.7 100.0 8.7 1,898
Volta 19.1 16.2 6.0 46.0 8.4 4.2 100.0 7.0 720
Eastern 10.4 135 8.1 52.4 10.3 5.4 100.0 8.0 878
Ashanti 10.8 11.3 4.2 56.4 115 5.8 100.0 8.4 1,798
Brong Ahafo 20.5 16.4 6.1 45.2 8.5 3.2 100.0 6.5 769
Northern 65.8 8.6 2.6 17.0 4.4 17 100.0 0.0 786
Upper East 40.0 19.7 7.4 24.8 5.9 2.3 100.0 2.9 358
Upper West 48.7 15.4 4.6 23.1 3.6 4.6 100.0 1.0 215
Wealth quintile
Lowest 51.7 16.9 5.7 24.0 1.6 0.1 100.0 0.0 1,511
Second 27.4 20.0 7.4 42.0 3.0 0.3 100.0 5.3 1,636
Middle 15.0 14.7 7.8 52.4 8.0 21 100.0 7.3 1,938
Fourth 9.0 9.1 4.2 56.4 15.6 5.7 100.0 8.5 2,117
Highest 3.8 5.5 2.0 47.6 215 19.5 100.0 9.6 2,194
Total 19.1 12.6 5.2 45.8 11.0 6.3 100.0 7.8 9,396

1 Completed 6th grade at the primary level
2 Completed 6th grade at the secondary level

Similar patterns in educational attainment are observed among men (Table 3.2.2). Nationally, 9
percent of men age 15-49 have no education, 10 percent have some primary education, 4 percent have
completed primary education, 50 percent have some secondary education, 15 percent have completed
secondary education, and 12 percent have completed secondary or higher schooling.

Men age 45-49 are most likely to have no education (17 percent), while the youngest men age 15-
19 are the least likely to have no education (3 percent). Urban residents have higher levels of educational
attainment than their rural counterparts; only 4 percent of urban men have no education, compared with 15
percent of rural men. By contrast, 16 percent of men in urban areas have more than a secondary education,
compared with 6 percent of rural men. The percentage with no education is highest among men in the
Northern region (47 percent) and lowest among men in the Eastern region (2 percent). Thirty-two percent
of men in the lowest wealth quintile have no schooling compared with less than 1 percent of men in the
highest quintile. On the other hand, 29 percent of men in the highest wealth quintile have more than a
secondary education compared with less than 1 percent of men in the lowest quintile.

At the national level, men age 15-49 have completed a median of 8.5 years of schooling. Men age
20-24 (12.2 years) and men in urban areas (9.1 years) have the highest median number of school years
when compared with other age groups and with rural residents. The median number of completed years of
schooling ranges from 9.5 years in Greater Accra to 2.7 years in Northern. Median years of schooling
increases from 5.0 years among the poorest men to 13.3 years among the wealthiest men.

Survey results show that men have more education than women above the primary level. For
example, twice as many men as women have completed more than a secondary education (12 percent
compared with 6 percent).
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Table 3.2.2 Educational attainment: Men

Percent distribution of men age 15-49 by highest level of schooling attended or completed, and median years completed, according to
background characteristics, Ghana 2014

Highest level of schooling Median
Background No Some Completed Some Completed More than years Number of
characteristic education primary primary!  secondary secondary? secondary Total completed men
Age
15-24 3.2 11.6 4.8 59.0 17.3 4.1 100.0 8.1 1,443
15-19 25 14.6 6.4 70.5 55 0.4 100.0 7.3 855
20-24 4.3 7.3 24 42.4 34.4 9.3 100.0 12.2 588
25-29 10.7 9.5 2.7 34.1 20.2 22.8 100.0 8.8 589
30-34 10.3 9.2 5.2 40.8 16.3 18.0 100.0 8.6 552
35-39 13.6 8.6 3.3 45.8 14.2 14.5 100.0 8.5 473
40-44 15.7 9.2 4.5 52.7 9.4 8.5 100.0 8.8 456
45-49 16.8 7.5 2.7 55.6 3.7 13.7 100.0 9.2 355
Residence
Urban 4.1 6.8 21 51.5 19.2 16.4 100.0 9.1 2,050
Rural 15.3 13.4 6.4 48.3 10.3 6.2 100.0 7.6 1,819
Region
Western 5.1 11.9 2.6 55.6 16.5 8.3 100.0 8.6 447
Central 51 7.2 53 56.8 11.6 14.0 100.0 8.5 380
Greater Accra 2.9 7.9 2.0 47.3 21.4 18.4 100.0 9.5 831
Volta 4.7 17.1 5.6 54.6 9.8 8.1 100.0 8.1 295
Eastern 1.8 12.6 51 56.6 15.1 8.7 100.0 8.5 362
Ashanti 4.6 4.7 4.2 57.8 16.1 12.5 100.0 8.8 680
Brong Ahafo 10.1 115 45 53.8 134 6.7 100.0 8.3 320
Northern 47.4 8.7 34 24.5 8.0 7.9 100.0 2.7 316
Upper East 235 22.0 11.8 28.3 9.5 4.9 100.0 5.4 146
Upper West 30.7 14.6 4.7 27.9 115 10.7 100.0 5.8 91
Wealth quintile
Lowest 31.9 18.2 7.1 37.3 4.8 0.7 100.0 5.0 639
Second 10.9 17.0 8.8 51.2 9.7 25 100.0 7.1 648
Middle 6.8 121 3.8 56.8 13.9 6.6 100.0 8.3 770
Fourth 3.9 5.7 2.4 58.1 18.5 115 100.0 8.9 848
Highest 0.3 1.7 0.8 44.9 23.3 29.0 100.0 13.3 963
Total 15-49 9.4 9.9 4.1 50.0 15.0 11.6 100.0 8.5 3,869
50-59 20.6 7.2 1.9 55.5 1.4 13.4 100.0 9.3 519
Total 15-59 10.7 9.6 3.8 50.6 134 11.8 100.0 8.6 4,388

! Completed 6th grade at the primary level
2 Completed 6th grade at the secondary level

3.3 SCHOOL ATTENDANCE

In the 2014 Ghana DHS all respondent age 15-24 who ever attended school were asked at
what age the respondent age 24 or younger started primary school and whether the respondent age 24
or younger is currently attending school at any level. If the respondent is currently not attending
school, she or he was asked why the respondent is not currently attending any school.

Table 3.3.1 and Table 3.3.2 show the median age of enrollment in primary school among women
and men age 15-24, respectively, who ever attended school, and percent distribution of respondents age 15-
24 who ever attended school and who are not currently attending school, by reason for stopping school,
according to background characteristics.

The median age for enrolment in primary school among women age 15-24 is 6.5 years. The
median age for enrolment is slightly lower for women in urban than in rural areas (6.2 years versus 6.9
years). Young women in Upper East (8.1 years) and Upper West (8.0 years) and those in the lowest wealth
quintile (7.9 years) have the highest median age for enrolment in primary school when compared with
other sub groups.

Respondents age 15-24 who had attended school but were not attending school at the time of the
survey were asked why they stopped going. About 4 in 10 women age 15-24 (38 percent) indicated they
had no money to cover the education costs. Other reasons for quitting include having completed the
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desired level of education (13 percent), waiting for approved admission (11 percent), having family
reasons or getting married (9 percent), having bad grades (7 percent), having no desire to continue
education (6 percent), having to work (5 percent), becoming pregnant and health reasons (2 percent each),
and moving or changing residence (1 percent).

The percentage of women age 15-24 who reported they stopped going to school because they had
no money to cover the education costs is highest among rural residents (40 percent), those living in Eastern
region (45 percent), and among young women in the middle wealth quintile (44 percent).

Table 3.3.1 School attendance: Women 15-24

Median age of enrolment in primary school among women age 15-24 who ever attended school, and percent distribution of women age 15-24 who ever
attended school and who are not currently attending school, by reason for stopping school, according to background characteristics, Ghana, 2014

Women 15-24 who Reason for stopping school among women 15-24 who ever attended school
ever attended school and who are currently not attending school:
Median No
age of money Completed  No Waiting
enrolment Had to Had Family desired desire for Number
Background in primary Number of to cover bad Health reasons/ level of to approved Became of
characteristic  school women work Moved costs grades reasons got married education continue admission pregnant Other Total women
Residence
Urban 6.2 1,582 5.3 1.4 36.1 7.8 1.8 6.1 15.4 5.0 13.8 1.4 5.7 100.0 1,089
Rural 6.9 1,395 3.9 08 397 6.1 17 12.3 9.8 7.8 7.6 15 8.9 100.0 846
Region
Western 6.6 368 28 0.0 305 85 21 16.2 19.0 5.5 5.2 0.3 9.9 100.0 257
Central 6.9 298 10.0 1.6 39.2 7.3 1.9 8.3 111 59 59 1.1 7.8 100.0 208
Greater
Accra 5.9 547 5.4 19 355 35 0.8 6.5 21.7 5.0 14.6 0.0 5.0 100.0 386
Volta 6.7 227 0.3 28 417 27 3.0 9.3 3.7 4.6 15.2 3.8 128 100.0 148
Eastern 6.8 307 4.7 13 44.9 5.0 13 4.0 16.0 9.6 4.6 3.6 4.9 100.0 205
Ashanti 6.2 592 6.3 0.0 421 103 2.0 5.2 7.8 34 14.8 0.0 8.0 100.0 395
Brong
Ahafo 6.5 273 1.7 15 318 55 1.4 10.2 10.7 15.0 10.4 6.9 5.0 100.0 170
Northern 7.6 166 1.4 00 385 127 4.2 19.0 1.6 7.7 11.4 0.5 2.9 100.0 75
Upper East 8.1 127 4.0 2.8 295 146 1.4 25.2 2.4 4.1 11.5 0.0 4.4 100.0 57
Upper West 8.0 72 0.0 14 43.5 8.4 0.6 4.9 7.4 9.1 171 1.0 6.5 100.0 34
Wealth
quintile
Lowest 7.9 430 2.6 11 36.7 7.9 3.7 15.5 5.1 10.9 7.5 1.3 7.8 100.0 224
Second 6.9 564 3.6 1.6 41.4 51 1.4 115 5.7 7.1 8.5 4.8 9.4 100.0 364
Middle 6.7 675 4.4 15 44.3 5.1 2.4 8.1 8.6 8.3 7.7 1.4 8.1 100.0 475
Fourth 6.1 695 54 1.0 37.9 9.5 1.1 6.7 15.5 3.7 11.0 0.3 7.9 100.0 489
Highest 5.9 612 6.3 05 268 74 0.9 6.9 26.0 3.9 19.1 0.0 2.2 100.0 382
Total 15-24 6.5 2,977 4.7 1.1 37.8 7.0 1.8 9.0 12.8 6.3 10.9 1.5 7.1 100.0 1,935

Table 3.3.2 shows that the median age of enrolment in primary school is the same among men as it
is among women age 15-24 (6.5 years). Rural residents (7.0 years), those living in Volta (8.3 years), and
young men in the lowest wealth quintile (7.7 years) have the highest median age of enrollment in primary
school.

As with women, almost four in ten men (39 percent) not attending school at the time of the survey
indicated lack of money to cover costs as the main reason for stopping. Other reasons included having
completed the desired level of education (18 percent), having to work (12 percent), waiting for approved
admission (11 percent), no desire to continue education (8 percent), bad grades (3 percent), and moving or
changing place of residence, health reasons, family reasons, or getting married (1 percent each).

Young men who reside in rural areas (43 percent), those who live in Volta (66 percent), and men
who belong to the second wealth quintile (52 percent) are the most likely to report that they stopped going
to school because of lack of money to cover costs.
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Table 3.3.2 School attendance: Men 15-24

Median age of enrolment in primary school among men age 15-24 who ever attended school, and percent distribution of men age 15-24 who ever attended school and who
are not currently attending school, by reason for stopping school, according to background characteristics, Ghana, 2014

Men 15-24 who ever Reason for stopping school among men 15-24 who ever attended school and
attended school who are currently not attending school:
Median
age of Family Completed Waiting
enrolment No money reasons/  desired No for

Background in primary Number  Had to tocover Hadbad Health got level of  desire to approved Number
characteristic school of men work Moved costs grades reasons married education continue admission  Other Total of men
Residence

Urban 6.2 722 12.6 0.9 36.2 2.8 0.3 1.1 20.7 59 12.0 7.6 100.0 429

Rural 7.0 675 11.6 0.2 43.0 24 15 1.9 141 10.1 8.9 6.5 100.0 344
Region

Western 6.3 167 9.1 2.3 39.7 15 2.3 25 21.8 111 8.9 0.9 100.0 97

Central 6.4 131 21.0 0.0 29.8 2.9 0.0 2.9 20.8 3.0 6.1 135 100.0 73

Greater

Accra 6.2 268 15.2 0.9 29.9 1.7 0.0 0.0 28.3 4.7 10.1 9.1 100.0 177

Volta 8.3 115 9.8 15 66.3 0.0 2.8 1.8 4.1 5.3 7.4 11 100.0 49

Eastern 6.2 158 14.6 0.0 52.4 3.6 1.6 1.0 11.1 4.2 8.5 2.9 100.0 93

Ashanti 6.2 250 10.9 0.0 39.9 25 0.0 1.9 14.2 7.0 10.2 134 100.0 155

Brong Ahafo 7.3 123 4.9 0.0 46.0 5.3 0.8 0.0 10.9 125 16.7 2.9 100.0 63

Northern 7.3 87 (2.6) (0.0 (24.6) (3.6) (0.0) (5.7) (11.8) (18.9) (32.7) (0.0 100.0 30

Upper East 6.9 62 2.9 0.0 32.0 5.4 2.6 0.0 13.3 29.3 9.4 5.2 100.0 23

Upper West 7.2 37 (25.9) (0.0 (19.9) (5.6) (0.0) (0.0) (24.6) (8.2) (7.1) (8.6) 100.0 12
Wealth

quintile

Lowest 7.7 259 8.9 0.7 34.0 4.2 1.0 3.9 8.8 12.4 13.3 12.6 100.0 105

Second 7.0 269 7.3 0.0 51.8 1.7 1.7 0.5 11.6 10.6 9.9 4.8 100.0 140

Middle 6.7 292 14.1 0.0 45.2 2.0 1.6 1.0 14.7 10.9 6.2 4.3 100.0 176

Fourth 6.0 326 11.3 1.8 425 4.1 0.0 0.8 18.8 51 7.5 8.1 100.0 210

Highest 5.9 251 18.2 0.0 18.2 1.0 0.0 2.0 32.6 1.6 19.3 7.1 100.0 142
Total 15-24 6.5 1,397 12.2 0.6 39.2 2.6 0.8 14 17.8 7.8 10.6 7.1 100.0 773

Note: Figures in parentheses are based on 25-49 unweighted cases.

3.4 LITERACY

The ability to read and write is an important personal asset that empowers women and men by
increasing opportunities in life. Knowing the distribution of the literate population of a country can help
programme managers—especially those concerned with health and family planning—reach their targeted
audiences with their messages. The 2014 GDHS assessed literacy by asking respondents to read a simple
sentence in the local language (or in English). Respondents were scored on whether they could not read at
all, or read part or all of the sentence shown to them. Only women and men who had never attended school
and those who had primary or middle/JSS/JHS education were asked to read the sentence in the language
they were most familiar with. Respondents with a secondary or higher education were assumed to be
literate. Persons who were blind or visually impaired were excluded. Results are shown in Table 3.4.1 for
women and in 3.4.2 for men.

Table 3.4.1 indicates that two-thirds of women in Ghana (67 percent) are literate, an increase from
63 percent in the 2008 GDHS. Literacy is much higher among the youngest women age 15-19 (85
percent), and it decreases steadily with age to 47 percent among the oldest women age 45-49, suggesting
more education opportunities for the younger generation. Literacy varies by place of residence; 78 percent
of women in urban areas are literate, compared with 54 percent of rural women. Regional differences with
regard to literacy are notable; literacy is highest among women in the Greater Accra region (81 percent)
and lowest among women in the Northern region (27 percent). By wealth, literacy ranges from 32 percent
among women in the lowest wealth quintile to 91 percent among women in the highest quintile,
reaffirming a positive association between economic status and literacy.
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Table 3.4.1 Literacy: Women

Percent distribution of women age 15-49 by level of schooling attended and level of literacy, and percentage literate,
according to background characteristics, Ghana 2014

No schooling or primary school

No card
Secondary Canreada Canread with Percent-
Background school or whole part of a Cannot required age Number of
characteristic higher sentence  sentence read atall language Total literate! women
Age
15-24 73.6 4.3 3.1 19.0 0.0 100.0 80.9 3,238
15-19 73.1 6.8 5.0 14.9 0.1 100.0 84.9 1,625
20-24 74.0 1.8 11 23.1 0.0 100.0 76.9 1,613
25-29 68.7 1.1 1.2 29.0 0.0 100.0 71.0 1,604
30-34 60.8 0.6 11 37.4 0.0 100.0 62.6 1,372
35-39 57.4 0.8 14 40.3 0.0 100.0 59.7 1,295
40-44 46.9 1.2 15 50.3 0.0 100.0 49.6 1,030
45-49 45.2 1.2 0.9 52.4 0.3 100.0 47.3 857
Residence
Urban 75.2 1.7 1.5 215 0.1 100.0 78.4 5,051
Rural 49.1 2.5 2.4 45.9 0.0 100.0 54.0 4,345
Region
Western 65.9 1.6 2.8 29.7 0.0 100.0 70.3 1,038
Central 67.0 25 1.6 29.0 0.0 100.0 71.0 937
Greater Accra 775 1.8 15 19.0 0.1 100.0 80.8 1,898
Volta 58.7 4.3 1.9 34.9 0.2 100.0 64.9 720
Eastern 68.0 24 0.9 28.7 0.0 100.0 713 878
Ashanti 73.8 1.7 11 23.5 0.0 100.0 76.5 1,798
Brong Ahafo 57.0 2.4 11 39.4 0.1 100.0 60.5 769
Northern 23.1 1.1 3.3 72.4 0.2 100.0 27.4 786
Upper East 32.9 3.2 5.7 58.2 0.0 100.0 41.8 358
Upper West 31.3 1.9 3.6 63.2 0.0 100.0 36.8 215
Wealth quintile
Lowest 25.8 2.9 2.9 68.3 0.0 100.0 31.6 1,511
Second 45.3 25 25 49.5 0.2 100.0 50.3 1,636
Middle 62.5 2.3 21 33.1 0.0 100.0 66.9 1,938
Fourth 7.7 1.9 1.4 18.9 0.1 100.0 81.0 2,117
Highest 88.7 14 0.9 8.9 0.0 100.0 91.0 2,194
Total 63.1 2.1 1.9 32.8 0.1 100.0 67.1 9,396

! Refers to women who attended secondary school or higher and women who can read a whole sentence or part of a
sentence

Table 3.4.2 shows that men have a higher literacy level than women (82 percent versus 67
percent). This is an increase from the 2008 GDHS, which reported a literacy level of 77 percent among
men. Similar to women, literacy among men is highest for the 15-24 age group (89 percent). Seventy-two
percent of rural men are literate, as compared with 91 percent of urban men. There are variations across
regions. Greater Accra has the highest proportion of literate men (92 percent), while Northern has the
lowest proportion (45 percent). Literacy increases steadily with wealth from 52 percent among the poorest
men to 99 percent among men in the highest wealth quintile.
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Table 3.4.2 Literacy: Men

Percent distribution of men age 15-49 by level of schooling attended and level of literacy, and percentage literate, according to
background characteristics, Ghana 2014

No schooling or primary school

Secondary Canreada  Canread No card with
Background school or whole partofa  Cannotread required Percentage  Number of
characteristic higher sentence sentence at all language Total literate! men
Age
15-24 80.4 4.4 4.6 10.7 0.0 100.0 89.3 1,443
15-19 76.5 6.5 6.8 10.3 0.0 100.0 89.7 855
20-24 86.1 1.3 1.4 11.3 0.0 100.0 88.7 588
25-29 77.1 0.6 2.2 19.9 0.0 100.0 80.0 589
30-34 75.2 0.5 2.9 214 0.0 100.0 78.6 552
35-39 745 0.9 2.8 21.9 0.0 100.0 78.1 473
40-44 70.6 1.9 3.6 235 0.4 100.0 76.1 456
45-49 73.0 15 1.6 23.7 0.2 100.0 76.0 355
Residence
Urban 87.1 1.4 2.7 8.8 0.0 100.0 91.2 2,050
Rural 64.8 3.2 41 27.7 0.1 100.0 72.1 1,819
Region
Western 80.4 1.4 52 12.6 0.4 100.0 87.0 447
Central 82.4 2.3 13 14.0 0.0 100.0 86.0 380
Greater Accra 87.2 1.2 3.9 7.7 0.0 100.0 92.3 831
Volta 72,5 5.4 5.1 16.8 0.0 100.0 83.0 295
Eastern 80.4 35 3.1 12.9 0.0 100.0 87.1 362
Ashanti 86.5 1.0 2.6 9.9 0.0 100.0 90.1 680
Brong Ahafo 73.9 2.7 1.3 21.8 0.2 100.0 77.9 320
Northern 40.4 2.0 25 55.0 0.0 100.0 45.0 316
Upper East 42.7 54 57 46.2 0.0 100.0 53.8 146
Upper West 50.1 4.7 6.0 39.2 0.0 100.0 60.8 91
Wealth quintile
Lowest 42.8 4.8 4.6 47.9 0.0 100.0 52.1 639
Second 63.3 4.9 4.6 27.0 0.1 100.0 72.8 648
Middle 77.3 1.8 4.5 16.2 0.3 100.0 83.5 770
Fourth 88.1 0.8 3.0 8.1 0.0 100.0 91.9 848
Highest 97.2 0.5 1.2 1.0 0.0 100.0 99.0 963
Total 15-49 76.6 2.3 3.4 17.7 0.1 100.0 82.2 3,869
50-59 70.3 1.3 2.0 26.3 0.0 100.0 73.7 519
Total 15-59 75.8 2.2 3.2 18.7 0.1 100.0 81.2 4,388

1 Refers to men who attended secondary school or higher and men who can read a whole sentence or part of a sentence

3.5 ACCESS TO MASS MEDIA

In the 2014 GDHS, exposure to media was assessed by asking respondents whether they listened
to the radio, watched television, or read a newspaper or magazine at least once a week. Programme
managers and planners use this information to determine which media may be most effective for
disseminating health-related information to targeted audiences. Tables 3.5.1 and 3.5.2 show exposure to
specific media on a weekly basis, by background characteristics, for women and men.

The data show that 52 percent of women and 78 percent of men age 15-49 listen to the radio at
least once a week, and 51 percent of women and 66 percent of men watch television at least once a week.
Exposure to print media is much less common; 9 percent of women and 17 percent of men reported
reading a newspaper or magazine at least once a week.

Overall media exposure is higher among men than women; 13 percent of men are exposed to all
three media at least once a week, as compared with 5 percent of women. Thirty-one percent of women and
14 percent of men age 15-49 are not exposed to any media source.

There is a wide gap in exposure to mass media by place of residence. For example, the proportion
of newspaper readers is notably higher among urban women and men (12 percent and 26 percent,
respectively) than among their rural counterparts (4 percent and 8 percent, respectively). Women and men
residing in the Greater Accra region are most likely to be exposed to all three media on a weekly basis (11
percent and 24 percent, respectively).
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Media exposure is highly related to the educational level as well as economic status of
respondents. While 17 percent of women and 28 percent of men with a secondary or higher education
access all three specific media at least once a week, 1 percent or less of those with no education or with
primary education do so. Likewise, 12 percent of women and 31 percent of men in the highest wealth
quintile access all three media at least once a week compared with less than 1 percent of women and 2
percent of men in the lowest quintile. The reason for the lower level of exposure to media among poor
respondents may be that they are less likely to own a radio or television and, therefore, less likely to be
consistently exposed to these media sources.

Table 3.5.1 Exposure to mass media: Women

Percentage of women age 15-49 who are exposed to specific media on a weekly basis, by background characteristics, Ghana 2014

Reads a
newspaper or Accesses all Accesses none
magazine at Watches Listens to the three media at of the three
Background least once television at least  radio at least least once media at least Number of
characteristic a week once a week once a week a week once a week women
Age
15-19 11.2 48.9 46.6 5.8 33.1 1,625
20-24 10.9 56.7 52.2 6.7 26.5 1,613
25-29 105 56.5 56.3 6.4 26.2 1,604
30-34 7.5 51.4 54.7 5.1 30.8 1,372
35-39 7.2 48.8 52.5 3.0 30.9 1,295
40-44 51 44.8 53.1 3.2 35.9 1,030
45-49 4.7 41.9 49.9 2.7 37.4 857
Residence
Urban 12.4 65.7 57.1 7.8 219 5,051
Rural 4.4 335 46.6 1.7 41.3 4,345
Region
Western 9.9 47.5 50.3 3.9 31.0 1,038
Central 8.7 47.6 54.0 4.0 29.6 937
Greater Accra 18.2 72.4 59.0 111 16.5 1,898
Volta 7.9 44.4 48.7 5.7 38.2 720
Eastern 10.1 49.9 53.3 6.3 29.7 878
Ashanti 3.8 52.7 53.1 2.4 31.7 1,798
Brong Ahafo 5.4 40.2 51.0 3.1 37.2 769
Northern 2.0 32.9 36.8 12 48.6 786
Upper East 2.3 26.2 52.4 1.3 39.3 358
Upper West 3.1 43.8 55.3 15 33.1 215
Education
No education 0.0 30.2 41.3 0.0 475 1,792
Primary 1.1 42.3 45.2 0.5 38.2 1,672
Middle/JSS/JHS 6.2 53.1 54.2 3.0 29.1 3,862
Secondary+ 26.9 71.2 63.7 16.6 13.7 2,070
Wealth quintile
Lowest 1.0 15.5 38.8 0.3 54.6 1,511
Second 3.0 33.8 48.1 1.4 40.2 1,636
Middle 5.5 49.6 48.1 2.9 33.0 1,938
Fourth 10.4 66.5 58.4 5.4 19.2 2,117
Highest 19.3 73.8 62.3 12.3 16.8 2,194
Total 8.7 50.8 52.2 5.0 30.8 9,396
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Table 3.5.2 Exposure to mass media: Men

Percentage of men age 15-49 who are exposed to specific media on a weekly basis, by background characteristics, Ghana 2014

Reads a
newspaper or Accesses all Accesses none
magazine at Watches Listens to the three media at of the three
Background least once television at least  radio at least least once media at least
characteristic a week once a week once a week a week once a week Number of men
Age
15-19 13.7 61.6 66.7 9.4 18.7 855
20-24 20.0 67.2 82.2 14.0 10.3 588
25-29 18.5 68.7 76.6 15.1 14.4 589
30-34 18.4 71.5 82.9 14.8 10.8 552
35-39 16.8 66.7 84.7 14.2 10.7 473
40-44 15.4 61.4 78.4 11.4 13.0 456
45-49 18.6 62.0 79.1 15.6 15.0 355
Residence
Urban 25.6 79.3 79.7 21.4 10.8 2,050
Rural 75 50.1 75.2 3.9 16.9 1,819
Region
Western 12.8 69.4 83.1 8.6 5.4 447
Central 17.6 48.3 52.5 8.3 30.5 380
Greater Accra 27.8 86.8 87.1 23.7 5.1 831
Volta 8.7 63.0 78.5 6.3 12.5 295
Eastern 17.9 63.8 81.1 12.0 7.4 362
Ashanti 21.3 76.4 85.8 18.2 10.7 680
Brong Ahafo 11.2 51.3 83.5 8.8 13.2 320
Northern 3.4 36.4 58.2 3.1 32.6 316
Upper East 11.4 50.1 69.2 8.7 19.9 146
Upper West 8.3 34.6 50.1 4.8 38.6 91
Education
No education 0.0 30.8 62.1 0.0 29.8 362
Primary 2.2 51.4 68.2 0.8 21.3 543
Middle/JSS/IHS 11.8 68.0 78.8 8.2 12.0 1,626
Secondary+ 34.2 77.8 84.2 27.7 8.1 1,336
Wealth quintile
Lowest 5.1 26.8 64.3 2.1 275 639
Second 5.2 49.6 74.5 2.6 16.2 648
Middle 9.8 69.1 79.2 6.1 12.9 770
Fourth 19.3 80.4 79.8 15.3 10.8 848
Highest 37.0 86.1 85.2 31.3 59 963
Total 15-49 17.1 65.6 77.6 13.1 13.6 3,869
50-59 20.0 55.4 83.8 16.8 11.4 519
Total 15-59 17.4 64.4 78.3 13.6 13.4 4,388

3.6 EMPLOYMENT
3.6.1 Employment Status

The 2014 GDHS asked respondents a number of questions regarding their employment status,
including whether they were working during the seven days preceding the survey and, if not, whether they
had worked in the 12 months before the survey. The results for women and men are presented in Tables
3.6.1 and 3.6.2, respectively.

At the time of the survey, 73 percent of women were currently employed, and 3 percent were not
currently employed but had worked sometime during the past 12 months (Figure 3.1).
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Figure 3.1 Women’s employment status in the past 12 months

Not employed in the
12 months preceding
the survey

23%

Not currently
employed but
worked in past

12 months
3%

Currently employed
73%

GDHS 2014

Table 3.6.1 shows that the proportion of women currently employed increases from 33 percent in
the 15-19 age group to more than 90 percent for those age 40-44 and 45-49 (91 percent and 93 percent,
respectively). Never-married women are less likely to be currently employed (50 percent) compared with
currently or previously married women (85 percent and 88 percent, respectively). Current employment
increases with the number of living children from 51 percent of women with no children to 89 percent
among those with five or more children.

There are no notable variations in women’s current employment by place of residence. Across
regions, women in Ashanti are most likely to be currently employed (77 percent), while women in Eastern
and Upper East regions are least likely to be currently employed (66 percent each).

Current employment among women decreases steadily with their level of education from
86 percent of women with no education to 66 percent of those with a secondary or higher education. There
are no pronounced differences in women’s current employment by wealth status.
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Table 3.6.1 Employment status: Women

Percent distribution of women age 15-49 by employment status, according to background characteristics, Ghana 2014

Employed in the 12 months Not employed

preceding the survey in the
12 months
Background Currently Not currently  preceding the Number of
characteristic employed* employed survey Total women
Age
15-19 32.6 2.8 64.5 100.0 1,625
20-24 60.8 4.8 34.4 100.0 1,613
25-29 81.8 34 14.8 100.0 1,604
30-34 86.0 2.6 11.4 100.0 1,372
35-39 89.3 3.9 6.9 100.0 1,295
40-44 92.7 1.8 5.4 100.0 1,030
45-49 91.3 2.0 6.7 100.0 857
Marital status
Never married 49.6 4.0 46.4 100.0 3,094
Married or living together 84.5 2.8 12.7 100.0 5,321
Divorced/separated/widowed 88.0 2.8 9.2 100.0 981
Number of living children
0 51.1 3.9 45.0 100.0 2,994
1-2 78.0 3.3 18.7 100.0 2,843
3-4 88.2 24 9.4 100.0 2,119
5+ 89.0 2.4 8.5 100.0 1,440
Residence
Urban 73.0 3.7 233 100.0 5,051
Rural 73.9 2.6 23.5 100.0 4,345
Region
Western 727 0.3 27.0 100.0 1,038
Central 74.5 3.0 22.5 100.0 937
Greater Accra 76.0 4.7 19.3 100.0 1,898
Volta 67.8 1.7 30.4 100.0 720
Eastern 65.7 4.6 29.5 100.0 878
Ashanti 76.8 3.8 19.3 100.0 1,798
Brong Ahafo 74.6 2.9 22.6 100.0 769
Northern 76.0 2.2 21.8 100.0 786
Upper East 65.7 3.6 30.6 100.0 358
Upper West 70.0 15 28.6 100.0 215
Education
No education 86.1 2.6 11.3 100.0 1,792
Primary 75.5 2.3 22.2 100.0 1,672
Middle/JSS/IHS 70.6 3.0 26.4 100.0 3,862
Secondary+ 65.8 4.8 29.4 100.0 2,070
Wealth quintile
Lowest 75.4 2.1 225 100.0 1,511
Second 72.2 2.8 24.9 100.0 1,636
Middle 73.0 29 24.0 100.0 1,938
Fourth 73.2 3.3 235 100.0 2,117
Highest 73.4 4.3 22.3 100.0 2,194
Total 734 3.2 23.4 100.0 9,396

1 “Currently employed” is defined as having done work in the past seven days. Includes persons who did not work in
the past seven days but who are regularly employed and were absent from work for leave, illness, vacation, or any
other such reason.

Table 3.6.2 shows that the proportion of men age 15-49 who are currently employed (82 percent)
is higher than the proportion of women (73 percent). The percentage of currently employed men is lowest
in the 15-19 age group (45 percent). Similar to women, never-married men (64 percent) and those with no
living children (66 percent) are much less likely to be currently employed than ever-married men (96-99
percent) and men with living children (98-100 percent).

Men living in rural areas (86 percent) are more likely to be currently employed than men in urban
areas (79 percent). Current employment among men ranges from 76 percent among residents of Upper
West to 88 percent among men living in Brong Ahafo and Northern (88 percent each). Men with no
education (99 percent) and those in the lowest wealth quintile (86 percent) are more likely to be currently
employed when compared with the other subgroups.

Twenty-three percent of women and 15 percent of men were not employed during the 12 months
preceding the survey.
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Table 3.6.2 Employment status: Men

Percent distribution of men age 15-49 by employment status, according to background characteristics, Ghana 2014

Employed in the 12 months  Not employed

preceding the survey in the
12 months
Background Currently Not currently  preceding the Number
characteristic employed* employed survey Total of men
Age
15-19 45.1 4.4 50.4 100.0 855
20-24 74.7 5.3 20.0 100.0 588
25-29 92.1 3.2 4.7 100.0 589
30-34 98.6 0.8 0.6 100.0 552
35-39 99.5 0.2 0.3 100.0 473
40-44 98.8 0.7 0.5 100.0 456
45-49 98.7 0.0 13 100.0 355
Marital status
Never married 64.4 4.7 30.9 100.0 1,851
Married or living together 99.0 0.3 0.7 100.0 1,846
Divorced/separated/widowed 95.8 2.2 2.0 100.0 172
Number of living children
0 66.1 4.4 29.4 100.0 1,944
1-2 98.2 0.9 0.9 100.0 839
3-4 98.6 0.3 1.0 100.0 649
5+ 99.6 0.0 0.4 100.0 437
Residence
Urban 79.1 2.8 18.1 100.0 2,050
Rural 85.9 2.2 11.9 100.0 1,819
Region
Western 85.9 3.4 10.7 100.0 447
Central 79.3 2.6 18.1 100.0 380
Greater Accra 81.1 25 16.5 100.0 831
Volta 80.9 3.6 15.2 100.0 295
Eastern 76.8 1.8 21.4 100.0 362
Ashanti 82.2 21 15.7 100.0 680
Brong Ahafo 87.6 2.8 9.6 100.0 320
Northern 88.0 0.7 11.3 100.0 316
Upper East 82.6 3.3 141 100.0 146
Upper West 76.0 4.0 20.0 100.0 91
Education
No education 99.3 0.4 0.3 100.0 362
Primary 82.5 2.9 145 100.0 543
Middle/JSS/IHS 80.1 2.0 17.9 100.0 1,626
Secondary+ 80.3 35 16.2 100.0 1,336
Wealth quintile
Lowest 85.6 2.0 12.4 100.0 639
Second 83.3 2.7 13.9 100.0 648
Middle 83.9 3.1 13.0 100.0 770
Fourth 78.8 24 18.8 100.0 848
Highest 81.2 2.3 16.5 100.0 963
Total 15-49 82.3 25 15.2 100.0 3,869
50-59 97.7 0.3 21 100.0 519
Total 15-59 84.1 2.2 13.7 100.0 4,388

1 Currently employed is defined as having done work in the past seven days. Includes persons who did not work in
the past seven days but who are regularly employed and were absent from work for leave, iliness, vacation, or any
other such reason.

3.6.2 Occupation

Respondents who were currently employed or who had worked in the 12 months preceding the
survey were asked to state their occupation. The results presented in Tables 3.7.1 and 3.7.2 show the
percent distribution of currently employed women and men by occupation, and background characteristics.

The type of occupation varies greatly by gender. The leading occupation among women is sales
and services, which employs more than half of women (51 percent). Other occupations in which women
are engaged include agriculture (24 percent), skilled manual labour (14 percent), professional, technical, or
managerial work (7 percent), and unskilled manual labour and clerical positions (2 percent each).
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Among men, on the other hand, agriculture is the leading occupation, with 35 percent of men
engaged in this occupation. Twenty percent of men report doing skilled manual labour, 15 percent are
engaged in unskilled manual labour, 14 percent do professional, technical, or managerial work or work in
sales and services, and only 2 percent do clerical work.

The percentage of women and men age 15-49 who work in agriculture has decreased since the
2008 GDHS survey, dropping from 30 percent to 24 percent for women and from 41 percent to 35 percent
for men.

The relationship between occupation and age varies. One notable finding is that the proportion of
young women and men engaged in agriculture is relatively high among youth age 15-19 (28 percent for
women and 53 percent for men); then it decreases somewhat, before it increases again for the older
respondents age 40-49.

Table 3.7.1 Occupation: Women

Percent distribution of women age 15-49 employed in the 12 months preceding the survey by occupation, according to background characteristics,
Ghana 2014

Professional/

Background technical/ Sales and Skilled Unskilled Number of
characteristic managerial Clerical services manual manual Agriculture Total women
Age
15-19 2.2 0.3 53.4 13.6 2.8 27.7 100.0 576
20-24 9.7 3.0 50.6 15.2 24 18.9 100.0 1,057
25-29 13.3 2.7 47.8 15.8 2.2 17.9 100.0 1,366
30-34 7.3 1.7 52.0 15.1 2.0 21.6 100.0 1,215
35-39 5.7 0.8 52.6 13.8 1.8 24.8 100.0 1,206
40-44 3.5 0.8 51.6 12.3 1.8 29.9 100.0 973
45-49 4.6 0.8 46.8 9.0 21 36.8 100.0 800
Marital status
Never married 13.1 3.9 50.7 16.1 3.0 13.0 100.0 1,657
Married or living together 5.9 1.0 48.7 13.1 14 29.5 100.0 4,647
Divorced/separated/widowed 3.7 0.3 60.0 13.4 4.0 18.3 100.0 891
Number of living children
0 14.4 4.5 50.6 14.8 2.8 12.8 100.0 1,647
1-2 8.5 1.4 55.7 16.0 1.9 16.2 100.0 2,311
3-4 4.0 0.5 53.1 12.8 2.3 27.1 100.0 1,920
5+ 1.2 0.0 37.9 10.5 1.3 49.0 100.0 1,317
Residence
Urban 10.2 25 64.0 14.9 24 5.7 100.0 3,871
Rural 3.9 0.5 34.9 12.6 1.8 46.1 100.0 3,323
Region
Western 6.3 1.7 54.5 14.5 1.8 211 100.0 758
Central 7.6 1.0 53.6 16.0 2.0 19.6 100.0 726
Greater Accra 11.7 3.1 66.1 12.7 4.2 2.2 100.0 1,531
Volta 7.2 0.4 38.3 194 0.9 335 100.0 501
Eastern 7.9 0.6 60.6 8.7 1.2 20.8 100.0 618
Ashanti 7.3 2.3 54.8 14.6 2.2 18.5 100.0 1,449
Brong Ahafo 4.6 1.0 36.2 14.7 0.5 43.0 100.0 595
Northern 2.0 0.3 22.8 10.3 0.3 64.2 100.0 615
Upper East 3.0 0.5 35.3 13.6 3.6 44.1 100.0 248
Upper West 4.3 0.4 13.2 19.4 15 59.4 100.0 153
Education
No education 0.6 0.0 30.6 11.9 1.7 55.1 100.0 1,589
Primary 0.9 0.0 51.9 14.8 2.8 294 100.0 1,301
Middle/JSS/IHS 15 0.4 62.2 17.9 21 15.8 100.0 2,843
Secondary+ 31.7 7.1 48.4 7.4 2.0 3.0 100.0 1,462
Wealth quintile
Lowest 0.4 0.1 17.9 11.2 1.2 69.3 100.0 1,171
Second 1.0 0.3 32.8 13.4 1.8 50.5 100.0 1,228
Middle 3.9 0.4 56.2 17.6 3.2 185 100.0 1,471
Fourth 8.7 2.1 69.3 14.8 2.2 25 100.0 1,621
Highest 18.3 4.1 63.1 12.0 2.0 0.4 100.0 1,703
Total 7.3 1.6 50.6 13.9 2.1 24.3 100.0 7,195

Note: Totals may not add up to 100 percent because women with missing information are not shown separately.
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Place of residence has a significant effect on type of occupation. As expected, a high proportion of
respondents in rural areas, 46 percent of employed women and 61 percent of employed men—are engaged
in agricultural work. Urban women (64 percent) are more likely to be engaged in sales and services, while
urban men are more likely to be engaged in skilled manual labour (28 percent). Rural regions such as
Northern have a high proportion of women and men who work in agriculture (64 percent and 75 percent,
respectively). Urban regions, such as Greater Accra, by contrast, have a high proportion of women and
men who work in sales and service (66 percent of women and 24 percent of men), and who do
professional, technical or managerial work (12 percent of women and 22 percent of men). About one-fifth
of women in Volta and Upper West regions (19 percent each) and more than one-quarter of men living in
Greater Accra, Volta and Ashanti regions (26-27 percent) are engaged in skilled manual labor.

Table 3.7.2 Occupation: Men

Percent distribution of men age 15-49 employed in the 12 months preceding the survey by occupation, according to background characteristics, Ghana 2014

Professional/

Background technical/ Sales and Skilled Unskilled Number
characteristic managerial Clerical services manual manual Agriculture Missing Total of men
Age
15-19 4.2 0.9 14.6 15.3 11.9 53.0 0.2 100.0 423
20-24 11.2 3.1 17.1 21.6 16.9 29.9 0.2 100.0 471
25-29 20.2 2.2 111 22.8 15.2 27.7 0.7 100.0 561
30-34 17.6 2.6 15.1 23.2 14.6 26.8 0.1 100.0 549
35-39 16.9 1.8 12.3 20.1 16.8 30.5 1.6 100.0 472
40-44 11.6 0.9 13.0 18.3 155 40.6 0.1 100.0 454
45-49 14.6 2.6 14.5 19.6 9.3 39.0 0.4 100.0 350
Marital status
Never married 15.3 2.8 16.7 19.4 12.9 324 0.4 100.0 1,278
Married or living together 13.1 1.6 12.0 21.5 14.9 36.3 0.6 100.0 1,833
Divorced/separated/widowed 16.4 0.9 13.1 14.9 233 314 0.0 100.0 169
Number of living children
0 15.6 2.7 16.3 20.1 12.9 31.9 0.3 100.0 1,371
1-2 18.0 1.8 12.9 22.7 18.0 26.1 0.6 100.0 831
3-4 9.9 15 14.0 211 17.2 35.4 0.9 100.0 643
5+ 8.6 0.9 8.1 15.4 9.3 57.5 0.2 100.0 435
Residence
Urban 20.6 2.8 205 28.4 17.6 9.5 0.6 100.0 1,679
Rural 7.4 1.2 7.0 12.0 11.3 60.8 0.4 100.0 1,601
Region
Western 8.7 2.2 15.6 18.3 19.7 35.3 0.3 100.0 399
Central 18.4 2.7 13.9 17.9 15.7 311 0.2 100.0 311
Greater Accra 21.8 3.0 23.9 25.8 19.7 53 0.6 100.0 694
Volta 9.9 0.2 4.9 27.0 9.7 45.9 2.3 100.0 249
Eastern 16.5 2.6 9.7 18.8 15.1 36.1 1.2 100.0 285
Ashanti 15.9 25 16.5 27.2 16.1 219 0.0 100.0 573
Brong Ahafo 8.4 1.2 6.7 16.1 9.6 58.0 0.0 100.0 289
Northern 7.6 0.8 5.3 6.4 4.4 75.3 0.2 100.0 280
Upper East 4.7 0.0 9.9 9.1 7.5 68.9 0.0 100.0 125
Upper West 9.7 0.2 4.0 10.5 6.0 68.9 0.7 100.0 73
Education
No education 15 0.0 7.2 6.0 8.6 76.7 0.0 100.0 361
Primary 2.8 0.3 6.4 17.0 14.2 59.2 0.0 100.0 464
Middle/JSS/JHS 3.8 0.8 14.9 28.5 18.7 32.8 0.5 100.0 1,335
Secondary+ 35.4 4.8 17.9 16.7 11.6 12.7 0.9 100.0 1,119
Wealth quintile
Lowest 0.7 0.0 2.8 5.0 3.4 88.1 0.0 100.0 559
Second 51 0.5 5.3 125 8.5 67.9 0.3 100.0 557
Middle 9.5 2.1 12.8 241 19.9 31.3 0.5 100.0 670
Fourth 14.9 2.7 19.9 327 231 5.9 0.8 100.0 689
Highest 33.0 3.9 23.4 22.9 14.8 1.4 0.7 100.0 804
Total 15-49 14.2 2.0 13.9 20.4 14.6 345 0.5 100.0 3,280
50-59 12.3 24 7.5 14.3 13.0 50.6 0.0 100.0 509
Total 15-59 13.9 2.1 13.0 19.6 143 36.7 0.4 100.0 3,788

The percentage of respondents who work in agriculture decreases notably with increasing level of
education and wealth. For example, 55 percent of women with no education work in agriculture compared
with just 3 percent of those with a secondary or higher education. Furthermore, less than 1 percent of the
wealthiest women work in agriculture compared with 69 percent of women in the lowest wealth quintile.
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As expected, the opposite patterns are observed for professional, technical, or managerial work. The
percentage of respondents who work in these fields is highest among those with a secondary or higher
education and among the wealthiest respondents. The same pattern is also observed among men who work
in sales in services.

3.6.3 Earnings, Employers, and Continuity of Employment

Table 3.8 shows the percent distribution of women age 15-49 employed in the 12 months
preceding the survey by the type of earnings and employer, and continuity of employment, according to
type of employment (agricultural or nonagricultural occupations).

Overall, 26 percent of employed women in the agricultural sector are not paid at all while 31
percent are paid in cash and in-kind. Women are more likely to be paid in cash if they are employed in the
nonagricultural sector; 71 percent of women employed in the nonagricultural sector receive cash earnings,
compared with 32 percent of women in the agriculture sector. Fourteen percent of women who work in the
nonagricultural sector are not paid, and 13 percent are paid in cash and in-kind.

The large majority of women employed in the agricultural and nonagricultural sector are self-
employed (70 percent and 66 percent, respectively). Twenty-seven percent of women working in
agriculture are employed by family members (27 percent), as compared with only 9 percent of women
working in the nonagricultural sector. The opposite pattern is observed for employment by nonfamily
members; more than one in four women in the nonagricultural sector is employed by a nonfamily member
(26 percent), compared with 4 percent of women who work in the agricultural sector.

Sixty-two percent of women who work in agriculture are employed throughout the year, compared
with 88 percent of those who do nonagricultural work. Women are more likely to do seasonal work if they
work in the agricultural sector than if they work in the nonagricultural sector (35 percent versus 8 percent).

Table 3.8 Type of employment: Women

Percent distribution of women age 15-49 employed in the 12 months preceding the survey by type of earnings, type
of employer, and continuity of employment, according to type of employment (agricultural or nonagricultural),

Ghana 2014
Employment
characteristic Agricultural work Nonagricultural work Total
Type of earnings
Cash only 32.2 71.4 61.9
Cash and in-kind 31.0 12.7 17.1
In-kind only 11.2 2.3 4.4
Not paid 25.7 13.7 16.6
Total 100.0 100.0 100.0
Type of employer
Employed by family member 26.5 8.5 12.9
Employed by nonfamily member 3.9 25.8 20.5
Self-employed 69.6 65.6 66.6
Total 100.0 100.0 100.0
Continuity of employment
All year 62.4 87.8 81.7
Seasonal 35.0 8.4 14.9
Occasional 25 3.7 35
Total 100.0 100.0 100.0
Number of women employed
during the last 12 months 1,751 5,429 7,195

Note: Total includes women with missing information on type of employment who are not shown separately.
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MARRIAGE AND SEXUAL ACTIVITY 4

Key Findings:

e Median age at first marriage increased somewhat between the 2008 and
2014 GDHS surveys, from 19.8 to 20.7 years among women age 25-49
and from 25.9 years to 26.4 years among men age 30-59.

e The proportion of women married by age 15 ranges from 2 percent among
women age 15-19 to 11 percent among women age 45-49.

e Ghanaian men marry later than women.

e The proportion of currently married women and men in polygynous unions
is on the decline. Over the last six years, it has decreased from 18 percent
to 16 percent among women and from 9 percent to 7 percent among men
age 15-49.

e The median age at first sexual intercourse among respondents age 25-49
is lower among women (18.4 years) than among men (19.8 years).

e Overall, 44 percent of never-married men have never had sexual
intercourse, as compared with 38 percent of never-married women.

e Eleven percent women and 5 percent men age 25-49 had their first sex by
age 15, and 44 percent of women and 27 percent of men had their first
intercourse by age 18.

o Forty-three percent of women and 46 percent of men age 15-49 were
sexually active during the four weeks preceding the survey.

his chapter discusses the principal factors other than contraception that affect women’s chances of

becoming pregnant. These factors include marriage and sexual activity. Marriage signals the onset

of exposure to the risk of pregnancy for most women, and thus it is an important fertility indicator.
In the context of the 2014 GDHS, marriage also includes living with partners in consensual but informal
unions. In addition, this chapter includes information on more direct measures of the beginning of
exposure to pregnancy and level of exposure, for example age at first sexual intercourse and frequency of
recent sexual intercourse.

4.1 CURRENT MARITAL STATUS

Table 4.1 shows current marital status by age and sex. Fifty-seven percent of women and 48
percent of men age 15-49 are currently in a union; 42 percent and 38 percent, respectively, are married and
14 percent and 10 percent, respectively, are living together with a partner. A higher proportion of men (48
percent) than women (33 percent) have never been married. In combination, the percentage who are
divorced, separated, or widowed is almost three times as high among women as among men (11 percent
and 4 percent, respectively).

The proportion of women and men who have never been married decreases sharply with age, from
more than 9 in 10 respondents age 15-19 to 1 percent of women and 4-5 percent of men in the 40-49 age
group.

By contrast, the proportion of currently married women increases rapidly from 2 percent among
women age 15-19 to 19 percent among those age 20-24 and peaks at 65 percent among women age 35-44.
Among men, the percentage currently married also increases sharply with age, from less than 1 percent in
the youngest age group to 5 percent among those age 20-24 and a high of 79-80 percent among men age
40-49.
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The proportion of respondents who are divorced, separated, or widowed tends to increase with age
among both women and men.

Table 4.1 Current marital status

Percent distribution of women and men age 15-49 by current marital status, according to age, Ghana 2014

i Percentage of
Marital status

respondents
Never Living currently Number of
Age married Married together Divorced Separated Widowed Total in union respondents
WOMEN
15-19 92.8 23 4.1 0.1 0.7 0.0 100.0 6.4 1,625
20-24 57.9 194 18.2 0.7 3.7 0.1 100.0 37.6 1,613
25-29 27.1 45.9 20.3 15 3.9 1.3 100.0 66.2 1,604
30-34 9.9 61.3 17.3 3.1 6.5 1.9 100.0 78.6 1,372
35-39 4.6 64.9 15.4 6.0 5.6 35 100.0 80.3 1,295
40-44 1.3 65.1 14.6 4.6 8.3 6.1 100.0 79.7 1,030
45-49 1.0 61.6 9.6 8.8 7.8 11.2 100.0 71.2 857
Total 32.9 42.2 14.4 3.0 4.8 2.7 100.0 56.6 9,396
MEN
15-19 99.5 0.1 0.4 0.0 0.0 0.0 100.0 0.5 855
20-24 88.1 4.5 5.8 0.0 1.6 0.0 100.0 10.3 588
25-29 51.0 28.7 15.8 11 3.2 0.3 100.0 44.5 589
30-34 20.4 53.7 20.5 2.0 3.3 0.1 100.0 74.2 552
35-39 6.6 72.9 12.8 3.2 35 1.0 100.0 85.7 473
40-44 5.2 78.5 8.7 5.5 1.7 0.5 100.0 87.2 456
45-49 4.0 79.9 6.3 5.4 34 1.0 100.0 86.2 355
Total 15-49 47.8 38.3 9.5 2.0 21 0.3 100.0 47.7 3,869
50-59 2.6 79.4 6.1 6.2 2.3 3.3 100.0 85.6 519
Total 15-59 42.5 43.1 9.1 25 21 0.7 100.0 52.2 4,388

4.2 POLYGYNY

Marital unions are predominantly of two types, those that are monogamous and those that are
polygynous. The distinction has social significance and probable fertility implications, although the
association between union type and fertility is complex and not well understood. Polygyny, the practice of
having more than one wife, has connotations for the frequency of sexual intercourse and thus may have an
effect on fertility. The extent of polygyny in Ghana was measured by asking all currently married female
respondents whether their husband or partner had other wives (co-wives) and, if so, how many. Currently
married men were also asked whether they had one or more wives or partners with whom they were living.

Tables 4.2.1 and 4.2.2 show the percent distribution of currently married women with co-wives
and the percentage of currently married men with two or more wives. The data show that, overall, the
majority of Ghanaian women (84 percent) and men (93 percent) age 15-49 are in monogamous unions.
Thirteen percent of women have one co-wife, and 2 percent have two or more co-wives.

The percentage of respondents in polygynous unions increases with age among both women and
men. For example, 9 percent of women age 15-19 report that they have co-wives, as compared with 23
percent in the 45-49 age group. Polygyny is more prevalent in the rural areas, with 20 percent of women
and 10 percent of men age 15-49 being in polygynous unions. Across the regions, polygyny among women
is highest in Northern (42 percent) and lowest in Greater Accra (8 percent). Among men, it is highest in the
Northern region (27 percent) and lowest in the Western, Central, and Ashanti regions (2 percent each).

The data further show that education and wealth are negatively associated with polygyny among
both women and men. Thirty-one percent of women with no education are in a polygynous union
compared with 5 percent of those with a secondary or higher education. Similarly, the percentage of men
in a polygynous union decreases from 22 percent among those with no education to 3 percent among those
with a secondary or higher education. Polygyny is highest among the poorest respondents; 36 percent of
women and 23 percent of men in the lowest quintile are in a polygynous union.
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Polygyny has decreased somewhat since the 2008 GDHS survey, from 18 percent to 16 percent
among women and from 9 percent to 7 percent among men.

Table 4.2.1 Number of women'’s co-wives

Percent distribution of currently married women age 15-49 by number of co-wives, according to
background characteristics, Ghana 2014

Number of co-wives

Background Number of
characteristic 0 1 2+ Don’t know Total women
Age
15-19 87.6 9.1 0.0 3.3 100.0 104
20-24 87.3 10.0 1.9 0.9 100.0 606
25-29 88.8 9.4 0.9 0.7 100.0 1,062
30-34 85.3 11.8 2.3 0.6 100.0 1,078
35-39 83.7 14.0 1.9 0.4 100.0 1,040
40-44 77.5 17.4 4.6 0.5 100.0 821
45-49 76.4 19.0 4.1 0.5 100.0 611
Residence
Urban 88.5 9.4 1.3 0.7 100.0 2,664
Rural 79.0 16.9 3.5 0.5 100.0 2,657
Region
Western 89.2 8.9 0.9 1.1 100.0 547
Central 88.9 10.5 0.2 0.2 100.0 532
Greater Accra 91.2 6.4 1.3 1.1 100.0 1,005
Volta 77.0 18.3 4.4 0.4 100.0 405
Eastern 88.9 9.5 0.6 1.0 100.0 500
Ashanti 90.6 7.4 1.4 0.5 100.0 969
Brong Ahafo 83.6 13.4 25 0.5 100.0 439
Northern 57.2 34.4 7.9 0.4 100.0 561
Upper East 67.7 27.3 5.0 0.0 100.0 218
Upper West 75.0 19.2 5.7 0.1 100.0 146
Education
No education 68.4 24.7 6.2 0.7 100.0 1,478
Primary 85.1 12.7 1.9 0.2 100.0 979
Middle/JSS/IHS 89.9 8.6 0.6 0.8 100.0 2,063
Secondary+ 94.5 4.4 0.5 0.5 100.0 801
Wealth quintile
Lowest 63.0 29.7 6.7 0.6 100.0 1,016
Second 83.1 13.2 3.3 0.4 100.0 964
Middle 85.7 12.1 1.1 1.0 100.0 1,001
Fourth 90.3 8.5 0.6 0.5 100.0 1,090
Highest 93.8 4.6 0.8 0.6 100.0 1,250
Total 83.7 13.2 2.4 0.6 100.0 5,321

Note: Totals may not add up to 100 percent because women with missing information have been
deleted.
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Table 4.2.2 Number of men’s wives

Percent distribution of currently married men age 15-49 by number of
wives, according to background characteristics, Ghana 2014

Number of wives

Background Number
characteristic 1 2+ Total of men
Age
15-19 * * 100.0 4
20-24 100.0 0.0 100.0 61
25-29 97.0 3.0 100.0 262
30-34 95.9 4.1 100.0 410
35-39 93.6 6.4 100.0 406
40-44 88.7 11.3 100.0 398
45-49 90.0 10.0 100.0 306
Residence
Urban 96.3 3.7 100.0 935
Rural 89.9 10.1 100.0 911
Region
Western 98.2 1.8 100.0 207
Central 97.8 2.2 100.0 196
Greater Accra 96.9 3.1 100.0 395
Volta 86.0 14.0 100.0 150
Eastern 95.7 4.3 100.0 159
Ashanti 98.5 15 100.0 298
Brong Ahafo 92.6 7.4 100.0 159
Northern 72.9 27.1 100.0 168
Upper East 83.2 16.8 100.0 69
Upper West 90.0 10.0 100.0 44
Education
No education 78.3 21.7 100.0 287
Primary 91.4 8.6 100.0 243
Middle/JSS/IHS 96.3 3.7 100.0 768
Secondary+ 97.3 2.7 100.0 547
Wealth quintile
Lowest 77.3 22.7 100.0 312
Second 92.8 7.2 100.0 308
Middle 95.8 4.2 100.0 373
Fourth 97.4 2.6 100.0 374
Highest 98.4 1.6 100.0 479
Total 15-49 93.2 6.8 100.0 1,846
50-59 88.4 11.6 100.0 444
Total 15-59 92.2 7.8 100.0 2,290

Note: An asterisk indicates that a figure is based on fewer than 25
unweighted cases and has been suppressed.

4.3 AGE AT FIRST MARRIAGE

Whether or not the start of marriage coincides with the initiation of sexual intercourse, and thus
the beginning of exposure to the risk of pregnancy, it is an important social and demographic indicator and,
in most societies, represents the point in a person’s life when childbearing first becomes acceptable.
Duration of exposure to the risk of pregnancy depends primarily on the age at which women first marry.
Women who marry early, on average, are more likely to have their first child at a young age and give birth
to more children overall, contributing to higher fertility.

Table 4.3 shows the percentage of women and men age 15-49 who have married by specific ages,
according to current age. Age at first marriage is defined as the age at which the respondent began living
with her or his first spouse/partner. Marriage occurs relatively early among women in Ghana; among
women age 25-49, 45 percent were married by age 20 and 58 percent by age 22. The median age at first
marriage among women age 25-49 is 20.7 years. The proportion of women married by age 15 declines
from 11 percent in the 45-49 age group to 2 percent in the 15-19 age group, indicating a rising age at first
marriage.

Men in Ghana generally marry later than women. Overall, 10 percent of men age 25-49 were
married by age 20, compared with 45 percent of women the same age. Only 2 percent of men age 20-24
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were married by age 18, as compared with 21 percent of women in the same age group. By age 25, 42
percent of men age 45-49 are married, compared with 83 percent of women.

Table 4.3 Age at first marriage

Percentage of women and men age 15-49 who were first married by specific exact ages and median age at first marriage,
according to current age, Ghana 2014

Percentage first married by exact age: Percentage Median age
never Number of at first
Current age 15 18 20 22 25 married respondents  marriage
WOMEN
15-19 1.6 na na na na 92.8 1,625 a
20-24 4.9 20.7 31.9 na na 57.9 1,613 a
25-29 54 23.9 37.5 47.9 62.8 27.1 1,604 22.4
30-34 6.2 26.9 41.7 54.2 68.1 9.9 1,372 21.2
35-39 8.7 28.3 44.0 58.5 735 4.6 1,295 20.7
40-44 8.4 35.2 51.3 67.2 79.4 13 1,030 19.8
45-49 11.0 34.6 56.7 68.4 83.3 1.0 857 19.3
20-49 7.0 27.2 42.1 na na 20.4 7,771 a
25-49 7.6 28.9 44.8 57.6 71.9 10.6 6,158 20.7
MEN
15-19 0.0 na na na na 99.5 855 a
20-24 0.0 2.3 5.0 na na 88.1 588 a
25-29 0.0 2.4 7.8 18.7 345 51.0 589 a
30-34 0.0 4.3 10.8 20.1 40.2 20.4 552 26.6
35-39 0.0 4.7 9.9 23.8 38.8 6.6 473 26.8
40-44 0.0 3.1 12.1 20.2 39.3 5.2 456 25.9
45-49 0.0 3.8 10.4 24.1 41.5 4.0 355 26.3
20-49 0.0 34 9.1 na na 33.2 3,014 a
25-49 0.0 3.6 10.1 21.1 38.6 19.9 2,425 a
20-59 0.0 3.3 9.3 na na 28.7 3,533 a
25-59 0.0 35 10.2 21.1 39.1 16.8 2,945 a

Note: The age at first marriage is defined as the age at which the respondent began living with her/his first spouse/partner.

na = Not applicable due to censoring

a = Omitted because less than 50 percent of the respondents began living with their spouse or partner for the first time before
reaching the beginning of the age group

4.4 MEDIAN AGE AT FIRST MARRIAGE

Table 4.4 presents the median age at first marriage for women age 25-49 and men age 30-59
according to background characteristics. The data show that median age at first marriage is 20.7 years
among women and 26.4 years among men.

Urban women marry 3.5 years later than rural women (22.7 years versus 19.2 years). By region,
women in Northern marry the earliest, at a median age of 18.7 years, and women in Greater Accra marry
the latest, at a median age of 23.7 years, a five-year difference.

The data further show that women with no education or with a primary education (18.8 years
each) and those in the lowest wealth quintile (18.7 years) marry at a lower median age than women in the
other subgroups.

Similar patterns are observed among men. Among men age 30-59, those living in urban areas
marry more than three years later than their rural counterparts (28.2 years and 24.9 years, respectively).
Men in Greater Accra have the highest median age at first marriage (28.7 years) and men in Upper East
have the lowest median (24.4 years). Men with no education marry at a median age of 24.5 years, more
than five years earlier than men with a secondary or higher education, who have a median age at first
marriage of 29.6 years. Similar to women, median marriage at first marriage among men increases with
wealth and is lowest among the poorest men (24.6 years).
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Median age at first marriage increased somewhat Table 4.4 Median age at first marriage by background
between the 2008 and 2014 GDHS surveys, from 19.8 to characteristics

20.7 years among women age 25-49 and from 25.9 years to  Median age at first marriage among women age 25-49
and median age at first marriage among men age 30-59,

26.4 years among men age 30-59. according to background characteristics, Ghana 2014
Backgrouhq Women age Men age
4.5  AGE AT FIRST SEXUAL INTERCOURSE characteristic 25-49 30-59
Residence
: H H Urban 22.7 28.2
Age at first marriage is often usec_i as a proxy for the -2 o2 549
onset of women’s exposure to the risk of pregnancy.  gegion
However, because some women are sexually active before \é\/estterln ;gg ggg
- . D ey . entral . .
marriage, the age at which women initiate sexual intercourse  Greater Accra 237 287
H F. H Volta 20.5 25.2
more precisely marl.<s the begmnlng_ of their exposure 0 gigen %04 i
pregnancy. Information on age at first sexual intercourse  Ashant 20.8 27.2
Brong Ahafo 21.5 25.0
allows an assessment of trends across age cohorts. Northern 187 25.2
Upper East 18.9 24.4
U West 18.9 24.6
Table 4.5 shows the percentage of women and men "o "o
. . . Education
who had first sexual intercourse by specific ages and the  No education 188 245
H H H H H H Primary 18.8 25.4
median age at first intercourse, irrespective of marital status. | /AW o 210 Py
The data show that among women age 25-49, 11 percent had  Secondary+ a 296
their first sexual intercourse by age 15, 44 percent by age 18, Wf‘alth ?uimile 167 I,
. . . owes . .
and 68 percent by age 20. The median age at first intercourse  second 19.2 25.0
H Middle 19.4 25.2
among women age 2?—49 Is 18.4 years, more than two years ' o- 216 2.8
lower than the median age at first marriage (20.7 years),  Highest 24.8 a
suggesting that Ghanaian women in general initiate sexual Totl 207 264
intercourse before their first marriage. Note: The age at first marriage is defined as the age at
which the respondent began living with her/his first

. . . spouse/partner.
The median age at first sexual intercourse among . - omited because less than 50 percent of the

men age 25-49 is 19.8 years, higher than among women in  respondents began living with their spouse or partner for
the first time before reaching the beginning of the age

the same age group (18.4 years). Among men age 25-49, 5 group

percent had their first sexual intercourse by age 15, 27

percent by age 18, and 52 percent by age 20. Among

respondents age 15-24, a substantially higher proportion of men (53 percent) than women (35 percent)

have never had intercourse. However, within the 25-49 age group, just 1 percent of women and 2 percent

of men have never had sexual intercourse.
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Table 4.5 Age at first sexual intercourse

Percentage of women and men age 15-49 who had first sexual intercourse by specific exact ages, percentage who never had
sexual intercourse, and median age at first sexual intercourse, according to current age, Ghana 2014

Percentage
Percentage who had first sexual intercourse by exact age: who never Median age
had sexual at first sexual
Current age 15 18 20 22 25 intercourse Number intercourse
WOMEN
15-19 11.8 na na na na 57.3 1,625 a
20-24 9.7 43.3 72.2 na na 12.9 1,613 18.4
25-29 9.2 39.2 65.2 79.8 90.4 2.8 1,604 18.6
30-34 10.6 41.0 64.3 79.3 86.7 0.5 1,372 18.6
35-39 10.9 41.9 65.5 80.0 89.6 0.1 1,295 18.6
40-44 10.8 50.9 74.0 85.6 91.9 0.0 1,030 17.9
45-49 13.6 51.2 73.2 83.3 90.7 0.0 857 17.9
20-49 10.5 43.7 68.6 na na 33 7,771 18.4
25-49 10.7 43.8 67.7 81.2 89.7 0.8 6,158 18.4
15-24 10.7 na na na na 35.2 3,238 a
MEN
15-19 9.3 na na na na 73.4 855 a
20-24 7.8 29.2 58.2 na na 22.6 588 19.4
25-29 6.4 29.3 55.7 74.9 88.4 6.2 589 19.6
30-34 6.2 27.2 51.5 69.1 81.1 2.1 552 19.8
35-39 54 26.3 51.1 70.7 81.6 0.4 473 19.9
40-44 34 25.5 47.3 67.6 80.4 1.0 456 20.2
45-49 2.4 25.3 52.3 69.9 84.0 0.0 355 19.8
20-49 5.6 27.4 53.0 na na 6.2 3,014 19.7
25-49 5.0 26.9 51.8 70.6 83.3 2.2 2,425 19.8
15-24 8.7 na na na na 52.7 1,443 a
20-59 5.3 26.5 51.7 na na 55 3,633 19.8
25-59 4.8 26.0 50.4 69.4 82.5 2.0 2,945 20.0

na = Not applicable due to censoring
a = Omitted because less than 50 percent of the respondents had sexual intercourse for the first time before reaching the
beginning of the age group

4.6 MEDIAN AGE AT FIRST SEXUAL INTERCOURSE

Table 4.6 shows the median age at first sexual intercourse among women age 20-49 and 25-49 and
among men age 20-59 and 25-59 by background characteristics.

Urban women initiate sexual intercourse at a higher median age than their rural counterparts. The
median age at first sexual intercourse among urban women age 25-49 is 18.8 years, one year later than
their rural counterparts (17.8 years). By region, the median age at first sexual intercourse among women is
highest in Greater Accra (19.0 years) and lowest in Northern (17.5 years).

Women age 25-49 with no education and those with a primary education have the lowest median
age at first sexual intercourse (17.5 years and 17.2 years, respectively), and those with a secondary or
higher education have the highest median age (20.6 years). Similarly, when looking at wealth, women in
the lowest three quintiles have a lower median age at first sexual intercourse (17.5-17.7 years) than women
in the highest quintile (19.9 years).
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_Table 4.6 f_urther shows that the median age at first 1_..c 45 Median age at first sexual intercourse by
sexual intercourse is 19.8 years among men age 20-59 and background characteristics
20.0 years among those age 25-59. Median age at first sexual Median age at first sexual intercourse among women age
. . N . 20-49 and age 25-49, and median age at first sexual
intercourse is slightly higher among urban than rural men inercourse among men age 20-59 and age 25-59,

age 25-59 (20.1 years and 19.8 years, respectively). It is according to background characteristics, Ghana 2014

highest in Greater Accra (20.3 years) and lowest in Volta Background Women age Men age
(18.8 years). Men’s level of education and wealth do not Sharacteristic 2049 2549 2099 2599

: H H H H H Residence
show a clear relationship with their median age at first "7 ™ 188 188 200 201
intercourse. Rural 178 178 197  19.8
Region
Western 18.3 18.3 19.3 19.4
4.7 RECENT SEXUAL ACTIVITY Central 183 182 18.9 19.0
Greater Accra 19.0 19.0 a 20.3
- TNIT Volta 18.0 18.0 18.9 18.8
In the absence of contraception, the possibility of Eastern 183 184 198 200
pregnancy is related to the frequency of sexual intercourse. gfgsgl hao 123 igg 192 ;gg
Thus, information on intercourse is important for refining  Northern 176 175 a 206
Upper East 18.4 18.5 a 21.0
measurement of exposure to p_regnancy. All women and men Upper West 186 188 a 205
were asked how long ago their last sexual contact occurred.  gyucation
Tables 4.7.1 and 4.7.2 show the percent distribution of ggn?g;faﬁon i;f i;g o0 igg
women and men age 15-49, respectively, by the timing of  MmiddledssioHs 183 184 1904 196
their last sexual intercourse, according to background — Secondanv* a 206 a 204
P Wealth quintile
characteristics. Lowest 176 177 a 203
Second 175 175 19.3 19.4
Middle 17.8 17.7 19.6 19.7
Table 4.7.1 shows that 43 percent of women age Fourth 186 186 195  19.6
15-49 were sexually active during the four weeks preceding  Highest 198 199 a 204
the survey. Twenty-eight percent had been sexually active in ~ To@ 184 184 198 200

the 12 months preceding the survey but not in the past a = omitted because less than 50 percent of the
H respondents had intercourse for the first time before

month, and 16 percent h_ad not been sexually active for one | i “ine beginning of the age group

or more years. One in eight women (13 percent) had never

had sexual intercourse.

The proportion of women who were sexually active in the four weeks preceding the survey is
lowest among those age 15-19 (14 percent) and highest among those age 40-44 (56 percent). The data
further show that never-married and previously married women are much less likely to have had sexual
intercourse in the last four weeks (18 percent and 19 percent, respectively) than women currently in a
union (63 percent).

The proportion of women who were sexually active within the four weeks prior to the survey
fluctuates by marital duration: it is lowest among those who have been married for 25 or more years (57
percent) compared with those married for shorter periods of time (62-64 percent).

The results further show that a higher proportion of women in rural areas (46 percent) were
sexually active within the last four weeks than women in urban areas (41 percent). There are marginal
variations in recent sexual activity among women across regions; recent sexual activity is highest in Brong
Ahafo (48 percent) and lowest in the Upper West region (35 percent).

Women with no education (50 percent) and those in the lowest, second and highest wealth
quintiles (44-45 percent) are more likely to have had recent sexual activity than other women.
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Table 4.7.1 Recent sexual activity: Women

Percent distribution of women age 15-49 by timing of last sexual intercourse, according to background characteristics, Ghana

2014
Timing of last sexual intercourse
Never had
Background Within the Within One or more sexual Number of
characteristic past 4 weeks 1 yeart years intercourse Total women
Age
15-19 14.2 18.1 10.3 57.3 100.0 1,625
20-24 38.2 34.1 14.7 12.9 100.0 1,613
25-29 53.2 31.0 13.1 2.8 100.0 1,604
30-34 53.8 30.0 15.6 0.5 100.0 1,372
35-39 51.9 30.4 17.6 0.1 100.0 1,295
40-44 56.2 25.1 18.6 0.0 100.0 1,030
45-49 45.1 25.2 29.7 0.0 100.0 857
Marital status
Never married 17.6 27.0 16.9 38.4 100.0 3,094
Married or living together 62.9 284 8.6 0.0 100.0 5,321
Divorced/separated/widowed 18.8 28.2 53.0 0.0 100.0 981
Marital duration?
0-4 years 64.0 28.6 7.4 0.1 100.0 1,015
5-9 years 63.7 27.8 8.4 0.0 100.0 924
10-14 years 62.7 29.8 7.5 0.0 100.0 760
15-19 years 62.5 26.4 11.1 0.0 100.0 600
20-24 years 61.6 25.9 12.3 0.0 100.0 444
25+ years 57.3 28.8 13.9 0.0 100.0 398
Married more than once 64.1 29.5 6.3 0.1 100.0 1,180
Residence
Urban 40.8 28.9 16.7 135 100.0 5,051
Rural 46.4 26.7 15.2 11.7 100.0 4,345
Region
Western 47.2 28.2 13.9 10.7 100.0 1,038
Central 45.1 29.4 15.5 10.0 100.0 937
Greater Accra 43.6 25.9 17.0 134 100.0 1,898
Volta 45.7 284 15.5 10.5 100.0 720
Eastern 40.9 34.4 13.6 11.0 100.0 878
Ashanti 40.9 27.7 16.5 14.8 100.0 1,798
Brong Ahafo 47.8 27.8 14.6 9.8 100.0 769
Northern 415 24.9 18.7 14.8 100.0 786
Upper East 40.6 24.7 17.3 17.4 100.0 358
Upper West 35.1 275 19.3 18.1 100.0 215
Education
No education 50.1 27.3 20.0 25 100.0 1,792
Primary 45.7 26.8 14.3 13.2 100.0 1,672
Middle/JSS/IHS 42.7 26.9 15.1 15.2 100.0 3,862
Secondary+ 36.9 31.2 15.6 16.2 100.0 2,070
Wealth quintile
Lowest 447 245 16.6 14.2 100.0 1,511
Second 44.4 27.5 16.6 11.6 100.0 1,636
Middle 42.0 31.0 17.2 9.8 100.0 1,938
Fourth 41.2 29.9 15.7 13.2 100.0 2,117
Highest 45.2 25.9 14.4 14.4 100.0 2,194
Total 43.4 27.9 16.0 12.7 100.0 9,396

! Excludes women who had sexual intercourse within the last 4 weeks
2 Excludes women who are not currently married

Table 4.7.2 shows that less than half of men age 15-49 (46 percent) were sexually active in the
four weeks preceding the survey, about one in four (24 percent) were sexually active in the past year but
not in the past four weeks, and 9 percent had not been sexually active for one or more years. About one in
five men (21 percent) had never had sexual intercourse.

The proportion of men who were sexually active in the four weeks preceding the survey is lowest
in the 15-19 age group (7 percent) and highest among men age 35-49 (70-73 percent). Similar to women,
men who have never been married (18 percent) and those who are divorced, separated, or widowed (46
percent) are substantially less likely to have had recent sexual intercourse than men who are married or
cohabiting with a partner (74 percent).
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There are no major variations in recent sexual activity among men according to marital duration or
urban-rural residence. By region, men in Eastern are most likely to have been sexually active in the past
four weeks (51 percent), while men in Northern are least likely to have been recently active (34 percent).

Table 4.7.2 Recent sexual activity: Men

Percent distribution of men age 15-49 by timing of last sexual intercourse, according to background characteristics, Ghana 2014

Timing of last sexual intercourse

Never had
Background Within the Within One or more sexual Number of
characteristic past 4 weeks 1 year! years intercourse Total men
Age
15-19 6.7 11.9 8.1 73.4 100.0 855
20-24 26.7 33.9 16.7 22.6 100.0 588
25-29 49.5 334 10.9 6.2 100.0 589
30-34 64.2 27.0 6.7 2.1 100.0 552
35-39 72.6 20.4 6.7 0.4 100.0 473
40-44 69.7 24.2 5.2 1.0 100.0 456
45-49 70.2 24.3 5.5 0.0 100.0 355
Marital status
Never married 18.1 23.6 14.2 44.0 100.0 1,851
Married or living together 73.5 24.0 2.5 0.0 100.0 1,846
Divorced/separated/widowed 46.2 34.4 19.4 0.0 100.0 172
Marital duration?
0-4 years 71.9 26.0 2.0 0.0 100.0 404
5-9 years 71.2 26.4 2.4 0.0 100.0 347
10-14 years 73.7 23.1 3.2 0.0 100.0 256
15-19 years 74.6 221 3.3 0.0 100.0 213
20-24 years 72.8 25.0 2.2 0.0 100.0 109
25+ years (78.8) (19.0) (2.2) 0.0 100.0 36
Married more than once 75.5 22.0 2.5 0.0 100.0 481
Residence
Urban 46.3 24.6 9.4 19.7 100.0 2,050
Rural 452 23.9 8.3 22.6 100.0 1,819
Region
Western 47.5 24.8 8.3 19.4 100.0 447
Central 49.9 22.0 8.8 19.2 100.0 380
Greater Accra 49.5 25.3 8.8 16.5 100.0 831
Volta 49.8 24.4 4.8 21.0 100.0 295
Eastern 50.7 18.8 8.9 21.6 100.0 362
Ashanti 425 24.6 10.6 22.3 100.0 680
Brong Ahafo 42.9 28.6 8.4 19.9 100.0 320
Northern 33.7 28.3 11.5 26.5 100.0 316
Upper East 39.0 17.6 7.6 35.7 100.0 146
Upper West 40.9 22.3 8.1 28.8 100.0 91
Education
No education 54.3 275 9.3 8.9 100.0 362
Primary 44.5 21.5 5.9 28.2 100.0 543
Middle/JSS/IJHS 45.7 21.2 8.0 251 100.0 1,626
Secondary+ 44.1 28.3 111 16.6 100.0 1,336
Wealth quintile
Lowest 36.1 22.3 9.8 31.8 100.0 639
Second 433 22.3 9.4 25.0 100.0 648
Middle 49.4 26.3 75 16.7 100.0 770
Fourth 445 27.7 9.2 18.6 100.0 848
Highest 52.1 223 8.7 16.9 100.0 963
Total 15-49 45.8 24.3 8.9 21.0 100.0 3,869
50-59 64.5 20.1 14.3 1.1 100.0 519
Total 15-59 48.0 23.8 9.5 18.7 100.0 4,388

Note: Figures in parentheses are based on 25-49 unweighted cases.
1 Excludes men who had sexual intercourse within the last 4 weeks
2 Excludes men who are not currently married

A comparison of data between the 2008 and 2014 GDHS surveys shows a slight increase in recent
sexual activity among women and men age 15-49, from 40 percent each in 2008 to 43 percent and 46
percent, respectively, in 2014.
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FERTILITY 5

Key Findings:

e The total fertility rate for the three years preceding the survey is 4.2
children per woman, with rural women having 1.7 children more than urban
women.

o Fertility has declined from 6.4 children per woman in the1988 GDHS to 4.2
children per woman in the 2014 GDHS—a drop of two births per woman
over the past twenty-six years. There has been a slight increase in the TFR
over the past six years, from 4.0 to 4.2 children per woman.

e More thanl in 10 non-first births (13 percent) occur after too short an
interval following a preceding birth (less than 24 months).

e The median age at first birth among women age 25-49 is 21.4 years.

¢ About one-fifth of Ghanaian women age 25-49 (22 percent) have given
birth before reaching age 18, while nearly two-fifths (39 percent) have
given birth by age 20.

e Ghanaian women are amenorrhoeic for a median of 8.4 months, abstain for
a median of 5.9 months, and are insusceptible to pregnancy for a median
of 10.4 months.

e Ten percent of women age 30-49 are menopausal.

e Overall, 14 percent of women age 15-19 have begun childbearing, either
having had a live birth (11 percent) of having become pregnant with their
first child (3 percent).

structure, and composition of the population in any country. The government of Ghana initiated its

first national population policy in 1969 to manage population resources in a consistent manner. This
approach was consistent with the government’s ultimate objective to accelerate the rate of economic
development and improve the quality of life of the people. After 25 years of its promulgation, population
growth still remained unacceptably high. As a result, the population policy was revised in 1994 to include
a systematic integration of population in development planning with renewed emphasis on fertility
reduction to accelerate economic modernisation, sustainable development, and poverty eradication (NPC
1994). Since then, Ghana has made substantial progress in reducing fertility. One of the major indicators of
fertility provided by the DHS surveys in Ghana is the current fertility rate, which is critical to the
development of population policies and programmes.

Fertility is one of the three principal components of population dynamics that determine the size,

One of the main objectives of the 2014 GDHS was to examine fertility levels, trends, and
differentials in Ghana. This chapter focuses on a number of fertility indicators including levels, patterns,
and trends in both current and cumulative fertility; the length of birth intervals; and the age at which
women begin childbearing. Birth intervals are important because short intervals are associated with high
childhood mortality. The age at which childbearing begins can also have a major impact on the health and
well-being of both the mother and the child.

The fertility indicators presented in this chapter are based on reports of reproductive histories
provided by women age 15-49. As in the previous GDHS surveys, each woman was asked to provide
information on the total number of sons and daughters to whom she had given birth and who were living with
her, the number living elsewhere, and the number who had died, in order to obtain the total number of live
births. In the birth history, women reported the details of each live birth separately, including such
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information as name, and month and year of birth, in addition to sex and survival status. For children who
had died, age at death was recorded.

51 CURRENT FERTILITY

Measures of current fertility include age-specific fertility rates (ASFRs), the total fertility rate (TFR),
the general fertility rate (GFR), and the crude birth rate (CBR). These rates are presented for the three-year
period preceding the survey, a period that covers a portion of calendar years 2012 through 2014. A three-year
period (rather than a longer or a shorter period) was chosen to calculate rates as a balanced response to
providing the most current information, reducing sampling error, and avoiding problems caused by the
displacement of births.

Age-specific fertility rates aid in understanding the age pattern of fertility. Numerators of ASFRs
are calculated by identifying live births that occurred in the period 1 to 36 months preceding the survey
(determined from the date of interview and date of birth of the child); they are then classified by the age of
the mother (in five-year groups) at the time of the child’s birth. The denominators of these rates are the
number of woman-years lived by the survey respondents in each of the five-year age groups during the
specified period.

The TFR is a common measure of current fertility and is defined as the number of children a
woman would have by the end of her childbearing years if she were to pass through those years bearing
children at the current age-specific fertility rates. The GFR represents the number of live births per 1,000
women of reproductive age. The CBR is the number of live births per 1,000 population. The latter two
measures are based on birth history data for the three-year period preceding the survey and on the age-sex
distribution of the household population.

Table 5.1 shows the age-specific and aggregate fertility measures calculated from the 2014
GDHS. The total fertility rate for Ghana is 4.2 children per woman, a slight increase from 4.0 children per
woman in the 2008 GDHS survey. Childbearing peaks during age group 25-29 and drops sharply after age
39. Rural women have about 1.7 children more than urban women (5.1 children per woman compared with
3.4 children per woman). The pattern of lower fertility in urban areas is evident in every age group, and it
is most pronounced for women in the 20-24 age group (121 births per 1,000 women in urban areas
compared with 210 births per 1,000 women in rural areas).

Table 5.1 Current fertility

Age-specific and total fertility rates, the general
fertility rate, and the crude birth rate for the three
years preceding the survey, by residence, Ghana

2014
Residence

Age group Urban Rural Total
15-19 53 100 76
20-24 121 210 161
25-29 181 228 201
30-34 178 223 197
35-39 110 164 135
40-44 34 72 52
45-49 12 21 17
TFR (15-49) 34 5.1 4.2
GFR 120 171 143
CBR 28.2 33.1 30.6

Notes: Age-specific fertility rates are per 1,000
women. Rates for age group 45-49 may be slightly
biased due to truncation. Rates are for the period
1-36 months prior to interview.

TFR: Total fertility rate expressed per woman

GFR: General fertility rate expressed per 1,000
women age 15-44

CBR: Crude birth rate expressed per 1,000
population
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One of the main targets of the 1994 revised National Population Policy was to reduce the total
fertility rate from 5.5 to 5.0 children per woman by the year 2000, to 4.0 by 2010, and to 3.0 by 2020 (NPC
1994). With a TFR of 4.0 in 2008, Ghana achieved its fertility target two years before the target year of
2010. However, with the slight increase in fertility reported in the 2014 GDHS, more needs to be done to
reach the TFR target of 3.0 children per woman by the year 2020. The TFR in Ghana however, is still one
of the lowest in sub-Saharan Africa (Figure 5.1).

Figure 5.1 Total fertility rates, selected Sub-Saharan African countries

Namibia 2013 3.6
Swaziland 2006-07 3.9
Zimbabwe 2010-11 4.1

Ghana 2014 4.2

Rwanda 2010 4.6

Liberia 2013 4.7

Ethiopia 2011
Sierra Leone 2013
Benin 2011-12
Senegal 2014
Guinea 2012

4.8
4.9
4.9

5
5.1

Zambia 2013-14 5.3
Mali 2012-13 6.1
Uganda 2011 6.2
Congo DR 2013-14 6.6
Niger 2012 7.6

0 1 2 3 4 5 6 7 8

Note: Rates are per 1,000 women and refer to the three-year period preceding the survey.

52 FERTILITY DIFFERENTIALS

Table 5.2 shows differentials in fertility by residence, region, education, and wealth quintile. The
TFR varies among regions, ranging from 2.8 children per woman in the Greater Accra region to 6.6
children per woman in the Northern region. The level of fertility is inversely related to women’s
educational attainment, decreasing rapidly from 6.2 children among women with no education to 2.6
children among women with a secondary or higher level of education. Fertility also decreases with wealth;
women in the lowest wealth quintile have an average of 6.3 children compared with 2.8 children among
women in the highest wealth quintile.

Table 5.2 also presents a crude assessment of trends among the various subgroups by comparing
current fertility with a measure of completed fertility: the mean number of children ever born to women
age 40-49. The mean number of children ever born to older women who are nearing the end of their
reproductive period is an indicator of average completed fertility of women who began childbearing during
the three decades preceding the survey. If fertility remained constant over time and the reported data on
both children ever born and births during the three years preceding the survey are reasonably accurate, the
TFR and the mean number of children ever born to women 40-49 are expected to be similar. When fertility
levels are falling, the TFR will be substantially lower than the mean number of children ever born among
women age 40-49.

Overall, a comparison of past (completed) and current (TFR) fertility indicators suggests a slight
difference (4.8 versus 4.2) between the two. Current fertility is slightly higher than past fertility among
women in the Northern region, among women with no education, and among those with middle/JSS/JHS
education.
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Table 5.2 Fertility by background characteristics

Total fertility rate for the three years preceding the survey, percentage of
women age 15-49 currently pregnant, and mean number of children ever
born to women age 40-49 years, by background characteristics, Ghana 2014

Percentage of Mean number of

women age children ever
Background 15-49 currently  born to women
characteristic Total fertility rate pregnant age 40-49
Residence
Urban 3.4 6.5 4.1
Rural 5.1 7.7 5.6
Region
Western 3.6 6.9 4.8
Central 4.7 7.8 5.2
Greater Accra 2.8 6.9 34
Volta 4.3 6.1 4.8
Eastern 4.2 7.9 4.9
Ashanti 4.2 5.8 4.8
Brong Ahafo 4.8 7.6 5.1
Northern 6.6 8.9 6.4
Upper East 4.9 7.9 5.7
Upper West 5.2 6.8 6.4
Education
No education 6.2 8.8 5.9
Primary 4.9 6.6 5.2
Middle/JSS/IHS 4.2 7.0 4.1
Secondary+ 2.6 6.1 2.6
Wealth quintile
Lowest 6.3 7.9 6.6
Second 5.5 7.6 5.8
Middle 3.9 7.0 4.8
Fourth 35 5.7 4.0
Highest 2.8 7.4 3.2
Total 4.2 7.1 4.8

Note: Total fertility rates are for the period 1-36 months prior to interview.

Table 5.2 also shows the percentage of women 15-49 who reported being pregnant at the time of
the survey. This percentage may be underreported because women may be unaware of a pregnancy,
especially at the early stages, and some women who are early in their pregnancy may not want to reveal
that they are pregnant. Nationally, 7 percent of women were pregnant at the time of the survey, with minor
variations by background characteristics. Rural women (8 percent) are slightly more likely to report being
currently pregnant than urban women (7 percent). At the regional level, the proportion of pregnant women
is highest in the Northern region (9 percent) and lowest in the Volta and Ashanti regions (6 percent each).
The proportion of women currently pregnant is highest among women with no education (9 percent) and
women in the lowest and second wealth quintiles (8 percent each).

5.3 FERTILITY TRENDS

In addition to the comparison of current and completed fertility, trends in fertility can be assessed
in two other ways. First, fertility trends can be investigated using retrospective data on birth histories
collected in the 2014 GDHS. Second, the TFR from the 2014 GDHS can be compared with estimates
obtained in earlier surveys.

Table 5.3.1 shows trends in age-specific fertility rates for five-year periods preceding the survey,
by mother’s age at the time of birth. The table uses information from the retrospective birth histories
obtained from the 2014 GDHS respondents to examine trends in age-specific fertility rates for successive
five-year periods before the survey. To calculate these rates, births were classified according to the period
of time in which the birth occurred and the mother’s age at the time of the birth. Because women age 50
and above were not interviewed in the survey, the rates are successively truncated for periods more distant
from the survey date. For example, rates cannot be calculated for women age 35-39 for the period 15 to 19
years before the survey because these women would have been over age 50 at the time of the survey and
thus would not have been interviewed.
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Fertility has fallen gradually among women in all
age groups over the past two decades, with the exception
of the 25-29 age group. The decrease in fertility is steepest
among women age 15-19, a 20 percent decline between
the 15-19 year period before the survey and 0-4 year
period before the survey.

Table 5.3.2 and Figure 5.2 compare fertility
trends from estimates obtained in the 1988, 1993, 1998,
2003, and 2008 GDHS with information gathered in the
2014 GDHS. Fertility has declined from 6.4 children per
woman in the 1988 GDHS to 4.2 children per woman in
the 2014 GDHS—a drop of two children per woman over
the past 26 years. There has been a slight increase in the

Table 5.3.1 Trends in age-specific fertility rates

Age-specific fertility rates for five-year periods preceding the
survey, by mother’s age at the time of the birth, Ghana 2014

Number of years preceding survey

Mother’s age at birth 0-4 5-9 10-14 15-19
15-19 73 84 88 91
20-24 159 167 184 193
25-29 200 203 230 216
30-34 191 190 195 [224]
35-39 137 141 [144]

40-44 52 [82]

45-49 [19]

Note: Age-specific fertility rates are per 1,000 women.
Estimates in brackets are truncated. Rates exclude the month

of interview.

TFR over the past six years, from 4.0 to 4.2 children per woman.

Table 5.3.2 Trends in age-specific and total fertility rates

Age-specific and total fertility rates (TFR) for the three-year period preceding several surveys

GDHS 1988 GDHS 1993 GDHS 1998 GDHS 2003 GDHS 2008 GDHS 2014
Mother's age at bith _ (1986-1988) (1991-1993) (1996-1998) (2001-2003) (2006-2008) (2012-2014)
15-19 125 116 88 74 66 76
20-24 260 221 197 176 176 161
25-29 280 233 203 210 206 201
30-34 249 209 177 182 173 197
35-39 189 143 136 141 118 135
40-44 117 87 74 70 59 52
45-49 61 22 11 36 8 17
TFR 15-49 6.4 5.2 4.4 4.4 4.0 4.2

Note: Age-specific fertility rates are per 1,000 women.

Figure 5.2 Trends in age-specific fertility rates
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54 CHILDREN EVER BORN AND LIVING

Data on the number of children ever born reflect accumulated births over the past 30 years and
therefore have limited relevance to current fertility levels, particularly when the country has experienced a
decline in fertility. Moreover, the data are subject to recall error, which is typically greater for older than
younger women. Nevertheless, information on children ever born (or parity) is useful in looking at a
number of issues. Parity data show how average family size varies across age groups. The percentage of
currently married women in their 40s who have never had children also provides an indicator of the level
of primary infertility or the inability to bear children. Comparisons of differences in the mean number of
children ever born and surviving reflect the cumulative effects of mortality levels during the period in
which women have been bearing children.

Table 5.4 shows the percent distribution of all women and currently married women by number of
children ever born, mean number of children ever born, and mean number of children living. Eighty-nine
percent of women age 15-19 have never given birth. This proportion declines to 25 percent among women
age 25-29 and to less than 10 percent among women age 30 or older, indicating that childbearing among
Ghanaian women is nearly universal. On average, Ghanaian women nearing the end of their reproductive
years have attained a parity of 5.0 children, about one child more than the total fertility rate of 4.2. The
same pattern is observed among currently married women, except that the mean number of children ever
born is higher among currently married women (3.4 children) than among all women (2.4 children). The
difference between all women and currently married women in the mean number of children ever born is
due to the substantial proportion of young and unmarried women in the former category who exhibit lower
fertility.

Table 5.4 Children ever born and living

Percent distribution of all women and currently married women age 15-49 by number of children ever born, mean number of children ever born,
and mean number of living children, according to age group, Ghana 2014

Mean Mean

Number of children ever born number of - number

Number of  children  of living

Age 0 1 2 3 4 5 6 7 8 9 10+ Total women  everborn children

ALL WOMEN
15-19 88.7 10.1 11 0.1 0.0 0.0 0.0 0.0 0.0 0.0 0.0 100.0 1,625 0.13 0.12
20-24 52.5 256 15.1 59 0.5 0.4 0.0 0.0 0.0 0.0 0.0 100.0 1,613 0.78 0.73
25-29 253 225 249 164 7.6 2.9 0.3 0.2 0.0 0.0 0.0 100.0 1,604 1.69 1.59
30-34 9.3 129 22.0 20.6 16.3 10.5 55 1.9 0.5 0.5 0.0 100.0 1,372 291 2.70
35-39 5.3 90 113 201 194 169 104 4.1 1.7 1.1 0.6  100.0 1,295 3.75 3.44
40-44 2.9 47 108 135 17.4 15.4 12.3 11.4 5.9 3.8 2.0 100.0 1,030 4.69 4.24
45-49 2.1 59 11.2 99 134 150 161 10.0 6.6 6.2 3.6  100.0 857 5.00 4.32
Total 31.3 141 14.0 12.0 9.6 7.5 51 3.0 1.5 1.2 0.6 100.0 9,396 2.36 2.14
CURRENTLY MARRIED WOMEN

15-19 272 577 131 1.9 0.0 0.0 0.0 0.0 0.0 0.0 0.0 100.0 104 0.90 0.89
20-24 16.3 383 304 125 1.4 0.9 0.1 0.0 0.0 0.0 0.0 100.0 606 1.48 1.39
25-29 9.1 23.0 305 21.9 10.7 4.1 0.4 0.2 0.0 0.0 0.0 100.0 1,062 2.17 2.04
30-34 52 109 204 225 188 124 6.1 24 0.7 0.6 0.0 100.0 1,078 3.21 2.98
35-39 3.1 7.0 9.7 20.3 20.8 18.6 11.7 5.0 2.0 1.2 0.7 100.0 1,040 4.01 3.69
40-44 2.6 33 87 128 178 156 140 120 6.4 4.3 2.4 100.0 821 4,91 4.46
45-49 1.7 44 75 100 135 150 177 110 7.1 7.2 4.7  100.0 611 5.34 4.60
Total 6.5 147 181 17.5 14.5 11.2 7.8 4.6 2.3 1.8 1.0 100.0 5,321 3.42 3.12

As expected, the mean number of children ever born and the mean number of children surviving
increase with women’s age. A comparison of the mean number of children ever born with the mean
number of living children reveals the experience of child loss among Ghanaian women. By the end of their
reproductive years (age 45-49), women in Ghana have given birth to an average of 2.4 children, with 2.1
surviving.
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Voluntary childlessness is uncommon in Ghana. Currently married women with no children are
likely to be those who are sterile or unable to bear children. The level of childlessness among married
women at the end of their reproductive period can be used as an indicator of the level of primary sterility.
In Ghana, primary sterility among currently married women age 45-49 is 2 percent.

55 BIRTH INTERVALS

Birth interval is the length of time between two successive live births. Information on birth
intervals provides an insight into birth spacing patterns, which affect fertility as well as maternal, infant,
and childhood mortality. Studies have shown that short birth intervals are associated with increased risk of
death for both mother and baby, particularly when the birth interval is less than 24 months.

Table 5.5 shows the percent distribution of non-first births in the five years preceding the survey
by number of months since the preceding birth, according to background characteristics. The median birth
interval in Ghana is 39 months, a slight decrease from the median of 40 months reported in the 2008
GDHS. More than 1 in 10 non-first births (13 percent) occur after too short an interval (less than 24
months) following a preceding birth.

The median number of months since a preceding birth increases significantly with age, from 35.2
months for births to mothers age 20-29 to 47.6 months for births to mothers age 40-49. There is no marked
difference in the length of the median birth interval by sex of the preceding birth.

Death of a preceding child usually leads to a shorter birth interval than when the preceding child
survived. The median birth interval is almost 11 months shorter among births in which the previous sibling
is dead than among births in which the previous sibling is alive (28.9 months versus 40.2 months). This
difference in birth intervals may be due to the desire of parents to replace a dead child, as well as the loss
of the fertility-delaying effects of breastfeeding.

The median birth interval decreases with increasing birth order, from 40.6 months for births of the
second or third order to 34.2 months for births of the seventh or higher order. By residence, the median
birth interval is longer in urban than in rural areas (41.6 months versus 38.2 months). The longest median
birth interval is in Upper East (44.8 months), and the shortest is in Central (37.1 months). There are no
clear patterns in the relationship between median birth interval and mother’s education. The median birth
interval generally increases by wealth, although the increase is not linear.
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Table 5.5 Birth intervals

Percent distribution of non-first births in the five years preceding the survey by number of months since preceding birth, and median number of months
since preceding birth, according to background characteristics, Ghana 2014

. . . Median
Months since preceding birth number of
Background Number of ~ months since
characteristic 7-17 18-23 24-35 36-47 48-59 60+ Total non-first births preceding birth
Mother’s age
15-19 * * * * * * 100.0 19 *
20-29 4.8 11.6 36.0 21.2 12.0 14.5 100.0 1,444 35.2
30-39 3.2 8.9 27.9 215 13.8 24.8 100.0 2,228 41.6
40-49 1.4 6.6 24.6 18.3 13.8 35.2 100.0 618 47.6
Sex of preceding birth
Male 3.7 9.4 29.6 20.5 12.7 241 100.0 2,166 39.3
Female 34 9.5 30.9 21.3 135 21.3 100.0 2,142 395
Survival of preceding birth
Living 25 8.9 30.2 21.4 13.7 23.2 100.0 3,991 40.2
Dead 16.4 16.4 31.3 13.6 6.4 16.0 100.0 317 28.9
Birth order
2-3 3.7 9.2 28.5 20.5 13.6 24.4 100.0 2,194 40.6
4-6 3.3 8.8 30.3 222 13.7 21.7 100.0 1,670 39.7
7+ 3.8 13.3 38.7 17.7 8.7 17.9 100.0 444 34.2
Residence
Urban 3.8 8.8 28.3 18.3 135 27.4 100.0 1,812 41.6
Rural 3.4 10.0 31.7 22.7 12.9 19.3 100.0 2,496 38.2
Region
Western 4.2 8.7 28.3 16.2 13.1 29.5 100.0 426 42.2
Central 2.1 9.7 36.2 20.4 12.7 18.9 100.0 460 37.1
Greater Accra 2.2 10.5 28.6 19.3 11.6 27.9 100.0 611 41.6
Volta 4.4 11.7 27.3 20.3 13.7 22.6 100.0 330 39.6
Eastern 5.7 10.2 315 18.2 13.8 20.5 100.0 403 37.3
Ashanti 5.9 11.9 29.1 18.1 12.7 22.3 100.0 815 38.1
Brong Ahafo 1.6 6.2 29.6 21.2 13.9 275 100.0 384 425
Northern 2.4 7.7 355 28.0 12.3 14.1 100.0 581 375
Upper East 1.7 5.4 20.9 26.9 19.7 254 100.0 176 44.8
Upper West 2.5 6.4 25.8 32.0 14.1 19.3 100.0 122 41.7
Mother’s education
No education 2.9 8.6 33.0 233 12.7 19.6 100.0 1,374 38.3
Primary 4.3 10.5 29.7 20.2 12.4 22.8 100.0 908 38.8
Middle/JSS/JHS 35 9.3 27.1 20.2 145 253 100.0 1,604 41.8
Secondary+ 4.3 10.7 345 17.1 10.8 22.6 100.0 422 36.3
Wealth quintile
Lowest 3.2 8.8 33.9 24.6 12.9 16.6 100.0 1,050 37.7
Second 2.7 11.6 31.8 21.7 12.2 20.0 100.0 979 37.6
Middle 4.9 8.4 28.2 20.0 14.4 24.2 100.0 821 40.5
Fourth 29 6.5 29.3 18.4 12.9 30.1 100.0 766 43.0
Highest 4.5 121 26.1 17.8 13.7 25.9 100.0 692 41.4
Total 3.6 9.5 30.3 20.9 13.1 22.7 100.0 4,308 39.4

Note: First-order births are excluded. The interval for multiple births is the number of months since the preceding pregnancy that ended in a live birth.
An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.

5.6 POSTPARTUM AMENORRHOEA, ABSTINENCE, AND INSUSCEPTIBILITY

Postpartum amenorrhoea is the interval between the birth of a child and the resumption of
menstruation, a period during which the risk of pregnancy is much reduced. Postpartum protection from
conception depends upon the intensity and duration of breastfeeding. Postpartum abstinence refers to the
period of voluntary sexual inactivity after childbirth. A woman is considered insusceptible if she is not
exposed to the risk of pregnancy, either because she is amenorrhoeic or because she is abstaining from
sexual intercourse following a birth. In the 2014 GDHS, information was obtained about the duration of
amenorrhoea and sexual abstinence following childbirth for births in the three years preceding the survey.

Table 5.6 shows that Ghanaian women are amenorrhoeic for a median of 8.4 months, abstain for a
median of 5.9 months, and are insusceptible to pregnancy for a median of 10.4 months. In general, the
proportion of women who are amenorrhoeic or abstaining decreases with increasing months after delivery.
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The proportion of women who are amenorrhoeic drops from 96 percent in the first two months
after birth to 21 percent at 12-15 months and to 2 percent or less at 30 months or later. The majority of

Ghanaian women (98 percent) are still abstaining in the first two months following a birth.

Table 5.6 Postpartum amenorrhoea, abstinence, and insusceptibility

Percentage of births in the three years preceding the survey for which mothers are postpartum amenorrhoeic,

abstaining, and insusceptible, by number of months since birth, and median and mean durations, Ghana 2014

Percentage of births for which the mother is:

Months since birth Amenorrhoeic Abstaining Insusceptible! Number of births
<2 96.2 97.8 98.4 136
2-3 84.6 84.0 94.2 216
4-5 66.4 59.6 79.8 229
6-7 56.4 42.6 70.8 225
8-9 48.0 30.9 60.0 177
10-11 42.9 24.0 53.5 188
12-13 21.0 22.3 34.8 171
14-15 21.2 18.3 314 210
16-17 15.0 14.5 25.7 202
18-19 10.0 10.1 17.9 178
20-21 5.4 7.6 11.3 196
22-23 11.0 11.8 21.5 177
24-25 4.3 8.0 9.9 191
26-27 4.5 7.0 11.6 185
28-29 4.6 55 9.6 196
30-31 1.6 6.2 7.5 204
32-33 0.8 3.7 45 171
34-35 0.4 2.9 3.3 179
Total 27.6 25.3 36.2 3,430
Median 8.4 5.9 104 na
Mean 10.2 9.4 13.2 na

Note: Estimates are based on status at the time of the survey.

na = Not applicable

1 Includes births for which mothers are either still amenorrhoeic or still abstaining (or both) following birth

Table 5.7 shows the median duration of postpartum amenorrhoea, abstinence, and insusceptibility
by background characteristics. The median duration of postpartum insusceptibility is 10.0 months among
women age 15-29, compared with 11.3 months among women age 30-49. By residence, the median
duration of postpartum insusceptibility is higher among rural (11.7 months) than urban women (9.5
months). Women in Upper West have the longest median duration of postpartum insusceptibility (15.9

months), while women in Western have the shortest median duration (7.9 months).

Median duration of postpartum insusceptibility decreases sharply with education and wealth. For
example, it decreases from 13.9 months among women with no education to 7.2 months among those with
a secondary or higher education. Similarly, women in the lowest wealth quintile are insusceptible almost

two times longer than women in the highest wealth quintile (13.0 months compared with 6.6 months).
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Table 5.7 Median duration of amenorrhoea, postpartum abstinence, and postpartum insusceptibility

Median number of months of postpartum amenorrhoea, postpartum abstinence, and postpartum insusceptibility
following births in the three years preceding the survey, by background characteristics, Ghana 2014

Background Postpartum Postpartum Postpartum
characteristic amenorrhoea abstinence insusceptibility*
Mother’s age
15-29 7.1 5.8 10.0
30-49 9.4 6.2 11.3
Residence
Urban 7.4 55 9.5
Rural 9.2 6.2 11.7
Region
Western 6.1 4.9 7.9
Central 9.9 6.6 10.7
Greater Accra (7.2) (4.4) (9.5)
Volta (6.8) 5.4 (8.2)
Eastern 6.1 5.6 10.5
Ashanti 6.4 4.7 8.4
Brong Ahafo 9.6 8.5 10.6
Northern 105 11.4 143
Upper East 10.1 5.7 13.8
Upper West (10.9) (23.0) (15.9)
Education
No education 11.3 8.1 13.9
Primary 7.9 6.8 104
Middle/JSS/IHS 8.1 5.6 9.8
Secondary+ 5.1 4.6 7.2
Wealth quintile
Lowest 10.5 7.7 13.0
Second 9.2 6.4 12.9
Middle 8.0 6.3 11.0
Fourth 8.6 5.5 9.6
Highest 4.7 3.4 6.6
Total 8.4 5.9 10.4

Note: Medians are based on the status at the time of the survey (current status). Figures in parentheses are
based on 25-49 unweighted cases.
 Includes births for which mothers are either still amenorrhoeic or still abstaining (or both) following birth

5.7 MENOPAUSE

The risk of becoming pregnant declines with age. The
term infecundity refers to a process_rather th_an a we_ll—_deflned Percentage of women age 30-49 who are menopausal,
event, and although the onset of infecundity is difficult to byage, Ghana 2014

Table 5.8 Menopause

determine for an individual woman, there are ways of Percentage Number of

. . . Age menopausal* women
estimating it for a group of women. Table 5.8 presents data on

menopause, an indicator of decreasing exposure to the risk of 223;‘ 5?, ig;é
pregnancy (infecundity) for women age 30 and older. 40-41 7.0 450
42-43 8.7 413
. 44-45 19.6 398
In the 2014 GDHS, women were considered — 46-47 321 317
48-49 39.2 309

menopausal if they were neither pregnant nor postpartum Total 07 4554

amenorrhoeic and had not had a menstrual period for at least

H H H 1 Percentage of all women who are not pregnant and

six months precedmg the suryey. The proportl_on of wom_en not postpartum amenorrhoeic whose last menstrual

who were menopausal at the time of the survey increases with  period occurred six or more months preceding the
survey

age, from 2 percent among women age 30-34 to 39 percent

among women age 48-49. Overall, 10 percent of women age

30-49 were menopausal.

5.8 AGE AT FIRST BIRTH

The onset of childbearing at an early age has a major effect on the health of both mother and child.
It also lengthens the reproductive period, thereby increasing the level of fertility. Table 5.9 shows the
median age at first birth and the percentage of women who gave birth by exact ages, according to current
age. The median age at first birth among women age 25-49 is 21.4 years.
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About one-fifth of Ghanaian women age 25-49 (22 percent) had given birth before reaching age
18, while nearly two-fifths (39 percent) have given birth by age 20. The median age at first birth has
increased gradually from 20.3 years for older women 45-49 to 22.6 years for women age 25-29 — the
youngest cohort for whom a median age can be computed — indicating an increase in age at first birth over

the last 20 years.

Table 5.9 Age at first birth

Percentage of women age 15-49 who gave birth by exact ages, percentage who have never given birth, and median age at first

birth, according to current age, Ghana 2014

Percentage
Percentage who gave birth by exact age who have
9 9 Y g never given Number of Median age
Current age 15 18 20 22 25 birth women at first birth
15-19 0.5 na na na na 88.7 1,625 a
20-24 1.8 16.9 31.6 na na 52.5 1,613 a
25-29 2.9 17.3 333 46.5 63.4 25.3 1,604 22.6
30-34 4.1 21.0 36.6 53.4 69.9 9.3 1,372 21.6
35-39 3.0 21.0 36.4 52.8 72.4 5.3 1,295 21.6
40-44 4.5 25.4 45.6 63.1 78.6 29 1,030 20.5
45-49 5.8 26.6 47.2 65.1 81.2 21 857 20.3
20-49 3.4 20.6 37.2 na na 19.3 7,771 a
25-49 3.9 21.5 38.7 54.7 71.8 10.6 6,158 21.4

na = Not applicable due to censoring

a = Omitted because less than 50 percent of women had a birth before reaching the beginning of the age group

Table 5.10 shows the median age at first birth for different age cohorts across please of residence,
region, education, and wealth status. Median age at first birth is higher in urban areas than in rural areas.
Among women age 30-49, median age at first birth is 22.2 months in urban areas compared with 20.1
months in rural areas. Among the same group of women, median age at first birth is highest in the Greater

Accra region (23.4 years) and lowest in the Central, Northern,
and Upper East regions (20.0 years each). There is a direct
relationship between the median age at first birth and education
and wealth. Median age at first birth is 19.9 years and 19.6 years
among women age 30-49 with no education and with primary
education, respectively, as compared with 27.0 years among
women with a secondary or higher education. Women age 30-49
in the lowest two wealth quintiles have their first birth almost
five years earlier than women in the highest quintile (19.9 years
versus 24.7 years).

59 TEENAGE PREGNANCY AND MOTHERHOOD

Teenage pregnancy and motherhood is a major social
and health issue in Ghana. Early teenage pregnancy can cause
severe health problems for both the mother and child. Moreover,
an early start to childbearing greatly reduces women’s
educational and employment opportunities and is associated with
higher levels of fertility.

Table 5.11 shows that 14 percent of women age 15-19
have begun childbearing; either they have had a live birth (11
percent) or are pregnant with their first child (3 percent), a slight
increase from 13 percent in 2008. The percentage of women who
have begun childbearing increases rapidly with age, from 2
percent among women age 15 to 36 percent among women
age 19.

Table 5.10 Median age at first birth

Median age at first birth among women age 25-49
and age 30-49, according to background
characteristics, Ghana 2014

Background Women age Women age
characteristic 25-49 30-49
Residence
Urban 22.9 22.2
Rural 20.1 20.1
Region
Western 21.3 20.9
Central 20.5 20.0
Greater Accra 24.0 23.4
Volta 21.1 20.9
Eastern 20.7 20.5
Ashanti 215 21.2
Brong Ahafo 20.8 20.6
Northern 20.2 20.0
Upper East 20.2 20.0
Upper West 20.5 20.6
Education
No education 19.9 19.9
Primary 195 19.6
Middle/JSS/IHS 21.5 215
Secondary+ a 27.0
Wealth quintile
Lowest 19.9 19.9
Second 19.8 19.9
Middle 20.1 20.0
Fourth 22.3 21.7
Highest a 24.7
Total 21.4 21.1

a = Omitted because less than 50 percent of the
women had a birth before reaching the beginning of
the age group
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Teenage childbearing is higher in rural areas (17 percent) than in urban areas (12 percent). By
region, the percentage of teenage women who have begun childbearing ranges from 8 percent in the
Greater Accra region to 22 percent in the Volta region. Not surprisingly, early childbearing is inversely
related to women’s educational level. Teenagers with no education are almost four times as likely to have
begun childbearing as those with a secondary or higher education (23 percent and 6 percent, respectively).
The percentage of teenagers who have begun childbearing is highest in the second wealth quintile (21
percent) and lowest in the wealthiest households (6 percent).

Table 5.11 Teenage pregnancy and motherhood

Percentage of women age 15-19 who have had a live birth or who are pregnant with their first child, and
percentage who have begun childbearing, by background characteristics, Ghana 2014

Percentage of women age 15-19 who: Percentage who
Background Have had a Are pregnant with have begun Number of
characteristic live birth first child childbearing women
Age
15 1.0 0.9 1.9 380
16 6.3 0.7 7.0 359
17 8.0 31 11.0 272
18 14.0 5.7 19.7 327
19 314 4.7 36.1 287
Residence
Urban 8.9 2.6 11.5 796
Rural 13.6 31 16.7 829
Region
Western 10.1 2.6 12.7 197
Central 144 7.0 21.3 153
Greater Accra 5.6 2.6 8.3 248
Volta 18.0 4.1 22.1 122
Eastern 15.0 18 16.8 151
Ashanti 10.2 1.7 11.9 307
Brong Ahafo 17.5 3.8 21.3 167
Northern 7.9 2.2 10.1 146
Upper East 8.0 1.7 9.7 89
Upper West 9.3 0.6 9.9 47
Education
No education 19.8 3.4 23.2 69
Primary 15.7 3.3 19.0 368
Middle/JSS/IHS 11.0 3.0 14.0 906
Secondary+ 4.5 16 6.2 282
Wealth quintile
Lowest 12.3 2.9 15.3 338
Second 17.6 3.7 21.3 356
Middle 11.8 3.4 15.2 316
Fourth 9.5 2.6 121 307
Highest 4.2 1.5 5.7 308
Total 11.3 2.9 14.2 1,625
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FERTILITY PREFERENCES 6

Key Findings:

e More than 3 in 10 women (35 percent) and men (31 percent) do not want
any more children; another 2 percent of women but less than 1 percent of
men have been sterilised.

e Women and men in Ghana prefer a big family: 4.3 children for all women
and 4.5 children for all men, among those age 15-49. The preference
among married women and men is for 4.7 and 5.1 children.

¢ Overall, Ghanaian women have about 0.6 children more than their ideal
number, implying that the total fertility rate of 4.2 children per woman is 17
percent higher than it would be if unwanted births were avoided.

igh fertility rates and large family size have persisted in most sub-Saharan African countries

despite the implementation of policies and programmes aimed at reducing births (Garenne 2008).

The primary objective of Ghana’s 1994 Population Policy is to promote a small family size
through information and education campaigns and to target a two-year minimum interval between all
births by 2020. The government has since then actively promoted the voluntary acceptance of family
planning methods. All couples are being encouraged to decide freely and responsibly on the timing,
number, and spacing of their children for a family size that can be managed (NPC 1994).

This chapter describes fertility preferences, the ideal and actual number of children as well as the
wanted and actual fertility rates. Information on fertility preferences is used to assess future fertility
patterns and potential demand for contraception. Such data are also useful in constructing measures of
unwanted or mistimed births.

6.1 DESIRE FOR MORE CHILDREN

Information about the desire for more children is important for understanding future reproductive
behaviour. The provision of adequate and accessible family planning services depends on the availability
of such information. In the 2014 GDHS, currently married women (whether pregnant or not) and men were
asked about their intentions to have another child and, if they had such intentions, how soon they wanted
the child. The same question was phrased differently in the case of pregnant women or men whose wife or
wives (or partners) were pregnant at the time of the interview. This was done to ensure an accurate answer
about the desire of subsequent children after completion of the current pregnancy. Sterilised women and
men were considered to want no more children, and therefore were not asked questions about their desire
for more children.

Table 6.1 shows that 19 percent of women and 22 percent of men age 15-49 want to have another
child soon (within two years), while 31 percent of women and 38 percent of men want another child two or
more years later. More than 3 in 10 women (35 percent) and men (31 percent) do not want any more
children, and 2 percent of women and less than 1 percent of men have been sterilised. The proportion of
both women and men who want to have a child soon is inversely associated with the number of living
children. Seven in 10 currently married women with no living children (71 percent) want to have a child
soon, as compared with 4 percent of women with six or more children. Among currently married men with
no living children, more than 6 in 10 (63 percent) want to have a child soon, compared with 9 percent of
men with six or more children.
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The desire to limit childbearing (including by undergoing sterilisation) increases with the number
of living children, from 7 percent among childless women and 2 percent among women with one child to
78 percent among those with six or more children. Less than 1 percent of women with one or two children
have been sterilised compared with 5 percent of women with six or more children.

A comparison of the findings from the five GDHS surveys shows that the desire to space births
among currently married Ghanaian women has declined over time, while the desire to limit births has
increased, showing some improvement as a result of efforts to limit the number of births per woman in
Ghana. However, these changes have been minimal in the past six years.

Similar to women, the desire to have no more children increases from 3 percent among currently
married men age 15-49 with one child to 60 percent among those with six or more children. Men are
slightly more likely to want to limit childbearing at lower parities than women, while the opposite is true
for the higher parities. For example, 3 percent of men with one child desire to stop childbearing or have
been sterilised, compared with 2 percent of women with one child. On the other hand, 73 percent of
women with six or more children desire to stop childbearing or have been sterilised, compared with 60
percent of men in the same category.

Table 6.1 Fertility preferences by number of living children

Percent distribution of currently married women and currently married men age 15-49 by desire for children, according to
number of living children, Ghana 2014

Number of living children* Total Total
Desire for children 0 1 2 3 4 5 6+ 15-49 15-59

WOMEN?
Have another soon? 71.0 34.6 19.6 14.6 10.9 6.8 4.2 18.9 na
Have another later® 7.1 53.3 51.3 33.6 21.1 16.1 9.4 31.3 na
Have another, undecided when 4.2 1.1 3.2 0.7 0.1 0.2 0.2 1.3 na
Undecided 6.6 5.6 7.6 13.9 7.4 7.4 4.3 8.0 na
Want no more 6.5 1.7 14.5 33.0 53.1 63.8 72.8 35.2 na
Sterilised* 0.0 0.2 0.6 2.2 2.4 25 4.8 1.9 na
Declared infecund 45 3.4 3.2 2.0 5.0 3.1 4.2 35 na
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 na
Number of women 306 755 1,093 1,014 840 612 702 5,321 na

MEN®

Have another soon? 63.1 33.7 26.6 16.8 9.5 17.8 9.3 22.3 20.7
Have another later® 13.2 59.4 49.5 38.1 32.1 22.0 22.9 37.6 32.0
Have another, undecided when 12.7 2.2 1.7 2.7 1.6 0.3 1.3 2.4 2.1
Undecided 11.0 2.1 6.0 6.9 52 6.2 6.7 5.8 55
Want no more 0.0 2.6 15.6 34.5 50.9 52.3 59.5 31.2 38.8
Sterilised* 0.0 0.0 0.0 0.0 0.5 11 0.0 0.2 0.3
Declared infecund 0.0 0.0 0.6 0.6 0.2 0.4 0.3 0.3 0.6
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of men 109 305 360 351 267 205 247 1,846 2,290

na = Not applicable

1 Number of living children includes the current pregnancy

2 Wants next birth within two years

3 Wants to delay next birth for two or more years

4 Includes both female and male sterilisation

5 Number of living children includes one additional child if respondent’s wife is pregnant (or if any wife is pregnant for men
with more than one current wife)

6.2 DESIRE TO LIMIT CHILDBEARING BY BACKGROUND CHARACTERISTICS

Tables 6.2.1 and 6.2.2 provide information on differences in potential demand for fertility control
by background characteristics. Even though nationally there are no notable differences by residence, at all
parity levels, urban women are more likely to want to limit childbearing than rural women. Generally,
women in southern Ghana are more likely than women in the four northern regions (Brong Ahafo,
Northern, Upper East, and Upper West) to want no more children. This proportion ranges from 17 percent
of women in the Northern region to 48 percent each, of women in the Eastern and Volta regions. Women

72 < Fertility Preferences



with a secondary or higher education (28 percent) are the least likely to want no more children, as
compared with 36 to 42 percent of women with no education or with primary education. There are no clear
patterns by wealth; however, women in the second wealth quintile are notably more likely to want to limit
childbearing (46 percent) when compared with women in the other wealth quintiles (32-39 percent).

Among men, the desire to limit childbearing fluctuates by urban-rural residence at each parity
level. The total percentage wanting no more children is similar among men in urban and in rural areas (31
percent and 32 percent, respectively). By region, the percentage of men who want no more children ranges
from 9 percent in Northern to 49 percent in Eastern. Men with no education (19 percent) and those in the
lowest wealth quintile (20 percent) are the least likely to want no more children compared with men in the
other education and wealth categories (Table 6.2.2).

Table 6.2.1 Desire to limit childbearing: Women

Percentage of currently married women age 15-49 who want no more children, by number of living
children, according to background characteristics, Ghana 2014

Number of living children*

Background
characteristic 0 1 2 3 4 5 6+ Total
Residence
Urban 8.9 25 19.8 42.9 63.5 71.3 80.0 36.6
Rural 0.5 1.3 9.2 26.3 48.0 63.1 76.6 37.6
Region
Western (0.0) 4.2 15.7 33.6 62.6 72.8 79.4 37.6
Central (0.0) 25 20.0 38.9 66.9 77.3 82.0 42.0
Greater Accra (16.6) 15 22.5 53.5 64.4  (79.1) (77.7) 384
Volta * 5.9 18.5 441 71.4 78.9 90.4 47.8
Eastern * 0.0 254 45.3 69.0 74.7 93.2 48.3
Ashanti * 25 7.9 295 65.5 77.9 80.5 39.9
Brong Ahafo (0.0) 11 8.8 23.2 57.1 61.0 72.7 34.2
Northern (0.0) 0.0 3.6 4.3 7.4 21.0 58.6 17.2
Upper East * 0.0 8.4 9.0 30.4 44.0 70.1 23.8
Upper West * 0.0 5.4 16.1 20.5 54.9 71.6 26.0
Education
No education (1.3) 1.3 8.5 18.8 35.8 48.5 71.9 36.4
Primary (0.0) 5.3 11.7 23.1 57.4 72.3 84.0 42.0
Middle/JSS/IJHS 4.1 1.7 16.6 394 67.7 79.6 83.2 38.7
Secondary+ 11.3 0.7 20.6 62.2 72.1 * * 28.2
Wealth quintile
Lowest (1.8) 0.0 4.3 15.9 25.6 45.3 68.4 31.6
Second (0.0) 55 10.8 22.9 53.1 69.7 82.7 45.7
Middle (0.0) 4.5 11.6 29.4 61.3 74.0 82.1 38.7
Fourth 0.0 11 16.6 38.0 73.3 74.9 84.0 35.3
Highest 12.6 0.6 23.2 54.2 65.7 (82.1) (84.9) 35.1
Total 6.5 2.0 15.1 35.2 55.5 66.3 77.6 37.1

Note: Women who have been sterilised are considered to want no more children. Figures in
parentheses are based on 25-49 unweighted cases. An asterisk indicates that a figure is based on
fewer than 25 unweighted cases and has been suppressed.

1 The number of living children includes the current pregnancy.

Fertility Preferences * 73



Table 6.2.2 Desire to limit childbearing: Men

Percentage of currently married men age 15-49 who want no more children, by number of living
children, according to background characteristics, Ghana 2014

Number of living children*

Background
characteristic 0 1 2 3 4 5 6+ Total
Residence
Urban 0.0 13 17.0 43.4 65.6 49.7 74.1 31.2
Rural (0.0) 4.6 14.0 21.8 40.7 55.7 54.0 31.6
Region
Western * 6.2 (142) (27.8) * *  (80.3) 326
Central * (0.0) (11.1) (30.0) (71.0) (54.4) * 37.6
Greater Accra * (4.0) (26.3) (53.4) (81.1) * * 35.7
Volta * (0.0) (23.9) (46.4) * *  (78.8) 428
Eastern * * (32.0) (50.2) (65.0) * * 48.8
Ashanti * (0.0) (26) (26.1) (41.9) * * 28.5
Brong Ahafo * (0.0) (17.0) (15.9) (495 (32.1) (47.5) 25.1
Northern * (0.0) (3.3) (14.0 (2.0) (16.8) 15.3 8.7
Upper East * (0.0) * (8.0) (31.3) * (28.4) 13.9
Upper West * (0.0) * (16.3) * * * 14.2
Education
No education * (0.0) 5.5 18.5 8.6 36.4 28.5 18.6
Primary * (0.0) (76) 163  (31.6) (52.0) (65.8) 26.9
Middle/JSS/IHS (0.0) 3.1 13.5 36.4 63.9 58.4 79.4 37.1
Secondary+ (0.0) 3.3 23.6 49.3 67.9 (59.5) (78.3) 321
Wealth quintile
Lowest * 0.0 2.5 10.4 22.8 27.2 35.5 20.0
Second * (10.9) 15.7 19.6 46.9 59.4 69.5 39.0
Middle * 2.4 14.9 30.1 47.3 (61.6) (77.4)  33.6
Fourth * 1.7 17.2 331  (49.9) (67.8) (84.4) 306
Highest (0.0) 2.3 20.1 55.9 (80.5) * * 32.9
Total 15-49 0.0 2.6 15.6 345 51.4 53.3 59.5 31.4
50-59 * * (49.4) (64.7) 755 785 74.7 70.9
Total 15-59 0.0 3.7 18.1 38.0 55.6 60.3 66.6 39.1

Note: Men who have been sterilised or who state in response to the question about desire for
children that their wife has been sterilised are considered to want no more children. Figures in
parentheses are based on 25-49 unweighted cases. An asterisk indicates that a figure is based on
fewer than 25 unweighted cases and has been suppressed.

t The number of living children includes one additional child if respondent’s wife is pregnant (or if
any wife is pregnant for men with more than one current wife).

6.3 IDEAL FAMILY SIZE

The discussion of fertility preferences earlier in this chapter focused on respondents’ current
childbearing preferences. These preferences are influenced by the number of children a respondent already
has. The 2014 GDHS asked women and men age 15-49 about the total number of children they would like
to have in their lifetime if they could choose the exact number when young and without children. Even
though this question is based on a hypothetical situation, it provides two measures. First, for women and
men who have not yet started a family, the data provide an idea of future fertility. Second, for older and
high-parity women, the excess of past fertility over the ideal family size provides a measure of unwanted
fertility.

Table 6.3 shows that only 2 percent of women and 1 percent of men were not able to provide a
numeric response to the question asked to assess ideal family size.

Both women and men in Ghana prefer a big family, with only marginal differences between them:
4.3 children and 4.5 children are ideal for all women and men age 15-49, respectively, and 4.7 children and
5.1 children for currently married women and men age 15-49, respectively. The proportion of all women
and men who want only one child is small (less than 1 percent for both women and men). Furthermore,
only 8 percent of women and 11 percent of men want to have two children. By contrast, more than one-
third of women (35 percent) and more than a quarter of men (27 percent) want to have four children.
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There has been a slight increase in the mean ideal number of children among currently married
women over the past six years, from 4.6 children in 2008 to 4.7 in 2014. Data in Table 6.3 also show that
the mean ideal number of children increases with the number of living children, from 3.8 children among
women with no children and 3.7 children for those with one child to 6.2 children among women with six or
more children. The same pattern is observed among men. This positive association between actual and
ideal number of children is due to two factors. First, to the extent that respondents are able to implement
their fertility desires, those who want smaller families will tend to achieve smaller families. Second, some
respondents may have difficulty admitting their desire for fewer children if they could begin childbearing
again and may in fact report their actual number as their preferred number. Despite this tendency to
rationalise, the data provide evidence of unwanted fertility.

Table 6.3 Ideal number of children by number of living children

Percent distribution of women and men 15-49 by ideal number of children, and mean ideal number of children for all
respondents and for currently married respondents, according to the number of living children, Ghana 2014

Number of living children

Ideal number of children 0 1 2 3 4 5 6+ Total
WOMEN?

0 0.5 0.1 0.4 1.1 0.6 0.7 0.7 0.5
1 0.9 0.8 0.8 0.4 0.0 0.3 0.0 0.6
2 12.0 11.3 8.2 43 5.3 1.3 0.8 7.9
3 31.9 36.2 20.8 15.4 10.9 8.0 6.1 225
4 34.9 34.3 45.3 40.6 32.2 23.1 18.9 34.6
5 10.2 8.9 10.5 17.3 17.5 23.4 13.7 13.0
6+ 8.8 7.4 12.0 19.4 31.9 39.7 54.0 19.0
Non-numeric responses 0.7 0.9 2.0 1.5 1.6 3.5 5.8 1.8
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 2,845 1,393 1,469 1,206 978 704 800 9,396
Mean ideal number of children for:2

All women 3.8 3.7 4.1 4.5 4.9 54 6.2 4.3

Number of women 2,827 1,381 1,440 1,188 962 679 754 9,231

Currently married women 3.7 3.9 4.1 4.4 4.9 54 6.3 4.7

Number of currently married women 305 746 1,073 997 825 590 660 5,197

MEN3

0 15 0.3 0.2 0.0 0.6 0.7 0.0 0.9
1 0.7 0.1 1.3 0.9 0.3 15 0.0 0.7
2 135 11.9 10.3 6.3 9.9 2.1 0.0 10.5
3 29.1 35.8 28.8 17.8 10.2 7.4 6.8 24.6
4 28.9 27.1 31.0 30.0 25.9 19.2 13.4 27.3
5 12.7 115 12.3 19.4 15.0 20.9 12.0 13.7
6+ 13.0 12.3 15.9 25.3 35.2 48.1 67.3 21.6
Non-numeric responses 0.7 0.9 0.1 0.3 2.9 0.1 0.5 0.7
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of men 1,898 416 421 385 281 213 255 3,869
Mean ideal number of children for

men 15-49:2

All men 4.0 3.9 4.2 4.6 53 5.8 8.1 4.5

Number of men 1,885 412 420 384 273 213 254 3,841

Currently married men 3.8 4.0 4.2 4.6 53 5.8 8.1 51

Number of currently married men 109 301 360 350 259 205 246 1,831
Mean ideal number of children for

men 15-59:2

All men 4.0 3.9 4.2 4.6 5.3 5.7 8.3 4.8

Number of men 1,904 436 460 434 336 296 490 4,356

Currently married men 3.7 4.0 4.2 4.6 5.3 5.7 8.5 5.4

Number of currently married men 112 315 389 395 314 283 464 2,272

1 The number of living children includes current pregnancy for women.

2 Means are calculated by excluding respondents who gave non-numeric responses.

2 The number of living children includes one additional child if respondent’s wife is pregnant (or if any wife is pregnant
for men with more than one current wife).
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Table 6.4 presents the mean ideal number of children for
women age 15-49 by background characteristics. Data show that |\ .\ 0 ot children for all women age
that the mean ideal number of children increases with age from 3.9 ;g-ﬁ? by background characteristics, Ghana
children among women age 15-24 to 5.3 children for women age

Table 6.4 Mean ideal number of children

) ) . Background Number of
45-49. This pattern suggests a trend towards smaller family size. characteristic Mean  woment
The ideal number of children is lower for women in urban than in  age
rural areas (4.0 children and 4.7 children, respectively). Differences 3o 5o teos
in the mean ideal number of children by region exist: the mean gggg i-é 1295’3
ideal number of children is highest among women in the Northern  35-39 4.6 1,261
. . .- . 40-44 5.0 982
region (6.4 children) and lowest for women residing in the Greater  45.49 53 823
Accra region (3.7 children). Res:)dence . o
Urban 4. 4,985
Rural 4.7 4,246
The mean ideal number of children varies inversely with  gegion
women’s level of education and wealth. It decreases from 5.7  Jestem 40 o2
children for women with no education to 3.5 children for those SrletaterAccra 3; lggg
. . . . olta .
with a secondary or higher education, and from 5.5 children for  Eastem 4.0 871
women in the lowest wealth quintile to 3.7 children for those inthe  Grg anato i e
i inti Northern 6.4 786
highest quintile. Upper East 5.2 358
Upper West 5.0 194
6.4  FERTILITY PLANNING Education
No education 5.7 1,732
) A Primary 4.6 1,624
Information collected in the 2014 GDHS can also be used  MiddlelassiaHs 41 3,811
. - .. . . S d 35 2,063
to estimate levels of unwanted fertility. This information provides We:;”qzri‘r';”e
some insight into the degree to which couples are able to control  Lowest 55 1,492
.- . . Second 4.7 1,579
fertility. Women age 15-49 were asked a series of questions about  wmidale 42 1'907
H : H H Fourth 4.0 2,084
each child born to them in the precedlr!g five years, as vyell 85 ighest 37 2169
about any current pregnancy, to determine whether the birth or 1ot 43 9231

pregnancy was wanted then (planned), wanted later (mistimed), or Number of women who gave a numeric
not wanted at all (unplanned) at the time of conception. In response

assessing these results, it is important to recognise that women may
declare a previously unwanted birth or current pregnancy as wanted, and this rationalisation for a change in
opinion results in an underestimate of the true extent of unwanted births.

Table 6.5 shows that 69 percent of all births in the five years preceding the survey were planned,
24 percent were mistimed, and 7 percent were unwanted.

The percentage of planned births has increased from 62 percent in the 2008 GDHS to 69 percent
in the 2014 GDHS.

Table 6.5 shows that the proportion of wanted births is lowest for first order births (63 percent), it
increases for births of the second and third order (75 percent each), and then it decreases again for births of
the fourth or higher order (67 percent). The proportion of planned births is lowest for the youngest mothers
under age 20 (42 percent) and highest among women age 25-39 (73-76 percent).

By contrast, mistimed births are more common among young mothers (under age 30) than among
old mothers (above age 30). The percentage of unwanted births increases with mother’s age at birth, from
1 percent among mothers under age 20 to 42 percent among those age 45-49.
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Table 6.5 Fertility planning status

Percent distribution of births to women age 15-49 in the five years preceding the survey
(including current pregnancies), by planning status of the birth, according to birth order and
mother’s age at birth, Ghana 2014

Planning status of birth

Birth order and mother’'s ~ Wanted Wanted  Wanted no Number of
age at birth then later more Total births
Birth order
1 62.7 36.9 0.4 100.0 1,527
2 75.2 23.4 1.3 100.0 1,382
3 75.4 21.2 3.3 100.0 1,094
4+ 66.9 16.1 17.1 100.0 2,355
Mother’s age at birth
<20 41.7 57.3 1.0 100.0 631
20-24 66.6 31.9 15 100.0 1,403
25-29 75.7 20.9 34 100.0 1,699
30-34 74.6 16.0 9.4 100.0 1,404
35-39 73.4 10.1 16.5 100.0 907
40-44 64.6 6.5 28.8 100.0 271
45-49 57.1 0.5 42.4 100.0 42
Total 69.2 23.6 7.3 100.0 6,358

6.5 WANTED FERTILITY RATES

The wanted fertility rate measures the potential demographic impact of avoiding unwanted births.
It is calculated in the same manner as the total fertility rate but excludes unwanted births from the
numerator. A birth is considered wanted if the number of living children at the time of conception is less
than the ideal number of children reported by the respondent. The gap between wanted and actual fertility
shows how successful women are in achieving their reproductive intentions. This measure also may be an
underestimate to the extent that women may not report an ideal family size lower than their actual family
size.

The total wanted fertility rates shows in Table 6.6 represent the levels of fertility that would have
prevailed in the three years preceding the survey if all unwanted births had been avoided. Overall,
Ghanaian women have 0.6 children more than their ideal number of 3.6 children. This implies that the total
fertility rate (TFR) is 17 percent higher than it would be if unwanted births were avoided.

The gap between wanted and observed fertility rates is larger among women in rural areas (0.8
children) than among women in urban areas (0.3 children). By region, the gap is largest among women
residing in the Central and Brong Ahafo region (0.9 children) and smallest among women in Western and
Greater Accra regions (0.3 children each).

The gap between wanted and observed total fertility rates decreases with education. Women with
no education have 0.7 children more than they want, compared with 0.3 children among women with a
secondary or higher education. There is an inverse relationship between wanted fertility rates and wealth.
The gap between wanted and actual fertility rates ranges from 0.2 children among women in the highest
wealth quintile to 1.0 child among women in the second wealth quintile.

There has been a slight increase in the wanted fertility rate from 3.5 children in 2008 to 3.6
children in 2014.
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Table 6.6 Wanted fertility rates

Total wanted fertility rates and total fertility rates for the
three years preceding the survey, by background
characteristics, Ghana 2014

Background Total wanted Total fertility
characteristic fertility rates rate
Residence
Urban 3.1 34
Rural 4.3 5.1
Region
Western 3.3 3.6
Central 3.8 4.7
Greater Accra 25 2.8
Volta 3.6 43
Eastern 3.4 4.2
Ashanti 35 4.2
Brong Ahafo 3.9 4.8
Northern 6.2 6.6
Upper East 4.5 4.9
Upper West 4.5 5.2
Education
No education 5.5 6.2
Primary 4.1 49
Middle/JSS/IHS 3.6 4.2
Secondary+ 2.3 2.6
Wealth quintile
Lowest 55 6.3
Second 45 55
Middle 3.2 3.9
Fourth 3.1 35
Highest 2.6 2.8
Total 3.6 4.2

Note: Rates are calculated based on births to women
age 15-49 in the period 1-36 months preceding the
survey. The total fertility rates are the same as those
presented in Table 5.2.
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FAMILY PLANNING 7

Key Findings:

e Knowledge of contraception is universal in Ghana.

e Twenty-seven percent of currently married women use contraception; 22
percent use a modern method.

e The three most popular modern methods used by married women are
injectables (8 percent), implants (5 percent), and the pill (5 percent).

e Use of modern methods has more than quadrupled in the past 25 years,
rising from 5 percent in 1988 to 22 percent in 2014.

e The government sector remains the major source of contraceptives in
Ghana, providing them for 64 percent of current users, an increase from 39
percent in 2008.

e Overall, one in four contraceptive users discontinued using a method within
12 months of starting its use. Six percent of episodes of discontinuation
occurred because of side effects or health concerns.

e Thirty percent of currently married women have an unmet need for family
planning services, with 17 percent having an unmet need for spacing and
13 percent having an unmet need for limiting.

a key factor in population management and national development outlined in the current Ghana

Shared Growth and Development Agenda 11: 2014-2017 (NDPC 2014). Important policy documents
have been written to guide the implementation of the country’s national family planning programme.
These documents include the National Population Policy, the Reproductive Health Service Policy and
Standard, the 2000 Adolescent Reproductive Health Policy, the Reproductive Health Commaodity Security
Strategy (2011-2016), the Draft National Condom and Lubricant Strategy and Market Segmentation
Analysis for family planning, among others (MoH 2011).

Family planning has been a priority for the government of Ghana for many years. It is highlighted as

The goal of family planning is to assist couples and individuals of reproductive age to achieve
their reproductive goals and improve their general reproductive health. The objectives of Ghana’s family
planning programme are (1) to provide information, education, and counselling to individuals and couples,
enabling them to decide freely and responsibly when to start childbearing and how to space the children
they choose to have; (2) to provide affordable contraceptive services and make available a full range of
safe and effective methods; and (3) to provide information on how to manage reproductive tract infections
(RTIs) and sexually transmitted infections (STls), including HIV and AIDS (GHS 2014).

Despite the high importance placed on family planning activities by national policies, strategies,
and plans, adequate funding for the family planning programme remains a challenge, thereby affecting
progress towards the set targets. In response, the government of Ghana has passed a law to include family
planning in the National/District Health Insurance Scheme (N/DHIS). This will enhance the advocacy
efforts of stakeholders in the area of reproductive health and family planning from the public and private
sectors, civil society, nongovernmental organisations (NGOs), and development partners. However, the
implementation of the law is yet to be realised.

This chapter presents information on knowledge of various contraceptive methods and discusses
past and current prevalence. For users of rhythm or calendar method (periodic abstinence), knowledge of
the ovulatory cycle is examined; for those relying on sterilisation, the age at the time of the procedure is
assessed. Also discussed are the source of modern contraceptive methods, informed choice,
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discontinuation rates and reasons, unmet need for family planning, nonuse of contraception, and intent to
use contraceptive methods in the future. In addition, information is provided on exposure to family
planning messages through the media and contact with family planning providers. These topics are of
practical use to policymakers in formulating efficient and effective family planning strategies and policies.
Although the main focus of this chapter is on women, results from the male survey are also presented
because men play an important role in the realisation of reproductive goals. Comparisons are also made,
where feasible, with findings from previous surveys to evaluate trends over the past years in Ghana.

7.1 KNOWLEDGE OF CONTRACEPTIVE METHODS

Acquiring knowledge about contraceptive methods is an important step towards gaining access to
family planning services and adopting a suitable contraceptive method. The ability to recognise a family
planning method when it is described is a simple test of a respondent’s knowledge of the method but not
necessarily an indication of the extent of his or her knowledge. The 2014 GDHS collected information on
knowledge of contraception by asking respondents whether or not they had heard about eight modern
methods (female and male sterilisation, intrauterine devices (IUDs), injectables, implants, the pill, male
and female condoms, lactational amenorrhoea method (LAM), emergency contraception, and two
traditional methods (rhythm and withdrawal). Respondents were also asked whether they knew of other
methods in addition to those listed.

Table 7.1 shows the percentage of all women and men, currently married women and men, and
sexually active unmarried women and men, age 15-49, who have heard of specific contraceptive methods.
Knowledge of at least one method is nearly universal in Ghana, with 99 percent of women and men having
this knowledge, regardless of their marital status. The high level of knowledge could be attributed to the
successful dissemination of family planning messages, mainly through the mass media.

Table 7.1 Knowledge of contraceptive methods

Percentage of all respondents, currently married respondents, and sexually active unmarried respondents age 15-49 who know any
contraceptive method, by specific method, Ghana 2014

Women Men
Currently Sexually active Currently Sexually active
Method Allwomen  married women unmarried women* All men married men unmarried men*
Any method 99.0 99.5 99.5 99.2 99.5 99.9
Any modern method 98.7 99.2 99.3 99.1 99.5 99.9
Female sterilisation 719 74.4 76.9 71.7 79.4 70.7
Male sterilisation 37.6 39.6 39.6 50.6 56.2 455
Pill 90.9 95.0 93.9 86.7 92.2 89.3
IUD 59.7 66.7 59.5 46.1 54.6 46.6
Injectables 91.8 96.5 94.7 82.5 90.4 86.7
Implants 84.3 91.9 87.3 63.4 74.3 61.0
Male condom 96.4 96.3 98.3 99.0 99.5 99.9
Female condom 86.5 86.5 92.9 88.4 91.4 94.0
Lactational amenorrhoea (LAM) 15.8 18.9 13.6 155 19.3 12.1
Emergency contraception 64.1 65.4 75.7 63.7 70.2 75.9
Any traditional method 84.8 87.3 91.8 81.1 88.3 90.0
Rhythm 76.6 78.7 83.9 73.7 81.8 81.6
Withdrawal 74.2 78.0 87.0 76.6 85.3 87.5
Other methods 3.6 3.7 8.8 1.9 2.1 3.7
Mean number of methods known
by respondents 15-49 8.5 8.9 9.1 8.2 9.0 8.5
Number of respondents 9,396 5,321 729 3,869 1,846 415
Mean number of methods known
by respondents 15-59 na na na 8.3 8.9 8.5
Number of respondents na na na 4,388 2,290 432

na = Not applicable
1 Had last sexual intercourse within 30 days preceding the survey

Modern methods are more widely known than traditional methods; almost all women (99 percent)
know of a modern method, compared with 85 percent who know of a traditional method. Among modern
methods, the male condom (96 percent), injectables (92 percent), the pill (91 percent), and female condoms

80 < Family Planning



(87 percent) are the most commonly known modern methods among women. When compared with other
modern methods, lactational amenorrhoea is known by a relatively small percentage of women (16
percent). Although about 7 in 10 women are aware about female sterilisation, just about one-third are
aware about male sterilisation. Among traditional methods, rhythm and withdrawal are known by about
three-quarters of all women (77 percent and 74 percent, respectively). The extent of and patterns in
knowledge of modern and traditional methods of family planning among currently married and sexually
active unmarried women are similar. However, sexually active unmarried women are substantially more
aware about emergency contraception and traditional methods, particularly withdrawal compared with all
women or currently married women.

Among all men age 15-49, 99 percent know of a modern method and 81 percent know of a
traditional method. With respect to traditional methods, knowledge levels reflect the gender that has most
control in the use of the method. While rhythm is more known among women than among men (77 percent
versus 74 percent), withdrawal is known more among men than among women (77 percent versus 74
percent). Male condoms (99 percent), female condoms (88 percent), the pill (87 percent), and injectables
(83 percent) are the most commonly known modern methods among men. Overall, knowledge of family
planning methods is slightly higher among women than men; women know on average 8.5 contraceptive
methods compared with an average of 8.2 methods for men.

Table 7.2 shows the percentage of currently married women and currently married men age 15-49
who have heard of at least one contraceptive method and who have heard of at least one modern method.

Table 7.2 Knowledge of contraceptive methods by background characteristics

Percentage of currently married women and currently married men age 15-49 who have heard of at least one
contraceptive method and who have heard of at least one modern method by background characteristics, Ghana 2014

Women Men
Heard of Heard of
Background Heard of any modern Number of Heard of any modern Number of
characteristic any method  method* women  any method method* men
Age
15-19 96.5 96.5 104 * * 4
20-24 99.1 98.6 606 100.0 100.0 61
25-29 99.4 99.1 1,062 99.4 99.4 262
30-34 99.7 99.5 1,078 99.7 99.7 410
35-39 99.5 99.2 1,040 100.0 100.0 406
40-44 99.6 99.6 821 99.4 98.9 398
45-49 99.7 99.3 611 99.1 99.1 306
Residence
Urban 99.9 99.8 2,664 99.7 99.7 935
Rural 99.0 98.6 2,657 99.4 99.2 911
Region
Western 99.6 99.6 547 100.0 100.0 207
Central 100.0 100.0 532 100.0 100.0 196
Greater Accra 99.8 99.8 1,005 100.0 100.0 395
Volta 100.0 100.0 405 100.0 98.9 150
Eastern 99.8 99.8 500 100.0 100.0 159
Ashanti 100.0 100.0 969 100.0 100.0 298
Brong Ahafo 99.3 98.8 439 98.4 98.4 159
Northern 97.2 95.1 561 97.7 97.7 168
Upper East 99.1 99.0 218 97.6 97.6 69
Upper West 98.1 98.1 146 99.2 99.2 44
Education
No education 98.1 97.2 1,478 98.0 97.7 287
Primary 99.9 99.9 979 99.7 99.7 243
Middle/JSS/IJHS 100.0 100.0 2,063 99.8 99.7 768
Secondary+ 100.0 100.0 801 100.0 100.0 547
Wealth quintile
Lowest 97.9 96.5 1,016 98.3 98.1 312
Second 99.6 99.5 964 99.5 99.2 308
Middle 99.7 99.7 1,001 99.6 99.6 373
Fourth 100.0 100.0 1,090 100.0 100.0 374
Highest 100.0 100.0 1,250 100.0 100.0 479
Total 15-49 99.5 99.2 5,321 99.5 99.5 1,846
50-59 na na na 98.7 98.5 444
Total 15-59 na na na 99.4 99.3 2,290

Note: An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been suppressed.

na = Not applicable

1 Female sterilisation, male sterilisation, pill, IUD, injectables, implants, male condom, female condom, lactational
amenorrhoea method (LAM), emergency contraception, and other modern methods
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Knowledge of any method and of any modern method is almost universal among currently
married women (100 percent and 99 percent, respectively) and men (100 percent each). There are only
minor variations by background characteristics.

7.2 CURRENT USE OF CONTRACEPTION

This section presents information on the prevalence of current contraceptive use among women
age 15-49 at the time of the survey. Level of current use is the most widely employed and valuable
measure of the success of family planning programmes. The contraceptive prevalence rate (CPR) is usually
defined as the percentage of currently married women who are currently using a method of contraception.

Table 7.3 shows the percent distribution of all women by age of currently married women, and
sexually active unmarried women age 15-49 by contraceptive method currently used. Current use of any
method is 23 percent among all women, 27 percent among currently married women, and 45 percent
among sexually active unmarried women.

Among currently married women, 22 percent are using a modern method and 5 percent are using a
traditional method. Contraceptive use varies with the woman’s age. It is lowest among the youngest
women age 15-19 (19 percent), mostly because they are in the early stages of family building, and oldest
women age 45-49 (18 percent), some of whom are no longer fecund. Injectables are the most widely used
modern method among currently married women (8 percent), followed by the implants and the pill (5
percent each).

Among sexually active unmarried women—most of whom are young—the most common
methods are the male condom and the pill (8 percent each), followed by injectables and rhythm (7 percent
each), and implants (5 percent). Use of a traditional method is notably higher among sexually active
unmarried women (13 percent) than women who are currently married (5 percent).
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7.3 CURRENT USE OF CONTRACEPTION BY BACKGROUND CHARACTERISTICS

Analysing current use of contraception by background characteristics is important because it helps
identify subgroups of the population to target for family planning services. Table 7.4.1 shows the percent
distribution of currently married women by their use of family planning methods, according to background
characteristics. This table allows one to compare current contraceptive use across major population groups.

As mentioned earlier, more than one in four currently married women (27 percent) use some
method of contraception, one in four (22 percent) use a modern method, and 5 percent a traditional
method. Use of family planning methods increases with increasing number of children, from 21 percent for
women with no living children to 30 percent for those with three or four children, and to 27 percent for
women with five or more children. The same pattern is observed for use of most modern methods, with the
exception of male condom use, which decreases with increasing parity. Use of a traditional method is
highest among women with no children (7 percent) and lowest among those with five or more children (3
percent).

The prevalence of use of any method is similar among currently married women in urban and in
rural areas (26 percent and 28 percent, respectively). By region, current use of any method is highest
among women in Volta (32 percent) and lowest among women in Northern (11 percent).

Use of contraceptive methods increases with education from 19 percent for currently married
women with no education to 34 percent of women with a secondary or higher education. Somewhat
different patterns are observed for use of modern methods; their use is highest among women with primary
education (27 percent) and lowest among women with no education (17 percent). There is no clear
relationship between current contraceptive use and wealth.

To assess women’s decision-making autonomy about family planning, the 2014 GDHS asked
married women whether using contraception is mainly her decision, mainly her husband or partner’s
decision, or whether they both decided together. Data show that the majority of married women (63
percent) who are using contraception say that decisions about using family planning are made jointly by
the husband and wife, over one-quarter (27 percent) of women say they alone make decisions about the use
of family planning, and only 11 percent said that their husband/partner mainly decides about their use of
contraception (data not shown).
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7.4 TRENDS IN CURRENT USE OF FAMILY PLANNING

Trends in current use of family planning can be used to monitor and evaluate the success of family
planning programmes over time. Table 7.4.2 and Figure 7.1 show trends in modern contraceptive use
among currently married women from 1988 to 2014. Data from six DHS surveys conducted in Ghana since
1988 show that contraceptive use among married women in Ghana has more than doubled, increasing from
13 percent in 1988 to 27 percent in 2014. The largest increase occurred in the decade between the 1988 and
1998 GDHS surveys (from 13 percent to 22 percent); current use has plateaued between 25 percent and 27
percent since the 2003 GDHS. Similarly, use of modern methods has more than quadrupled, from 5
percent in 1988 to 22 percent in 2014, with a notable increase from 17 percent to 22 percent in the past six
years. Use of traditional methods has fluctuated since 1988, and has decreased somewhat over the past six
years. The recent increase in modern contraceptive use is mostly due to more implants and fewer
injectables.

Table 7.4.2 Trends in the current use of contraception

Percentage distribution of currently married women age 15-49 by contraceptive method currently used, according to
several surveys

GDHS GDHS GDHS GDHS GDHS GDHS
Method 1988 1993 1998 2003 2008 2014
Any method 12.9 20.3 22.0 25.2 23.5 26.7
Any modern method 5.2 10.1 13.3 18.7 16.6 22.2
Female sterilisation 1.0 0.9 1.3 19 1.6 1.9
Pill 1.8 3.2 3.9 55 4.7 4.7
IUD 0.5 0.9 0.7 0.9 0.2 0.8
Injectables 0.3 1.6 3.1 5.4 6.2 8.0
Implants u 0.0 0.1 1.0 0.9 5.2
Male condom 0.3 2.2 2.7 3.1 2.4 1.2
Female condom u u u 0.1 0.1 0.0
Diaphragm/foam/jelly 1.3 1.2 0.9 0.5 0.3 0.0
Other modern methods 0.0 0.0 0.5 0.3 0.0 0.2
Any traditional method 7.7 10.1 8.7 6.5 6.9 45
Rhythm/ calendar method/
periodic abstinence* 6.2 7.5 6.6 5.1 4.7 3.2
Withdrawal 0.9 2.1 1.5 0.8 1.4 1.1
Other 0.6 0.5 0.6 0.6 0.8 0.2
Not currently using 87.0 79.7 78.0 74.8 76.5 73.3
Total 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 3,156 3,204 3,131 3,549 2,876 5,321

u = Unknown (not available)
1 Combined to reflect different method names used over time in the various GDHS surveys.
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Figure 7.1 Trends in current use of contraceptive methods, Ghana 1988-2014
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7.5 TIMING OF STERILISATION

The use of female sterilisation as a method of contraception is very low in Ghana, 1 percent
among all women and 2 percent among currently married women age 15-49. Data show that the median
age of sterilisation among women is 35.7 years. The majority of women perform the operation when they
are age 35-39 (46 percent), followed by those in the 30-34 age group (28 percent; data not shown due to
small numbers of sterilised women).

7.6 SOURCE OF MODERN CONTRACEPTION

Table 7.5 documents the main sources of contraception for users of selected modern methods.
Such information is important for programme managers and implementers who design family planning
policies and programmes. All current users of modern contraceptive methods were asked about the most
recent source of their methods. The government sector remains the major source of contraceptive methods
in Ghana, providing methods to 64 percent of current users, an increase from 39 percent in 2008. Within
the government sector, the main sources are government hospitals or polyclinics (29 percent) and
government health centres or clinics (25 percent).

One-third of users (33 percent) obtain their methods from the private medical sector, mostly from
chemical or drug stores (22 percent) and pharmacies (7 percent). The percentage of users obtaining their
methods from the private medical sector has decreased by from 51 percent in 2008 to 33 percent in 2014,
due to the sharp decrease in the percentage who reported chemical or drug stores as their source (from 38
percent in 2008 to 22 percent in 2014).

Looking at specific methods, implants (94 percent), female sterilisation (92 percent), injectables
(90 percent), and 1UDs (84 percent) are obtained or performed mostly in public sector facilities. The
National Reproductive Health Service Policy and Standards require that specialised providers administer
different modern methods of family planning. These cadres of specialised providers are mostly available at
a public sector health facility, which explains the large proportion of public sector users for these specific
methods. On the other hand, more than 8 in 10 pill users (82 percent) and about 9 in 10 male condom users
(89 percent) obtain their supply from the private medical sector, the majority from chemical or drug stores
(64 percent and 61 percent, respectively) and from pharmacies (17 percent and 29 percent).
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Although these findings point to the continued reliance on government facilities as a major source
of contraceptives, the role of the private sector and the non-governmental sector cannot be ignored. To
make family planning more accessible in hard to reach areas, the private sector should be encouraged to
put in place the necessary systems to provide the full range of family planning methods.

Table 7.5 Source of modern contraception methods

Percent distribution of users of modern contraceptive methods age 15-49 by most recent source of method, according to
method, Ghana 2014

Female
sterili- Male

Source sation Pill IUD Injectables  Implants condom Total
Public sector 92.0 15.3 (84.1) 90.0 93.7 3.1 63.7
Government hospital/polyclinic 83.7 6.1 (62.3) 28.3 44.2 1.6 28.7
Government health centre/clinic 8.4 5.9 (14.5) 45.6 30.6 0.8 24.5
Government health post/CHPS 0.0 0.7 (2.4) 10.6 8.1 0.2 5.6
Family planning clinic 0.0 1.8 (4.8) 3.6 8.6 0.5 3.6
Mobile clinic 0.0 0.2 (0.0) 0.3 1.3 0.0 0.4

Fieldworker/outreach/peer
educator 0.0 0.7 (0.0) 1.7 1.0 0.0 1.0
Private medical sector 8.0 81.9 (6.4) 9.2 2.9 89.1 33.4
Private hospital/clinic 8.0 1.0 (0.0) 5.8 1.8 0.0 3.2
Private doctor 0.0 0.0 (0.0) 0.0 0.0 0.0 0.0
Pharmacy 0.0 16.6 (0.0) 0.4 0.0 285 7.3
Chemical/drug store 0.0 64.3 (0.0) 0.5 0.2 60.6 21.7
FP/PPAG clinic 0.0 0.0 (0.0) 1.1 0.4 0.0 0.5
Maternity home 0.0 0.0 (6.4) 1.4 0.4 0.0 0.8
Other source 0.0 2.9 (0.0) 0.8 0.0 6.0 1.6
Shop/market 0.0 1.8 (0.0) 0.2 0.0 4.3 1.0
Community volunteer 0.0 0.4 (0.0) 0.4 0.0 0.3 0.3
Friend/relative 0.0 0.7 (0.0) 0.2 0.0 1.4 0.4
Other 0.0 0.0 (0.0) 0.0 0.0 1.8 0.2
Missing 0.0 0.0 (9.5) 0.0 3.3 0.0 1.0
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 122 368 50 567 352 192 1,659

Note: Total includes other modern methods that are not shown separately but excludes lactational amenorrhoea method.
(LAM). Figures in parentheses are based on 25-49 unweighted cases.

CHPS = Community-based Health and Planning Services

PPAG = Planned Parenthood Association of Ghana

7.7 BRANDS OF PiLLS AND CONDOMS USED

To obtain information about use of social marketing brands of pills and condoms in Ghana,
women who were using the pill and the male condom at the time of the survey were asked about the brands
that they used the last time. This information is useful for monitoring the success of social marketing
programmes. Among pill users, the most common brands used are secure (67 percent) and N/M tablets (15
percent). Use of the brands varies according to residence, educational level, and wealth quintile. Among
the male condom users, the most commonly used brands are Champion (24 percent), Gold cycle (12
percent), Be Safe, no logo (7 percent), and Panther (5 percent; data not shown).

7.8 INFORMED CHOICE

Informed choice is an important tool for assessing, monitoring and evaluating the quality of family
planning services. Family planning clients have a right to information about their choice of contraceptive
method. Providers are required to inform all users of contraceptive methods about 1) the potential side
effects of their method, 2) what they should do if they experience side effects or signs of a problem, and 3)
alternate methods of family planning they can use. Current users of modern methods of contraception were
asked whether they were informed about the possible side effects or problems they might have with using a
method, what to do if they experienced side effects, and other methods they could use. This information
assists users in coping with side effects and decreases unnecessary discontinuations. Moreover, such data
serve as a measure of the quality of family planning service provision. Table 7.6 presents the results by
type of method and source.
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About 7 in 10 modern contraceptive users (67 percent) were informed by a health or family
planning worker about potential side effects of the method they use, about 6 in 10 (57 percent) were
informed about what to do if they experienced side effects, and 7 in 10 (72 percent) were informed of other
available methods of contraception. Looking at the type of method, women using the pill and female
sterilisation are the least likely to be provided with informed choices compared with users of the other
methods (53 percent and 51 percent, respectively).

Users are less likely to receive information about side effects or problems of the method used from
a private than a public medical facility (37 percent versus 77 percent), or information about what to do if
they experienced side effects (28 percent versus 67 percent), or about other methods that could be used (48
percent versus 81 percent).

Table 7.6 Informed choice

Among current users of modern methods age 15-49 who started the last episode of use within the five years preceding
the survey, the percentage who were informed about possible side effects or problems of that method, the percentage
who were informed about what to do if they experienced side effects, and the percentage who were informed about other
methods they could use, by method and initial source, Ghana 2014

Among women who started last episode of modern contraceptive method
within five years preceding the survey:

Percentage who
Percentage who  Percentage who  were informed by

were informed were informed a health or family
about side effects about what to do  planning worker of
or problems of if experienced  other methods that
Method/source method used side effects could be used  Number of women
Method

Female sterilisation 57.9 47.1 52.8 79

Pill 36.9 28.8 51.4 326

IUD (88.8) (78.6) (91.1) 45

Injectables 74.4 64.6 81.3 528

Implants 83.2 70.7 80.0 338

Initial source of method*

Public sector 77.1 66.6 80.5 976
Government hospital/polyclinic 77.4 65.3 78.8 428
Government health centre/clinic 77.8 71.0 84.6 375
Government health post/CHPS 73.0 53.2 80.6 86
Family planning clinic 74.2 63.3 74.4 60
Mobile clinic * * * 6
Fieldworker/outreach/peer educator * * * 20

Private medical sector 36.8 27.9 47.8 321
Private hospital/clinic (63.6) (51.3) (73.5) 50
Pharmacy (30.5) (18.9) (44.7) 43
Chemical/drug store 29.1 21.6 414 209
FP/PPAG clinic * * * 7
Maternity home * * * 13

Other private sector * * * 17

Total 66.8 56.7 72.2 1,316

Note: Table includes users of only the methods listed individually. Figures in parentheses are based on 25-49
unweighted cases. An asterisk indicates that a figure is based on fewer than 25 unweighted cases and has been
suppressed.

CHPS = Community-based Health and Planning Services

PPAG = Planned Parenthood Association of Ghana

1 Source at start of current episode of use

7.9 CONTRACEPTIVE DISCONTINUATION RATES

Couples can realise their reproductive goals only when they consistently and correctly use
contraceptive methods. A prominent concern for family planning programmes is the rate at which
contraceptive users discontinue using their methods. In the *“Calendar” section of the Woman’s
Questionnaire, all segments of contraceptive use from 3-59 months prior to the survey are recorded. The
month of interview and the two months prior to the survey are ignored in order to avoid the bias that may
be introduced by unrecognised pregnancies. One-year contraceptive discontinuation rates based on the
calendar data are presented in Table 7.7.
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Overall, 25 percent of the episodes of contraceptive use were discontinued within 12 months of
starting its use for any reason. Six percent of episodes of discontinuation occurred because of fear of side
effects or health concerns, 5 percent each occurred because of desire to become pregnant or other fertility-
related reasons, and 4 percent were attributed to method failure (became pregnant while using).

Discontinuation rates also vary by method. Rates are highest for the male condom (35 percent),
the pill (30 percent), and injectables (29 percent).

Table 7.7 Twelve-month contraceptive discontinuation rates

Among women age 15-49 who started an episode of contraceptive use within the five years preceding the survey, the percentage of
episodes discontinued within 12 months, by reason for discontinuation and specific method, Ghana, 2014

Other Wanted Other
Desireto  fertility- Side effects/ more method- Number of
Method  become related health effective related Other Any episodes of
Method failure pregnant reasons?  concerns method reasons®  reasons reason* use®
Pill 6.0 4.7 5.8 7.6 0.7 3.3 15 29.6 585
Injectables 1.5 6.0 2.4 13.1 1.4 1.6 3.0 29.1 862
Implants 0.5 0.7 0.0 4.9 0.0 0.7 0.0 6.9 369
Male condom 1.7 5.6 17.9 0.7 0.8 35 4.8 35.1 279
Rhythm 10.5 4.4 29 0.0 0.2 0.3 0.4 18.8 398
Withdrawal (6.9) (2.7) (5.5) (0.0) (5.0) (0.0) 0.7) (20.8) 182
All methods! 4.2 4.5 5.1 6.3 1.0 1.9 1.7 24.7 2,960

Note: Figures are based on life table calculations using information on episodes of use that began 3-62 months preceding the survey.
Figures in parentheses are based on 25-49 unweighted cases.

L Includes female sterilisation, male sterilisation, IUD, female condom, diaphragm, foam/jelly, and LAM.

2 Includes infrequent sex/husband away, difficult to get pregnant/menopausal, and marital dissolution/separation

3 Includes lack of access/too far, costs too much, and inconvenient to use

4 Reasons for discontinuation are mutually exclusive and add to the total given in this column.

5 Number of episodes of use includes both episodes of use that were discontinued during the period of observation and episodes of use
that were not discontinued during the period of observation.

7.10 REASONS FOR DISCONTINUATION OF CONTRACEPTIVE USE

Another perspective on discontinuation of modern contraceptive use is provided in Table 7.8,
which shows the percent distribution of discontinuations of contraceptive methods in the five years
preceding the survey by reasons for discontinuation, according to specific method.

Table 7.8 Reasons for discontinuation

Percent distribution of discontinuations of contraceptive methods in the five years preceding the survey by main reason
stated for discontinuation, according to specific method, Ghana 2014

With- All
Reason Pill Injection  Implants ~ Rhythm drawal Other* methods
Became pregnant while using 22.0 7.0 8.1 45.8 40.1 28.5 20.4
Wanted to become pregnant 28.0 30.1 21.7 32.1 17.6 18.5 27.2
Husband disapproved 3.1 2.1 1.7 15 4.5 0.0 2.7
Wanted a more effective method 2.0 2.7 1.7 5.2 11.8 5.3 3.7
Side effects/health concerns 20.7 39.2 55.4 0.5 0.0 9.3 21.6
Lack of access/too far 4.4 11 0.0 0.0 0.0 0.0 15
Cost too much 1.7 1.8 1.1 0.0 0.0 0.0 1.2
Inconvenient to use 15 1.6 4.8 0.4 0.0 6.3 2.1
Up to God/fatalistic 0.1 0.0 0.0 0.7 0.0 0.0 0.2
Difficult to get pregnant/menopausal 0.4 0.1 0.0 0.0 0.0 0.0 0.1
Infrequent sex/husband away 13.9 9.5 4.9 12.3 20.9 32.0 16.3
Marital dissolution/separation 0.2 0.5 0.0 0.4 34 0.0 0.6
Other 1.9 4.3 0.7 1.0 1.6 0.0 2.5
Total 100.0 100.0 100.0 100.0 100.0 100.0 100.0
Number of discontinuations 405 541 89 292 96 84 1,702

! Includes female sterilisation, IUD, diaphragm, foam/jelly, and lactational amenorrhoea method (LAM)

The most common reasons for discontinuing a method are that the woman wanted to become
pregnant (27 percent), experiencing side effects or having health concerns (22 percent), becoming pregnant
while using (20 percent), and infrequent sex or husband away (16 percent). The main reasons for
discontinuing use of injectables and implants is experiencing side effects or having health concerns (39
percent and 55 percent, respectively), followed by desire to become pregnant (30 percent and 22 percent,
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respectively). Among pill users who discontinued method use, the main reason for discontinuation is desire
to become pregnant (28 percent), followed by method failure (22 percent) and experiencing side effects or
having health concerns (21 percent). Becoming pregnant while using a method (method failure) was the
predominate reason for discontinuing rhythm and withdrawal methods (46 percent and 40 percent,
respectively).

7.11 KNOWLEDGE OF FERTILE PERIOD

A basic knowledge of reproductive physiology provides a useful background for the successful
practice of the rhythm method. Seventy seven percent of married women have heard of the rhythm method,
but only 3 percent are currently using the method as shown in Table 7.1 and Table 7.3. Women’s
knowledge about the time during the menstrual cycle when a woman is most likely to get pregnant is
shown in Table 7.9.

Overall, only 36 percent of women age 15-49 correctly reported the most fertile time as being
halfway between two menstrual periods. Among users of the rhythm method who rely on accurate
knowledge of the fertile method, only about half (54 percent) were able to correctly identify a woman’s
monthly cycle; 36 percent incorrectly reported that a woman’s most fertile period is directly after
menstruation has ended. A lower proportion of nonusers of the rhythm method (36 percent) have correct
knowledge of a woman’s most fertile period. These results indicate a sustained need for education about
women’s physiology of reproduction and effective use of contraceptive methods.

Table 7.9 Knowledge of fertile period

Percent distribution of women age 15-49 by knowledge of the fertile period during the
ovulatory cycle, according to current use of the rhythm method, Ghana 2014

Users of Nonusers of

rhythm rhythm

Perceived fertile period method method All women
Just before her menstrual period begins 2.8 8.1 7.9
During her menstrual period 1.7 25 25
Right after her menstrual period has

ended 36.4 354 35.4
Halfway between two menstrual periods 54.2 35.7 36.3
No specific time 2.9 8.6 8.5
Don’t know 2.0 9.7 9.4
Total 100.0 100.0 100.0
Number of women 289 9,107 9,396

7.12 NEED AND DEMAND FOR FAMILY PLANNING SERVICES

Data in this section provide information on the extent of need and potential demand for family
planning services in Ghana. Currently married or sexually active fecund women who want to postpone
their next birth for two or more years or who want to stop childbearing altogether but are not using a
contraceptive method are considered to have an unmet need for family planning. Pregnant women are
considered to have an unmet need for spacing or limiting if their pregnancy was mistimed or unwanted.
Similarly, amenorrhoeic women who are not using family planning and whose last birth was mistimed are
considered to have an unmet need for spacing, and those whose last child was unwanted have an unmet
need for limiting. Women who are currently using a family planning method are said to have a met need
for family planning. Total demand for family planning services comprises those who fall in the met need
and unmet need categories.

Table 7.10 shows the need and demand for family planning among currently married women by
background characteristics. Thirty percent of currently married women have an unmet need for family
planning, 17 percent have an unmet need for spacing, and 13 percent have an unmet need for limiting.
Twenty-seven percent of women have a met need for family planning, i.e., they are using a method, 15
percent for spacing, and 12 percent for limiting their births. If all currently married women who say they
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want to space or limit their children were to use a family planning method, the contraceptive prevalence
rate would increase from 27 percent to 57 percent.

Table 7.10 Need and demand for family planning among currently married women

Percentage of currently married women age 15-49 with unmet need for family planning, percentage with met need for family planning, the total demand for family
planning, and the percentage of the demand for contraception that is satisfied, by background characteristics, Ghana 2014

Met need for family planning Total demand for family Percentage
Unmet need for family planning (currently using) planning® of demand
Percentage satisfied by Number
Background For For For For For For of demand  modern of
characteristic spacing limiting Total spacing limiting Total spacing limiting Total satisfied>  methods® women
Age
15-19 49.6 1.1 50.7 17.5 1.0 18.6 67.2 2.1 69.3 26.8 24.1 104
20-24 32.0 2.0 34.0 27.0 2.6 29.6 59.0 4.6 63.6 46.5 38.9 606
25-29 25.9 5.0 30.8 26.2 5.1 31.3 52.1 10.1 62.2 50.4 44.2 1,062
30-34 17.5 12.0 29.5 17.5 10.1 27.6 35.0 22.1 57.1 48.3 40.3 1,078
35-39 15.1 20.2 35.3 10.0 16.1 26.1 251 36.3 61.4 42.6 34.2 1,040
40-44 6.2 22.3 28.5 4.6 20.6 25.2 10.7 42.9 53.7 47.0 36.2 821
45-49 1.2 13.0 14.2 1.0 17.3 18.3 2.2 30.3 325 56.4 48.3 611
Residence
Urban 16.2 12.5 28.7 14.1 11.7 25.8 30.3 24.2 545 47.4 36.3 2,664
Rural 18.5 12.6 311 15.9 11.7 275 34.4 24.3 58.7 46.9 41.9 2,657
Region
Western 16.6 10.8 27.4 15.9 11.2 27.1 324 22.1 54.5 49.7 42.8 547
Central 19.4 10.0 29.4 14.4 16.7 31.1 33.7 26.7 60.4 51.4 45.4 532
Greater Accra 14.3 14.0 28.3 16.3 12.5 28.7 30.6 26.5 57.1 50.4 34.1 1,005
Volta 18.0 18.3 36.3 17.4 14.9 32.2 35.4 33.2 68.5 47.0 43.0 405
Eastern 17.7 17.5 35.1 14.2 15.2 29.4 31.8 32.7 64.5 455 39.7 500
Ashanti 16.6 15.2 31.8 141 12.4 26.4 30.6 275 58.2 45.4 35.8 969
Brong Ahafo 16.8 9.8 26.5 18.8 11.3 30.1 35.6 21.1 56.7 53.2 46.3 439
Northern 21.7 6.1 27.8 8.4 2.8 11.2 30.1 8.9 39.0 28.8 27.8 561
Upper East 18.6 7.8 26.5 18.3 54 23.7 37.0 13.2 50.2 47.3 46.5 218
Upper West 19.7 7.8 275 15.4 9.8 25.2 35.1 17.6 52.7 47.9 47.0 146
Education
No education 17.6 11.7 29.3 9.3 9.3 18.6 26.9 20.9 47.8 38.8 36.4 1,478
Primary 17.1 14.8 31.9 14.4 14.5 28.9 31.4 29.3 60.7 47.5 44.2 979
Middle/JSS/IHS 17.7 14.0 31.7 16.7 11.8 28.5 34.4 25.8 60.2 47.4 37.9 2,063
Secondary+ 16.4 7.6 241 21.7 12.6 34.3 38.1 20.3 58.4 58.8 40.5 801
Wealth quintile
Lowest 19.5 11.6 31.2 13.2 8.8 221 327 205 53.2 41.4 39.8 1,016
Second 18.4 13.9 323 12.9 14.3 27.2 31.3 28.3 59.6 45.7 41.8 964
Middle 17.5 14.5 32.0 15.3 115 26.8 32.8 25.9 58.8 455 40.9 1,001
Fourth 17.8 121 29.9 18.0 11.0 28.9 35.7 23.1 58.8 49.2 375 1,090
Highest 14.3 11.0 25.3 15.1 12.9 28.0 29.4 23.9 53.3 525 36.6 1,250
Total 17.4 125 29.9 15.0 11.7 26.7 323 24.2 56.6 47.2 39.2 5,321

Note: Numbers in this table correspond to the revised definition of unmet need described in Bradley et al., 2012.

1 Total demand is the sum of unmet need and met need.

2 Percentage of demand satisfied is met need divided by total demand.

3 Modern methods include female sterilisation, male sterilisation, pill, 1UD, injectables, implants, male condom, female condom, diaphragm, foam/jelly, and
lactational amenorrhoea method (LAM)

Table 7.10 further shows that only 47 percent of the family planning needs of married women are
currently being met; 39 percent of the demand for family planning is satisfied by modern methods.

Total unmet need for family planning is highest among the youngest women age 15-19 (51
percent) and lowest among the oldest women age 45-59 (14 percent). Unmet need is only slightly higher in
rural than in urban areas (31 percent versus 29 percent). By region, unmet need ranges from 36 percent in
Volta to 27 percent in Western, Brong Ahafo, and Upper East regions. Unmet need is lowest among
women with a secondary or higher education (24 percent) and women in the highest wealth quintile (25
percent) when compared with women with other levels of education and wealth.

Total demand for family planning is highest among women age 15-19 (69 percent) and lowest
among those age 45-49 (33 percent). Demand for family planning is highest among rural women (59
percent), women in Volta (69 percent), those with primary or middle/JSS/JHS education (60-61 percent),
and women in the middle three quintiles (59-60 percent). The percentage of women whose demand for
family planning is satisfied by modern methods is highest among those age 45-49 (48 percent), those living
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in rural areas (42 percent), women in Upper West and Upper East (47 percent each), those with primary
education (44 percent), and women in the middle or second wealth quintile (41-42 percent).

To better understand the underlying factors behind observed variations in unmet need and to
strengthen assessments of the demand for family planning, a follow up study on family planning was
conducted by a different team on a subsample of households selected for the GDHS survey. The research
team re-interviewed a subsample of the selected GDHS original female respondents in 13 clusters who
consented to be re-interviewed. Women age 15-44 who were not currently using family planning or who
reported not wanting their current pregnancy or their most recent live birth were eligible for the follow-up
survey. Additionally, a randomly selected 10 percent of current female users of family planning age 15-44
in those clusters also were eligible for the study. Results of the follow up study on unmet need for family
planning are not discussed in this report and will be published in a separate report.

Figure 7.2 shows the trend of unmet need and percentage of demand satisfied with modern
methods from 1993 to 2014. Unmet need declined from 37 percent in 1993 to 35 percent in 2003,
increased to 36 percent in 2008, before decreasing thereafter, to 30 percent in 2014. This trend was
reversed for the demand satisfied by modern methods, an indication that, modern methods contribute
substantially to the use of contraception by married women.

Figure 7.2 Trends in unmet need and percentage of demand satisfied with modern
methods, Ghana 1993-2014

Percentage of currently married women
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35 35
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Unmet need Percentage of demand satisfied with modern
methods
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Note: Data on unmet need not available for the 1988 GDHS survey. The unmet need estimates for the 1993, 1998, 2003,
and 2008 GDHS surveys have been recalculated using the revised definition of unmet need (Bradley et al., 2012).

7.13 FUTURE USE OF CONTRACEPTION

An important indicator of the changing demand for family planning is the extent to which
nonusers plan to use contraceptive methods in the future. In the 2014 GDHS, women age 15-49 who were
not using any contraceptive method at the time of the survey were asked about their intention to use family
planning in the future. Table 7.11 shows that, among currently married women not using contraception, 36
percent intend to use a family planning method in the future, 6 percent are unsure of their intentions, and
58 percent have no intention of using any method in the future.

The proportion of women who are not using a method but intend to do so in the future is lowest
among women with no children (26 percent) when compared with women with one or more children (36-
38 percent).
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Table 7.11 Future use of contraception

Percent distribution of currently married women age 15-49 who are not using a
contraceptive method by intention to use in the future, according to number of living
children, Ghana 2014

Number of living children*

Intention 0 1 2 3 4+ Total
Intends to use 26.3 35.7 37.7 37.6 35.7 35.9
Unsure 12.7 5.2 55 6.5 51 5.9
Does not intend to use 61.1 59.0 56.8 55.9 59.1 58.1
Total 100.0 100.0 100.0 100.0 100.0 100.0
Number of women 229 565 815 722 1,571 3,902

Note: Totals may not add up to 100 percent because women with missing information
are not shown separately.
1 Includes current pregnancy

7.14 EXPOSURE TO FAMILY PLANNING MESSAGES

The media play an important role in communicating messages about family planning. Data on
level of exposure to such media as radio, television, and printed materials are important for programme
managers and planners to effectively target population subgroups for information, education, and
communication campaigns. To assess the extent to which the media serve as a source of family planning
messages, respondents were asked whether they had heard or seen a message about family planning on the
radio or television, or in the print media (newspapers and magazines), in the past few months preceding the
survey. The results are shown in Table 7.12.

Radio is the most common source of family planning messages for both women (57 percent) and
men (67 percent). Approximately half of respondents (51 percent of women and 57 percent of men) saw a
family planning message on the television. Newspapers and magazines are the least common source of
family planning messages for both women and men (7 percent and 14 percent, respectively).

Exposure to family planning messages is more common among men than women; roughly one in
three women (34 percent) and one in four men (26 percent) were not exposed to any family planning
messages in the three media. Youngest respondents age 15-19 have the lowest exposure to family planning
messages though the media; 50 percent of women and 41 percent of men in this age group have not heard
or seen any family planning messages in any of the three media in the past few months. Exposure to family
planning messages through the media is more common in urban areas than in rural areas. Among women,
exposure to family messages through television is higher in Greater Accra (76 percent) and lowest in
Upper East (16 percent). Among men, it is highest in Ashanti (78 percent) and lowest in Northern (30
percent). Exposure to family planning through the various media increases with the level of education and
wealth quintile for both women and men.
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Table 7.12 Exposure to family planning messages

Percentage of women and men age 15-49 who heard or saw a family planning message on radio, on television or in a newspaper or magazine in
the past few months, according to background characteristics, Ghana 2014

Women Men
None of None of
these these
three three

Background Newspaper/ media Number of Newspaper/ media Number of
characteristic Radio  Television magazine sources women Radio  Television magazine sources men
Age

15-19 38.3 35.9 5.1 50.4 1,625 48.4 44.3 9.8 40.8 855

20-24 57.9 54.4 8.9 31.9 1,613 62.4 52.7 15.2 30.3 588

25-29 61.6 58.5 8.4 26.6 1,604 68.6 60.4 11.6 24.4 589

30-34 62.2 56.6 6.0 29.7 1,372 75.9 65.7 14.1 17.9 552

35-39 63.4 53.2 6.2 28.4 1,295 7.7 64.6 19.3 18.4 473

40-44 61.1 48.4 4.3 325 1,030 76.7 60.7 12.8 20.2 456

45-49 60.4 44.4 4.8 34.5 857 78.5 61.1 25.2 17.0 355
Residence

Urban 60.0 63.9 9.3 26.8 5,051 68.5 68.7 19.1 22.4 2,050

Rural 53.7 35.0 3.2 41.7 4,345 65.7 439 9.1 30.3 1,819
Region

Western 71.5 58.6 4.8 21.8 1,038 69.9 60.2 10.9 23.3 447

Central 67.9 60.5 5.8 19.9 937 66.0 56.3 12.3 26.9 380

Greater Accra 63.0 75.5 13.8 20.3 1,898 65.6 67.4 19.6 23.7 831

Volta 62.7 46.5 6.7 29.6 720 49.5 37.0 7.7 41.4 295

Eastern 52.7 42.6 7.8 41.3 878 68.6 56.9 17.7 23.6 362

Ashanti 56.7 51.0 4.2 33.7 1,798 84.2 7.7 19.9 12.9 680

Brong Ahafo 38.1 26.1 21 57.1 769 66.7 43.8 13.6 315 320

Northern 46.1 25.3 2.3 50.9 786 55.1 29.9 5.9 39.7 316

Upper East 33.2 16.0 2.4 64.3 358 58.8 34.6 6.0 34.9 146

Upper West 39.2 26.3 2.8 54.3 215 54.6 37.6 7.1 375 91
Education

No education 47.6 26.3 0.4 47.8 1,792 60.3 29.1 1.3 36.2 362

Primary 49.9 38.0 0.6 43.3 1,672 58.6 41.0 3.3 35.7 543

Middle/JSS/IJHS 59.6 54.9 4.1 30.6 3,862 68.3 58.7 9.5 25.0 1,626

Secondary+ 66.4 73.4 20.9 195 2,070 71.3 69.1 28.5 20.8 1,336
Wealth quintile

Lowest 40.5 13.2 0.8 58.3 1,511 56.6 19.7 3.3 40.6 639

Second 52.4 27.8 1.6 44.6 1,636 64.0 42.6 9.4 30.9 648

Middle 56.6 48.6 4.1 34.9 1,938 65.7 58.1 10.9 27.7 770

Fourth 63.6 70.3 8.9 21.9 2,117 70.5 72.6 15.8 19.8 848

Highest 66.2 75.8 13.8 19.0 2,194 74.7 77.0 26.8 17.5 963
Total 15-49 57.1 50.5 6.5 33.7 9,396 67.2 57.0 14.4 26.1 3,869
50-59 na na na na na 76.4 52.4 18.2 20.4 519
Total 15-59 na na na na na 68.3 56.5 14.9 254 4,388

na = Not applicable

7.15 CONTACT OF NONUSERS WITH FAMILY PLANNING PROVIDERS

When family planning providers visit women in the field or when women visit health facilities,
service providers are expected to discuss reproductive health needs and contraceptive options available,
and to counsel women to adopt a method of family planning. To get insight into the level of contact
between nonusers and health workers, women who were not using contraception were asked whether a
fieldworker had visited them during the 12 months preceding the survey and discussed family planning. In
addition, women were asked whether they had visited a health facility in the 12 months preceding the
survey for any reason and whether anyone at the facility had discussed family planning with them during
the visit.

Table 7.13 shows that fieldworkers discussed family planning with 10 percent of nonusers during
the 12 months preceding the survey. At the same time, 16 percent of nonusers visited a health facility and
discussed family planning at the facility. About one in three women (32 percent) visited a health facility
but did not discuss family planning. The level of contact of nonusers with family planning providers varies
by background characteristics. Overall, 77 percent of women who could have been exposed to family
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planning information did not discuss family planning during a field visit or at a health facility, indicating
numerous missed opportunities to inform and educate women about family planning.

Women in the youngest and oldest age groups are the least likely to discuss family planning with a
service provider (5 percent each) than other women. The proportion of women not using family planning
and who did not discuss family planning with a fieldworker or service provider at a health facility in the
past few months is higher among women in urban areas (80 percent), women in Western region (85
percent), and among women with a secondary or higher education (80 percent). These results may indicate
that some groups of women are already using contraceptive methods, or that they already have information
about family planning and, therefore, do not feel the need to discuss family planning issues with providers,
or they may be less likely to have visited a facility.

Table 7.13 Contact of nonusers with family planning providers

Among women age 15-49 who are not using contraception, the percentage who during the past 12 months were visited
by a fieldworker who discussed family planning, the percentage who visited a health facility and discussed family
planning, the percentage who visited a health facility but did not discuss family planning, and the percentage who did
not discuss family planning either with a fieldworker or at a health facility, by background characteristics, Ghana 2014

Percentage of Percentage of women who visited a Percentage of
women who were  health facility in the past 12 months women who did
visited by and who: not discuss family
fieldworker who planning either
Background discussed family  Discussed family ~ Did not discuss  with fieldworker or
characteristic planning planning family planning  at a health facility Number of women
Age
15-19 6.4 5.0 211 89.4 1,485
20-24 9.8 17.0 34.4 77.3 1,151
25-29 10.7 24.7 33.6 68.5 1,125
30-34 135 29.4 32.9 63.6 1,008
35-39 11.9 19.9 36.7 729 966
40-44 10.1 12.3 35.6 81.2 790
45-49 8.3 5.4 38.2 87.7 729
Residence
Urban 8.4 141 36.5 79.9 3,950
Rural 11.7 18.7 26.9 74.4 3,303
Region
Western 7.0 11.2 26.1 84.6 762
Central 10.9 17.1 25.1 75.9 681
Greater Accra 8.8 14.7 39.0 79.1 1,468
Volta 19.5 215 23.7 68.9 529
Eastern 8.7 14.5 35.6 79.6 681
Ashanti 9.0 13.7 34.0 78.5 1,407
Brong Ahafo 9.5 17.1 41.8 76.4 552
Northern 8.1 19.6 23.8 75.4 710
Upper East 12.2 26.1 32.6 68.0 292
Upper West 16.1 221 28.6 71.2 171
Education
No education 10.0 20.2 28.2 74.3 1,465
Primary 10.8 15.0 28.5 78.7 1,282
Middle/JSS/IHS 10.3 15.8 30.9 76.8 2,992
Secondary+ 8.3 13.9 41.6 80.3 1,515
Wealth quintile
Lowest 11.0 19.9 24.1 73.4 1,229
Second 114 18.0 28.4 75.6 1,262
Middle 10.2 15.0 30.0 78.5 1,466
Fourth 9.8 145 354 79.1 1,623
Highest 7.9 14.7 39.7 79.0 1,674
Total 9.9 16.2 32.2 77.4 7,253

7.16 ATTITUDES TOWARDS FAMILY PLANNING AMONG MEN

The 2014 GDHS assessed male respondent’s attitudes towards contraception by asking men age
15-59 whether they agreed or disagreed with two statements about family planning use: 1) contraception is
women’s business and a man should not have to worry about it; and 2) women who use contraception may
become promiscuous. The results on attitudes towards family planning show that the majority of Ghanaian
men age 15-59 think that men should take some responsibility towards family planning, with 73 percent of
men rejecting the statement that contraception is a woman’s business and that men should not have to
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worry about it. However, 24 percent of men agree with the statement, and 4 percent say they don’t know
(data not shown).

Regarding the statement that women who use contraception may become promiscuous, 46 percent
of men agree with the statement and 49 percent disagree, and 5 percent of men said that they don’t know
(data not shown).

In the 2003 GDHS, data on men’s attitudes towards contraception were based on all men age 15-
59 who know a method of family planning, while in the 2008 GDHS data were based on currently married
men age 15-49 regardless of knowledge of a family planning method, and in 2014 GDHS data are based on
all men age 15-59. To compare the three surveys, the 2014 and 2008 GDHS data on men’s attitudes
towards contraception were re-calculated to be similar to those in the 2003 GDHS report. The results
indicate that between 2003 and 2014, there has been a decline in the proportion of men age 15-59 who
know a method of family planning and agree with the statement that contraception is women’s business
(35 percent in 2003, compared with 20 percent in 2008 and 24 percent in 2014). There has been a smaller
decrease in the proportion of men who agree with the statement that women who use contraception may
become promiscuous (53 percent in 2003, compared with 47 percent in 2008 and 46 percent in 2014; data
not shown).
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INFANT AND CHILD MORTALITY 8

Key Findings:

o Infant mortality rate is 41 deaths per 1,000 live births and under-5 mortality
is slightly higher at 60 deaths per 1,000 live births. At these levels, one in
every 24 Ghanaian children dies before reaching age 1, and one in every
17 does not survive to his or her fifth birthday.

¢ Infant mortality has declined by 28 percent since 1998, while under-5
mortality has declined by 44 percent over the same period.

e Under-5 mortality is highest in the Northern, Upper West, and Ashanti
regions of Ghana.

e The neonatal mortality rate for the preceding five years is 29 deaths per
1,000 live births, 2.2 times the postneonatal rate.

e The perinatal mortality rate for the same reference period is 38 deaths per
1,000 pregnancies.

fertility behaviour of women in Ghana. Infant and child mortality rates are important indicators of a

country’s socioeconomic development and quality of life as well as its health status. Measures of
childhood mortality also contribute to a better understanding of the progress of population and health
programmes and policies. Analyses of mortality measures are useful in identifying promising directions for
health and nutrition programmes and improving child survival efforts in Ghana. Disaggregation of
mortality measures by socioeconomic and demographic characteristics helps to identify differentials in
population subgroups and target high-risk groups for effective programmes. Measures of childhood
mortality are also useful for population projections.

This chapter describes levels, trends, and differentials in early childhood mortality and high-risk

Childhood mortality in general and infant mortality in particular are often used as broad indicators
of social development or as specific indicators of health status. Childhood mortality rates are used to
monitor a country’s progress towards Millennium Development Goal 4, which aims for a two-thirds
reduction in the under-five mortality rate by the year 2015 (United Nations 2000). Results from the 2014
GDHS can be used in monitoring the impact of major national neonatal and child health interventions,
strategies, and policies such as the Under-5 Child Health Policy 2007 — 2015, which is intended to reduce
under-5 mortality from 111 deaths per 1,000 live births (GDHS 2003) to 40 deaths per 1,000 live births by
2015.

Neonatal, postneonatal, infant, child, and under-5 mortality rates are calculated from birth and
death data derived from vital registration forms or from household surveys. The reliability of mortality
estimates depends on the accuracy and completeness of reporting and recording of births and deaths.
Underreporting and misclassification are common, especially for deaths occurring early in life.

The 2014 GDHS provides various measures of mortality. The mortality rates presented in this
chapter are computed from information gathered in the birth history section of the Woman’s
Questionnaire. Women age 15-49 were asked whether they had ever given birth. Those who had ever given
birth were asked to report the number of sons and daughters living with them, the number living elsewhere,
and the number who had died. Women were also asked for the number of births they had that did not end
in a live birth. A detailed history of all births was gathered in chronological order starting with the first
birth. Women were asked whether a birth was single or multiple, the sex of the child, the date of birth
(month and year), survival status, the age of the child on the date of the interview if alive, and, if not alive,
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the age at death of each child born alive. Because the primary causes of childhood mortality change as
children age—from biological factors to environmental factors—childhood mortality rates are expressed
by age categories and are customarily defined as follows:

¢ Neonatal mortality (NN): the probability of dying within the first month of life

o Postneonatal mortality (PNN): the difference between infant and neonatal mortality
¢ Infant mortality (1qo): the probability of dying between birth and the first birthday

e Child mortality (sq1): the probability of dying between exact ages 1 and 5

e Under-5 mortality (5go): the probability of dying between birth and the fifth birthday

Rates of childhood mortality are expressed as deaths per 1,000 live births, except in the case of
child mortality, which is expressed as deaths per 1,000 children surviving to age 1.

Information on stillbirths and deaths that occur within seven days of birth is used to estimate
perinatal mortality, which is the number of stillbirths and early neonatal deaths per 1,000 stillbirths and
live births.

8.1  ASSESSMENT OF DATA QUALITY

As with all indicators in the GDHS, the accuracy of early childhood mortality estimates is
influenced by two factors: sampling error and nonsampling error. Sampling error is inherent in the survey
because the sample for the GDHS was only one of many samples that could have been selected for the
survey. As described further in Appendix B, the sampling error associated with the GDHS mortality data
can be evaluated statistically to provide an estimate of the range within which the actual mortality rates in
Ghana lie.

Nonsampling error arises from problems occurring during the collection or processing of mortality
data. Specifically, the reliability of the mortality estimates depends upon full reporting of children who die,
the absence of differential displacement of birth dates of surviving and dead children, and accurate
information on ages at death. Although the nonsampling error associated with the GDHS mortality data
cannot be evaluated statistically, Appendix C includes several tables that can be used to assess the extent to
which the GDHS mortality data may be subject to common reporting errors.

A common data quality problem may arise from errors in the reporting of birth dates.
Displacement of births can affect the accuracy of mortality trends if they result in deaths being transferred
from one time period to another, e.g., from the period 0 to 4 years to the period 5 to 9 years before the
survey. Displacement may result from recall problems among mothers. However, it also may reflect
deliberate transference of births from one period to another by interviewers interested in reducing their
workload; they avoid the detailed set of maternal and child health questions included in DHS surveys for
births occurring in the last five years. An examination of the distribution of the 2014 GDHS birth history
data by calendar year shows no evidence of major transference of births from 2009 to previous years
(Table C.4).

Omission, or failure to report births that did not survive, can lead to serious underestimation of
mortality, if severe. Omission, which can be difficult to detect, is assumed to occur most often for deaths in
early infancy and to increase for time periods more remote from the survey. One approach in looking for
evidence of omission is to compare the ratio of neonatal deaths to all infant deaths before the survey and
the ratio of early neonatal deaths (deaths in the first week of life) to all neonatal deaths to see if these
measures fall within expected ranges.
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Examination of the 2014 GDHS infant death data shows that the proportion of neonatal to infant
deaths ranges from 71 percent in the period O to 4 years prior to the survey to 60 percent during the period
15 to 19 years before the survey (Table C.6). This pattern conforms to the expectation that, as mortality
levels decline, a larger proportion of infant deaths will take place during the early neonatal period. Table
C.5 shows data on age at death for early infant deaths. Selective underreporting of early neonatal deaths
would result in an abnormally low ratio of deaths within the first seven days of life to all neonatal deaths.
Early neonatal deaths do not appear to be underreported; the ratio of early neonatal deaths to all neonatal
deaths is 88 percent in the period 0 to 4 years prior to the survey. Over time, the figures vary within a
narrow range for the 20 years preceding the survey, suggesting no selective omission of early infant deaths.

Another potential data quality problem is heaping of the age at death. Errors in the reporting of the
age at death may result in the transference of deaths from one age bracket for which mortality rates are
being calculated to another. For example, heaping on age 1 year or 12 months can result in an
underestimate of the infant mortality rate and an overestimate of the child mortality level. Several steps
were taken in the training of the GDHS interviewers and in the structuring of the GDHS birth history to
reduce errors in reporting the age at death. Interviewers were instructed to record age at death in days if the
child died during the first month of life. They were to record age at death in months if the child died in the
first two years of life. Because heaping on “1 year” or “12 months” is very common, interviewers were
asked specifically to probe when the mothers gave these responses. The distribution of deaths under two
years during the 20 years prior to the survey by age at death in months shows that there is heaping at age
12 months during any of the periods before the survey, with corresponding deficits in adjacent months.
Table C.6 shows that there are 123 reported deaths at 12 months compared with 13 deaths at 11 months, 0
deaths at 13 months and 3 deaths at 14 months. This is likely to slightly underestimate infant mortality and
overestimate child mortality, however this will not have any effect on the mortality estimates for the period
0 to 4 years before the survey since heaping of deaths at age 12 months is much less pronounced in the
most recent period of 0 to 4 years prior to the survey (10 deaths) than in the periods of 5-9 years and 10-14
years prior the survey (40-43 deaths).

In addition to recall errors for the more distant retrospective periods, there are structural reasons
for limiting mortality estimation to recent periods, preferably to the periods 0-4, 5-9, and 10-14 years
before the survey. In fact, except for the first period (0-4 years), the other periods have slightly biased
estimates because they are based on the child mortality experiences of women age 15-44 and 15-39,
respectively, instead of women age 15-49 as in the period 0-4 years preceding the survey. Therefore,
estimating mortality for periods more than 10-14 years before the survey is not advisable.

In summary, while there is evidence of some omission or displacement of infant deaths from one
period to another, infant deaths in the 2014 GDHS do not appear to be severely underreported.

8.2 LEVELS AND TRENDS IN INFANT AND CHILD MORTALITY

Table 8.1 presents neonatal, postneonatal, infant, child, and under-5 mortality rates for three five-
year periods preceding the survey. Neonatal mortality in the most recent period (2009-2014) is 29 deaths
per 1,000 live births. This rate is 2.2 times the postneonatal rate (13 deaths per 1,000 live births) during the
same period. Therefore, the risk of dying for any Ghanaian child who survives the first month of life is
reduced by more than half (i.e., 55 percent) in the remaining 11 months of the first year of life. During the
same period, the infant mortality rate was 41 deaths per 1,000 live births, the child mortality rate was 19
deaths per 1,000 children surviving to age 12 months, and the overall under-5 mortality rate was 60 deaths
per 1,000 live births. Sixty-eight percent of all deaths among children under age 5 in Ghana take place
before a child’s first birthday, with 48 percent occurring during the first month of life. This means that one
in every 24 children in Ghana dies before reaching age 1, while one in every 17 does not survive to her or
his fifth birthday.
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Table 8.1 Early childhood mortality rates

Neonatal, postneonatal, infant, child, and under-5 mortality rates for five-year periods preceding the
survey, Ghana 2014

Postneonatal
Years preceding Neonatal mortality Infant mortality Child mortality Under-5

the survey mortality (NN) (PNN)* (1qo) (aq1) mortality (sqo)
0-4 29 13 41 19 60
5-9 33 21 54 28 81
10-14 30 22 52 37 87

1 Computed as the difference between the infant and neonatal mortality rates

Mortality trends can be examined in two ways: by comparing mortality rates for three five-year
periods preceding a single survey and by comparing mortality estimates obtained from various surveys.
However, comparisons between surveys should be interpreted with caution because of variations in quality
of data, time references, and sample coverage. In particular, sampling errors associated with mortality
estimates are large and should be taken into account when examining trends between surveys.

Data from the 2014 GDHS show that neonatal mortality has declined marginally by 3 percent over
the 15-year period preceding the survey, from 30 to 29 deaths per 1,000 live births. The corresponding
declines in postneonatal, infant, and under-5 mortality over the 15-year period are 41 percent, 21 percent,
and 31 percent respectively.

8.2.1 Childhood Mortality Trends 1988-2014

The 2014 GDHS documents a pattern of decreasing under-5 mortality during the 15 years prior to
the survey. Results from the six GDHS surveys conducted between 1988 and 2014 show a similar decline
in childhood mortality over the past two and a half decades (Figure 8.1). This decline is especially
pronounced over the past decade. For example, the infant mortality rate declined from 64 per 1,000 live
births for the five-year period preceding the 2003 GDHS to 41 per 1,000 live births during the same period
prior to the 2014 GDHS. Similarly, the under-5 mortality rate decreased from 111 per 1,000 live births for
the five-year period preceding the 2003 GDHS to 60 per 1,000 live births during the same period prior to
the 2014 GDHS.

Overall, infant mortality has declined by 47 percent since 1988, from 77 deaths per 1,000 live
births in 1983-1987 to 41 per 1,000 live births in 2010-2014. An even more impressive decline was
observed in under-5 mortality, which decreased by 61 percent from 155 deaths per 1,000 live births to 60
deaths per 1,000 live births over the same period. The data also show declines of 29 percent and 50 percent
in neonatal and postneonatal mortality, respectively, since 1993. An examination of neonatal, infant, and
under-5 mortality rates in Ghana since 1998 reveals that neonatal mortality has decreased at a slower pace
than infant and child mortality. This has resulted in an increase in the contribution of neonatal deaths to
infant deaths from 53 percent in 1998 to 71 percent in 2014. Similarly the contribution of neonatal deaths
to under-5 mortality also increased from 28 percent of under-5 deaths to 48 percent over the same period.
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Figure 8.1 Mortality trends, Ghana 1988-2014
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8.2.2 Recent Trends 2008-2014

It must be noted that since 2008 there has been only a marginal decline (3 percent) in neonatal
mortality compared with 38 percent, 18 percent, and 25 percent declines in postneonatal, infant, and under-
5 mortality over the same period. This is happening against the background of the implementation of the
Health Sector Medium-Term Development Plan 2010-2013, which is part of the Ghana Shared Growth and
Development Agenda 2010-2013. Also ongoing is the nationwide Child Health Policy 2007-2015 with the
target of reducing neonatal mortality from 43 deaths per 1,000 live births (2003 GDHS) to 25 deaths per
1000 live births by 2015 in an effort to address Millennium Development Goal 4. Since the 2003 GDHS,
the neonatal mortality rate has fallen by 33 percent, infant mortality rate by 36 percent, and under-5
mortality rate by 46 percent. During the same time period Ghana has implemented various health policy
measures, including the Community-based Health Planning and Services (CHPS) policy, National Health
Insurance Policy, which provides for free treatment of children under age 18; free maternal delivery
services; and malaria control interventions. The malaria activities include changes in drug policy and
national promotion of insecticide treated bednets.

Data from the 2014 GDHS also shows increased antenatal care and postnatal care, improved
delivery practices, and improved maternal health (see Chapter 9) attributable to the free maternal delivery
policy. Despite these improvements, neonatal mortality has changed only marginally from the 2008
GDHS.

8.3 SOCIOECONOMIC DIFFERENTIALS IN CHILDHOOD MORTALITY

Table 8.2 shows differentials in childhood mortality by socioeconomic variables. To minimise
sampling errors associated with mortality estimates and to ensure a sufficient number of cases for
statistical reliability, the mortality rates shown in the table are calculated for a 10-year period.
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Table 8.2 Early childhood mortality rates by socioeconomic characteristics

Neonatal, postneonatal, infant, child, and under-5 mortality rates for the 10-year period preceding the
survey, by background characteristics, Ghana 2014

Postneonatal
Background Neonatal mortality Infant mortality Child mortality Under-5
characteristic mortality (NN) (PNN)* (100) (a01) mortality (sqo)
Residence
Urban 33 16 49 16 64
Rural 29 17 46 30 75
Region
Western 28 12 40 16 56
Central 36 12 48 22 69
Greater Accra 25 12 37 11 a7
Volta 30 12 42 20 61
Eastern 30 13 43 26 68
Ashanti 42 22 63 17 80
Brong Ahafo 27 10 38 20 57
Northern 24 29 53 61 111
Upper East (24) (22) (46) 27) (72)
Upper West (37) (27) (64) (29) (92)
Mother’s education
No education 30 23 53 41 92
Primary 35 16 51 23 72
Middle/JSS/IHS 28 14 42 13 54
Secondary+ 36 9 45 11 55
Wealth quintile
Lowest 32 22 55 39 92
Second 26 19 44 30 73
Middle 26 13 39 22 61
Fourth 31 16 47 8 55
Highest 40 11 51 13 64

Note: Figures in parentheses are based on 250-499 unweighted exposed persons.
1 Computed as the difference between the infant and neonatal mortality rates

Table 8.2 shows that under-5 mortality and child mortality are higher in rural areas than in urban
areas: 75 deaths per 1,000 live births in rural areas, which compares with 64 deaths per 1,000 live births in
urban areas. Rural-urban differences are marginal in the case of infant and postneonatal mortality rates.
Moreover, there are wide differentials in infant and under-5 mortality by region, with under-5 mortality
ranging from 47 deaths per 1,000 live births in the Greater Accra region to 111 deaths per 1,000 live births
in the Northern region. Under-5 mortality is highest among three regions, Northern (111 deaths per 1,000
live births), Upper West (92 deaths per 1,000 live births), and Ashanti (80 deaths per 1,000 live births).
Similarly, infant mortality is highest in Upper West (64 deaths per 1,000 live births), Ashanti (63 deaths
per 1,000 live births), and Northern regions (53 deaths per 1,000 live births) and lowest in the Greater
Accra region (37 deaths per 1,000 live births) and Brong Ahafo region (38 deaths per 1,000 live births)

As expected, mother’s education is inversely related to a child’s risk of dying. Under-5 mortality
among children born to mothers with no education (92 deaths per 1,000 live births) is substantially higher
than that of children born to mothers with middle/JSS/JHS or with a secondary or higher level of education
(54-55 deaths per 1,000 live births). Table 8.2 also shows that the risk of dying among children below age
5 tends to decrease with increasing household wealth, from 92 deaths per 1,000 live births in the poorest
households to 55 deaths and 64 deaths per 1,000 live births in households in the fourth and highest wealth
quintiles , respectively.

8.4 DEMOGRAPHIC DIFFERENTIALS IN MORTALITY

Demographic characteristics of both mother and child play an important role in the survival
probability of children. Table 8.3 shows that all childhood mortality is higher among male than female
children.

As expected, the relationship between maternal age at birth and childhood mortality is generally
U-shaped, being relatively higher among children born to mothers under age 20 and over age 30 than
among children born to mothers in the 20-29 age group. This pattern is observed for neonatal, infant, and
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under-5 mortality. Neonatal mortality is 42 deaths per 1,000 live births among mothers who are less than
20 years old. This declines to 24 deaths per 1,000 live births among mothers who are age 20-29 and
thereafter increases to 38 deaths per 1,000 live births among mothers who are age 30-39. A similar pattern
is observed in the infant and under-5 mortality rates. However, postneonatal and child mortality show an
inverse relationship. For instance, the postneonatal mortality declined from 20 deaths per 1,000 live births
among mothers who are under age 20 to 16 deaths per 1,000 live births among mothers who are age 20-29,
and further to 14 deaths per 1,000 live births among mothers who are age 30-39. The U-shape pattern of
mortality is again observed for birth order. In general, childhood mortality rates are higher among first-
order births and births of seventh or higher order than among births of orders two or three. This is true
except for child mortality which is 18 deaths per 1,000 live births among first-order births and it increases
to 40 deaths per 1,000 live births among births of seventh or higher order.

Table 8.3 Early childhood mortality rates by demographic characteristics

Neonatal, postneonatal, infant, child, and under-five mortality rates for the 10-year period preceding the
survey, by demographic characteristics, Ghana 2014

Postneonatal

Demographic Neonatal mortality Infant mortality Child mortality Under-5
characteristic mortality (NN) (PNN)! (1000) (a0j1) mortality (sqo)
Child’s sex

Male 35 17 52 27 78

Female 27 16 43 20 62
Mother’s age at birth

<20 42 20 62 23 84

20-29 24 16 40 24 63

30-39 38 14 52 24 74

40-49 20 (31) (51) * *
Birth order

1 33 20 53 18 70

2-3 29 14 42 21 62

4-6 27 13 40 29 68

7+ 47 34 81 40 118
Previous birth interval®

<2 years 50 21 71 41 109

2 years 33 16 49 24 72

3 years 24 17 41 27 67

4+ years 22 11 33 18 50
Birth size®

Small/very small 49 15 64 na na

Average or larger 23 12 34 na na

Note: Figures in parentheses are based on 250-499 unweighted exposed persons. An asterisk indicates that
a figure is based on fewer than 250 unweighted exposed persons and has been suppressed.

na = Not available

* Computed as the difference between the infant and neonatal mortality rates

2 Excludes first-order births

3 Rates for the five-year period before the survey

The spacing of births is another factor that has a significant impact on a child’s chances of
survival. Generally, shorter birth intervals are associated with higher mortality, both during and after
infancy. The 2014 GDHS data confirm this pattern. All childhood mortality rates show a strong
relationship with the length of the previous birth interval. For example, infant mortality is more than two
times higher among children born less than two years after a preceding sibling than among children born
four or more years after a previous child (71 deaths and 33 deaths per 1,000 live births, respectively).

8.5 PERINATAL MORTALITY

The 2014 GDHS asked women to report on any pregnancy loss that occurred in the five years
preceding the survey. For each pregnancy that did not end in a live birth, the duration of pregnhancy was
recorded. In this report, perinatal deaths include pregnancy losses of at least seven months’ gestation
(stillbirths) and deaths to live births within the first seven days of life (early neonatal deaths). The perinatal
mortality rate is the sum of stillbirths and early neonatal deaths divided by the sum of all stillbirths and live
births. Information on stillbirths and infant deaths within the first week of life is highly susceptible to
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omission and misreporting. Nevertheless, retrospective surveys in developing countries provide more
representative and accurate perinatal death rates than do vital registration systems and hospital-based
studies.

Table 8.4 shows that out of the 5,776 reported pregnancies of at least seven months’ gestation in
the five years preceding the survey, 81 were stillbirths and 140 were early neonatal deaths, yielding an
overall perinatal mortality rate of 38 per 1,000 pregnancies. Because the rate is subject to a high degree of
sampling variation, differences by background characteristics should be interpreted with caution.

Table 8.4 Perinatal mortality

Number of stillbirths and early neonatal deaths, and the perinatal mortality rate for the five-year period preceding the
survey, by background characteristics, Ghana 2014

Number of
Background Number of Number of early Perinatal pregnancies of 7+
characteristic stillbirths® neonatal deaths? mortality rate® months duration
Mother’s age at birth
<20 7 11 31 580
20-29 39 61 35 2,851
30-39 31 65 47 2,067
40-49 4 4 (26) 278
Previous pregnancy interval
in months*
First pregnancy 17 26 36 1,196
<15 11 28 47 827
15-26 11 36 43 1,106
27-38 11 18 34 854
39+ 30 31 34 1,793
Residence
Urban 41 62 40 2,604
Rural 40 78 37 3,172
Region
Western 9 11 35 583
Central 16 14 46 638
Greater Accra 21 15 (39) 901
Volta 2 14 (38) 438
Eastern 6 18 43 538
Ashanti 4 38 40 1,069
Brong Ahafo 7 12 38 504
Northern 10 11 29 719
Upper East 6 3 37 233
Upper West 1 4 34 153
Mother’s education
No education 23 33 35 1,584
Primary 19 30 43 1,160
Middle/JSS/IHS 33 52 38 2,240
Secondary+ 6 26 40 792
Wealth quintile
Lowest 17 32 38 1,280
Second 19 27 38 1,215
Middle 17 22 35 1,131
Fourth 19 33 47 1,093
Highest 9 26 33 1,057
Total 81 140 38 5,776

Note: Figures in parentheses are based on 250-499 unweighted exposed persons.

1 Stillbirths are fetal deaths in pregnancies lasting seven or more months.

2 Early neonatal deaths are deaths at age 0-6 days among live-born children.

8 The sum of the number of stillbirths and early neonatal deaths, divided by the number of pregnancies of seven or
more months’ duration, expressed per 1,000.

4 Categories correspond to birth intervals of <24 months, 24-35 months, 36-47 months, and 48+ months.

The perinatal mortality rate is highest among mothers age 30-39 and among births that occur less
than 15 months after the previous birth (47 deaths per 1,000 pregnancies each). It is lowest among births
that occur 27 or more months after the previous birth (34 deaths per 1,000 live births). The perinatal
mortality rate is marginally higher in urban than in rural areas. It is highest in the Central region and lowest
in the Northern region by a difference of as much as 17 deaths per 1,000 pregnancies. By maternal
educational and wealth status, perinatal mortality is highest among women with primary education (43
deaths per 1,000 live births) and among births in the fourth quintile households (47 deaths per 1,000 live
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births). Perinatal mortality practically has not changed during the past six years (39 deaths per 1,000
pregnancies in the 2008 GDHS and 38 deaths per 1,000 pregnancies in the 2014 GDHS).

8.6 HIGH-RISK FERTILITY BEHAVIOUR

The survival of infants and children depends in part on the demographic and biological
characteristics of their mothers. Typically, the probability of dying in infancy is much greater among
children born to mothers who are too young (under age 18) or too old (over age 34), children born after a
short birth interval (less than 24 months after the preceding birth), and children born to mothers of high
parity (more than three children). The risk is elevated when a child is born to a mother who has a
combination of these risk characteristics.

Table 8.5 High-risk fertility behaviour

Percent distribution of children born in the five years preceding the survey by category of elevated risk
of mortality and the risk ratio, and percent distribution of currently married women by category of risk if
they were to conceive a child at the time of the survey, Ghana 2014

Births in the 5 years preceding

the survey Percentage of
Percentage currently married

Risk category of births Risk ratio women?
Not in any high risk category 30.8 1.00 18.22
Unavoidable risk category

First order births between ages 18 and 34

years 20.0 1.00 5.1

Single high-risk category

Mother’'s age <18 4.1 1.16 0.1

Mother’s age >34 3.1 1.42 7.8

Birth interval <24 months 4.6 1.23 8.9

Birth order >3 18.0 131 12.0
Subtotal 29.7 1.29 28.8
Multiple high-risk category

Age <18 and birth interval <24 months? 0.2 * 0.1

Age >34 and birth interval <24 months 0.2 * 0.7

Age >34 and birth order >3 14.3 0.94 33.4

Age >34 and birth interval <24 months and

birth order >3 14 3.33 5.4

Birth interval <24 months and birth order >3 35 1.82 8.3
Subtotal 19.5 1.25 47.9
In any avoidable high-risk category 49.2 1.27 76.7
Total 100.0 na 100.0
Number of births/women 5,695 na 5,321

Note: Risk ratio is the ratio of the proportion dead among births in a specific high-risk category to the
proportion dead among births not in any high-risk category. An asterisk indicates that a figure is based
on fewer than 25 unweighted cases and has been suppressed.

na = Not applicable

1 Women are assigned to risk categories according to the status they would have at the birth of a child
if they were to conceive at the time of the survey: current age less than 17 years and 3 months or older
than 34 years and 2 months, latest birth less than 15 months ago, or latest birth being of order 3 or
higher.

2 Includes the category age <18 and birth order >3

2 Includes sterilised women

The first column in Table 8.5 shows the percentages of births occurring in the five years before the
survey that fall into the various risk categories. Overall, around 5 in 10 babies are in some avoidable risk
category at the time they were born (49 percent). First births to mothers between ages 18 and 34 years,
which make up 20 percent of births, are considered an unavoidable risk. Thirty percent of births are in a
single high-risk category, and 20 percent are in a multiple high-risk category. The most common avoidable
risk factor in a single high-risk category is birth order higher than three (18 percent), while the most
common avoidable risk factor in a multiple high-risk category is births to mothers above age 34 and of
birth order more than three (14 percent).

The risk ratios in the second column of Table 8.5 denote the relationship between risk factors and
mortality. In general, risk ratios are higher for children in a multiple high-risk category than in a single
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high-risk category. The most vulnerable births are those to women older than 34, with a birth interval less
than 24 months, and a birth order higher than three. This group of children is three times more likely to die
as children not in any high-risk category.

The final column of Table 8.5 shows that 77 percent of currently married women have the
potential to give birth to a child at an elevated risk of dying. Three in ten women have the potential for a
birth in a single high-risk category (mainly too high a birth order, too short a birth interval, and too old a
mother). Another five in ten women have the potential to give birth to a child in a multiple high-risk
category (mainly, the mother is too old, and the infant is in a birth order too high).
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MATERNAL HEALTH 9

Key Findings:

¢ Ninety-seven percent of women in Ghana receive antenatal care from a
skilled provider. This percentage has increased steadily from 82 percent in
1988 to 97 percent in 2014.

¢ A large proportion of pregnant women in Ghana (87 percent) had four or
more antenatal care visits for the most recent live birth, an increase from 78
percent in 2008. The median duration of pregnancy for the first antenatal
visit is 3.6 months.

e Seventy-eight percent of mothers with a birth in the five years preceding
the survey were protected against neonatal tetanus.

e The percentage of deliveries occurring in a health facility has increased
from 42 percent in 1988 to 73 percent in 2014, the percentage of births
attended by a skilled provider has increased from 40 percent to 74 percent
over the same period.

e About 8 in 10 mothers (81 percent) receive a postnatal checkup within the
critical first two days after delivery.

he health care that a mother receives during pregnancy, at the time of delivery, and soon after

delivery is important for the survival and well-being of both the mother and her child. This chapter

presents findings on several topics related to maternal health—antenatal, delivery, and postnatal
care—as well as problems in accessing care. These findings are important for designing appropriate
strategies and interventions to improve maternal and newborn health care services.

9.1 ANTENATAL CARE
9.1.1 Antenatal Care Coverage

The major objective of antenatal care (ANC) is to identify and treat problems such as anaemia and
infections during pregnancy. It is during an antenatal care visit that screening for complications and advice
on a range of issues, including birth preparedness, place of delivery, and referral of mothers with
complications, occurs. Information on antenatal care is of great value in identifying subgroups of women
who do not use such services and is useful in planning improvements in these services. The 2014 Ghana
Demographic and Health Survey (GDHS) findings on ANC provide information on the type of service
provider, the number of antenatal care visits, the stage of pregnancy at the time of the first visit, and the
services and information provided during antenatal care, including whether tetanus toxoid injections were
received.

Table 9.1 presents the percent distribution of women age 15-49 who had a live birth in the five
years preceding the survey. They are shown by the type of antenatal care provider consulted during the
pregnancy for the most recent birth, according to background characteristics. If a woman received
antenatal care from more than one provider, the provider with the highest qualifications was recorded.

Survey results show that more than 9 in 10 mothers (97 percent) receive antenatal care from a
skilled provider: 22 percent from a doctor, 69 percent from a nurse/midwife, and 7 percent from a
community health officer/nurse. Almost no mothers receive antenatal care from a traditional birth
attendant. Overall, only 3 percent of mothers receive no antenatal care for their most recent birth in the five
years before the survey.
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Differences in antenatal care coverage by various background characteristics are not pronounced,
except for some slight variations by birth order and region. Mothers are somewhat more likely to receive
ANC from a skilled professional for first-order births (99 percent) than for births of sixth or higher order
(94 percent). It is notable that less than 10 percent of mothers in the three Northern regions (Northern,
Upper East, and Upper West) receive ANC from a doctor (3 percent, 6 percent, and 7 percent,
respectively).

Table 9.1 Antenatal care

Percent distribution of women age 15-49 who had a live birth in the five years preceding the survey by antenatal care (ANC) provider during
pregnancy for the most recent birth and the percentage receiving antenatal care from a skilled provider for the most recent birth, according to
background characteristics, Ghana 2014

Percentage
Antenatal care provider receiving
antenatal
Community  Traditional care from
Background Nurse/ health birth a skilled Number of
characteristic Doctor midwife officer/nurse  attendant No ANC Total provider! women
Mother’s age at birth
<20 17.3 74.6 5.9 0.0 2.2 100.0 97.8 389
20-34 215 69.3 6.8 0.1 2.3 100.0 97.6 2,856
35-49 24.3 64.9 7.1 0.2 34 100.0 96.3 897
Birth order
1 25.4 68.8 4.8 0.0 1.0 100.0 99.0 955
2-3 23.9 68.2 57 0.1 2.2 100.0 97.8 1,592
4-5 19.9 69.1 8.0 0.2 2.9 100.0 97.0 992
6+ 13.1 70.1 10.8 0.3 5.7 100.0 94.0 604
Residence
Urban 29.0 66.9 2.8 0.0 13 100.0 98.6 1,914
Rural 155 70.5 10.2 0.2 3.6 100.0 96.2 2,228
Region
Western 14.0 77.1 8.2 0.0 0.7 100.0 99.3 427
Central 24.7 66.9 6.4 0.0 2.0 100.0 98.0 455
Greater Accra 34.3 61.9 2.3 0.1 14 100.0 98.5 674
Volta 19.9 63.2 10.8 0.3 5.8 100.0 93.9 315
Eastern 27.4 64.6 4.7 0.2 3.2 100.0 96.6 389
Ashanti 34.6 63.0 1.1 0.0 1.2 100.0 98.8 738
Brong Ahafo 10.1 85.2 3.6 0.0 11 100.0 98.9 374
Northern 3.2 72.0 16.8 0.5 7.5 100.0 92.0 480
Upper East 5.7 86.3 6.5 0.0 1.6 100.0 98.4 178
Upper West 6.7 60.0 31.6 0.0 17 100.0 98.3 111
Education
No education 8.8 72.6 12.7 0.3 5.7 100.0 94.1 1,079
Primary 19.9 69.8 6.2 0.0 4.1 100.0 95.9 812
Middle/JSS/IHS 25.7 68.5 5.0 0.1 0.7 100.0 99.2 1,640
Secondary+ 36.2 61.8 1.9 0.0 0.1 100.0 99.9 611
Wealth quintile
Lowest 6.1 72.1 15.8 0.4 5.7 100.0 94.0 869
Second 14.4 735 7.7 0.1 4.3 100.0 95.7 840
Middle 21.4 71.5 5.3 0.1 1.6 100.0 98.3 827
Fourth 25.7 70.4 3.2 0.0 0.7 100.0 99.3 814
Highest 42.8 55.8 1.1 0.0 0.3 100.0 99.7 791
Total 21.7 68.8 6.8 0.1 2.6 100.0 97.3 4,142

Note: If more than one source of ANC is mentioned, only the provider with the highest qualifications is considered in this tabulation.
1 Skilled provider includes doctor, nurse/midwife, and community health officer/nurse.

9.1.2 Number and Timing of Antenatal Care Visits

Antenatal care is more beneficial in preventing adverse outcomes when it is sought early in the
pregnancy and is continued until delivery. Under normal circumstances, the World Health Organization
(WHO) recommends that a woman without complications make at least four antenatal care visits, the first
of which should take place during the first trimester. Table 9.2 presents information on antenatal care
visits, including the number of visits and the timing of the first visit.
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A large proportion of pregnant women in Ghana (87 percent) had four or more antenatal care
visits for the most recent live birth, 92 percent in urban areas and 83 percent in rural areas. This is an
increase from 78 percent of pregnant women as reported in the 2008 GDHS.

Table 9.2 Number of antenatal care visits and timing of first visit

Percent distribution of women age 15-49 who had a live birth in the
five years preceding the survey by number of antenatal care (ANC)
visits for the most recent live birth, and by the timing of the first visit,
and among women with ANC, median months pregnant at first visit,
according to residence, Ghana 2014

__ Residence

Number and timing of ANC visits Urban Rural Total
Number of ANC visits

None 1.3 3.6 2.6

1 0.6 15 11

2-3 54 11.3 8.6

4+ 92.3 82.9 87.3

Don’t know/missing 0.4 0.7 0.5
Total 100.0 100.0 100.0
Number of months pregnant at

time of first ANC visit

No antenatal care 13 3.6 2.6

<4 67.8 60.7 64.0

4-5 25.3 28.9 27.2

6-7 5.2 6.1 5.7

8+ 0.3 0.6 0.5
Total 100.0 100.0 100.0
Number of women 1,914 2,228 4,142
Median months pregnant at first visit

(for those with ANC) 3.5 3.6 3.6
Number of women with ANC 1,888 2,148 4,036

Data further show that more than 6 in 10 pregnant women (64 percent) made their first antenatal
care visit before the fourth month of pregnancy, as recommended, compared with 55 percent in 2008. This
percentage is higher in urban than in rural areas (68 percent versus 61 percent). An additional 27 percent of
women had their first ANC visit between the fourth and fifth month of pregnancy.

The median duration of pregnancy at the first antenatal care visit is 3.6 months (3.5 months in
urban areas and 3.6 months in rural areas).

9.1.3 Components of Antenatal Care

The quality of antenatal care is measured to a large extent by the essential service package
provided to pregnant women. The components of this package include prevention and management of
anaemia and malaria, which are achieved through screening and appropriate management. Micronutrient
supplementation, tetanus immunisation, and monitoring of certain vital signs to help in the early detection
and management of complications that may arise are also included in this important care package.
Pregnancy complications are a primary source of maternal and newborn morbidity and mortality.
Therefore, ensuring that pregnant women receive information on the signs of complications is an important
component of good antenatal care.

To help assess antenatal care services, respondents were asked whether they had been advised of
possible pregnancy complications and whether they had received certain screening tests during at least one
of their antenatal care visits. Caution should be taken in the interpretation of this information on the
components of antenatal care because it is dependent on pregnant women’s recall of events during
antenatal care that may have taken place a number of years before the interview. Nevertheless, the results
are useful in providing insights into the content of antenatal care.

Table 9.3 presents information on the percentage of pregnant women who took iron tablets or
syrup, those who were informed of the signs of pregnancy complications, and who received selected
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services during antenatal care visits for their most recent birth in the five years preceding the survey.
Information on pregnant women who took malaria preventive treatment is covered in Chapter 12 of this
report.

Table 9.3 Components of antenatal care

Among women age 15-49 with a live birth in the five years preceding the survey, the percentage who took iron tablets or syrup and medicines for
intestinal parasites during the pregnancy of the most recent birth, and among women receiving antenatal care (ANC) for the most recent live birth
in the five years preceding the survey, the percentage receiving specific antenatal services, according to background characteristics, Ghana 2014

Among women with a live
birth in the past five years,

the percentage who during Among women who received antenatal care for their most
the pregnancy of their recent birth in the past five years, the percentage
last birth: Number of with selected services: Number of
Took women with a  Informed of women with
Took iron intestinal live birth in signs of Blood Blood ANC for their

Background tablets or parasite the past pregnancy pressure  Urine sample sample most
characteristic syrup medicines five years complications measured taken taken recent birth
Mother’s age at birth

<20 89.4 38.8 389 77.4 97.4 97.7 97.2 381

20-34 92.2 39.7 2,856 84.8 99.0 97.5 98.1 2,789

35-49 92.1 38.8 897 84.1 99.0 96.4 98.6 866
Birth order

1 91.2 39.1 955 84.2 98.2 98.2 98.2 945

2-3 93.4 37.5 1,592 84.9 99.3 97.9 98.2 1,558

4-5 92.4 41.0 992 84.0 99.0 96.9 98.5 963

6+ 88.3 42.6 604 80.5 98.3 94.8 97.2 570
Residence

Urban 93.0 36.2 1,914 87.0 99.4 99.4 99.5 1,888

Rural 91.0 42.2 2,228 81.2 98.3 95.5 97.0 2,148
Region

Western 93.7 60.9 427 83.6 98.6 98.1 99.0 424

Central 91.8 44.0 455 89.7 99.7 99.8 97.1 446

Greater Accra 92.9 30.7 674 94.5 99.7 99.6 99.6 665

Volta 88.5 32.2 315 89.4 98.5 98.2 98.3 297

Eastern 88.7 427 389 75.8 98.3 98.8 98.1 377

Ashanti 94.0 25.4 738 73.9 99.6 100.0 99.7 729

Brong Ahafo 94.6 34.2 374 76.2 98.9 99.3 99.2 370

Northern 88.5 47.9 480 92.6 95.9 82.7 92.5 444

Upper East 89.5 69.6 178 92.6 99.8 99.0 99.0 175

Upper West 95.9 26.5 111 53.5 99.2 94.0 97.2 109
Education

No education 89.0 42.3 1,079 83.3 97.7 92.2 96.6 1,018

Primary 90.7 43.4 812 79.3 99.1 98.4 98.2 779

Middle/JSS/IHS 93.2 375 1,640 85.4 99.3 99.4 98.5 1,629

Secondary+ 95.0 343 611 87.1 99.3 99.1 99.7 610
Wealth quintile

Lowest 89.4 42.7 869 79.8 97.0 90.6 95.2 820

Second 91.0 42.0 840 78.8 99.0 97.1 97.9 804

Middle 90.3 42.7 827 83.0 99.2 99.7 98.3 814

Fourth 93.3 39.8 814 86.7 99.5 99.4 99.7 809

Highest 95.9 29.3 791 91.5 99.6 100.0 99.8 789
Total 91.9 39.4 4,142 83.9 98.8 97.3 98.1 4,036

The vast majority of women (92 percent) took iron supplements during their most recent
pregnancy in the last five years. Variations by various background characteristics are minimal. Women are
somewhat less likely to take iron supplements for births of sixth or higher order (88 percent), if they reside
in the Volta, Eastern, and Northern regions (89 percent each), if they have no education, and if they belong
to the lowest wealth quintile (89 percent each).

Only about 4 in 10 pregnant women (39 percent) took intestinal parasite medicines; the low
proportion could be attributed to fear of side effects from intestinal parasite medicines among pregnant
women, particularly in early pregnancy. In Ghana, intestinal parasite medicines are prescribed by health
professionals either based on laboratory test results or the extent of parasite presence in a given locality.
The percentage of women who receive intestinal parasite medicines tends to increase with increasing birth
order; this percentage is higher among women in rural than in urban areas (42 percent versus 36 percent).
Women in Upper East are the most likely to receive intestinal parasite medicines (70 percent) and women
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in Ashanti are the least likely to do so (25 percent). This proportion is lowest among women with a
secondary or higher education (34 percent), and among those in the highest wealth quintile (29 percent).

Table 9.3 shows that the proportion of women who undergo basic tests during pregnancy is nearly
universal in Ghana. More than 9 in 10 women with a live birth in the five years preceding the survey had
their blood pressure measured (99 percent), had a blood sample taken (98 percent), and had their urine
sampled (97 percent) during ANC for their most recent pregnancy. There are no major variations in these
components of antenatal care by background characteristics.

More than 8 in 10 (84 percent) of women with a live birth in the last five years were informed of
the signs of pregnancy complications. The likelihood of receiving the information about the signs of
pregnancy complications is lowest among youngest mothers under age 20 (77 percent). This percentage is
lower among women in rural than in urban areas (87 percent versus 81 percent). Regional differences are
substantial; 95 percent of women in Greater Accra are informed of signs of pregnancy complications
compared with slightly more than half (54 percent) of women in Upper West. This percentage is highest
among women with a secondary or higher education (87 percent) and those in the wealthiest households

(92 percent).
9.1.4 Tetanus Immunisation

Neonatal tetanus is one of the leading

Table 9.4 Tetanus toxoid injections

Among mothers age 15-49 with a live birth in the five years preceding the
survey, the percentage receiving two or more tetanus toxoid injections during
the pregnancy for the last live birth and the percentage whose last live birth

causes of neonatal deaths in developing was protected against neonatal tetanus, according to background
countries where a high proportion of deliveries ~ characteristics, Ghana 2014
are conducted at home or in places where Percentage  Percentage

hygienic conditions may be poor. Tetanus

whose last birth
was protected

receiving two or
more injections

. A ) A A A Backgrou_nd_ during last against neonatal Number of
toxoid (TT) immunisation is given to pregnant characteristic pregnancy tetanus?! mothers
women to prevent neonatal tetanus. If a Mothersage atbirth

. . <20 60.7 66.0 389

woman has received no previous TT 2034 571 78.7 2,856

injections, for full protection a pregnant  3°%° 53 809 897
. Birth ord

woman needs two doses of TT during 1 oo 64.2 705 955

: 2-3 58.5 80.9 1,592

pregnancy. However, if a woman was ;3 21a 80’8 905

immunised before she became pregnant, she 6+ 516 775 604
H ini i H Residence

may require one or no TT injections during  REoo® 0.6 801 1014

pregnancy, depending on the number of  Rural 54.9 76.2 2,228

injections she has ever received and the timing R\'jg;‘s’tf; " 68.3 82.0 427

of the last injection. For a woman to have gentrtalA ggg ggg ggi

. . . . . reater Accra . .

lifetime protection, a total of five doses is  voita 52.0 80.8 315

. Eastern 50.7 68.8 389

required. Ashanti 59.3 81.8 738
Brong Ahafo 57.0 83.7 374

Northern 47.2 69.0 480

Table 9.4 shows the percentage of  upper East 56.8 68.0 178
women 15-49 who had a live birth in the five ~ UpperWest 432 0.9 111

. Education

years preceding the survey and whose last o education 51.1 72.4 1,079
birth was protected against neonatal tetanus. — Fimay .. .o 208 133 Lo
Births of about 8 in 10 mothers (78 percent)  Secondary+ 66.9 86.6 611
were protected against neonatal tetanus; about ~‘Yeath auintile p— 662 869
6 in 10 pregnant women (57 percent) received 3?53{;“ gg; ;g; 2‘2‘3
two or more tetanus injections during their last  Fourth 58.2 79.7 814
regnanc Highest 67.4 87.3 791
preg Y. Total 57.1 78.0 4,142

The percentage of mothers who
received two or more doses of tetanus
injections for their last pregnancy decreases
with women’s age at birth and tends to

! Includes mothers with two injections during the pregnancy of her last birth, or
two or more injections (the last within 3 years of the last live birth), or three or
more injections (the last within 5 years of the last birth), or four or more
injections (the last within 10 years of the last live birth), or five or more
injections at any time prior to the last birth.
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decrease with increasing birth order. There are variations by urban-rural residence and by region. Sixty
percent of mothers in urban areas received two or more TT injections during their last pregnancy compared
with 55 percent in rural areas. TT coverage with two or more doses ranges from 43 percent of births in the
Upper West region to 69 percent in the Central region. Education and wealth have a positive impact on
receipt of tetanus toxoid injections, with coverage of two or more doses ranging from a low of 51 percent
among mothers with no education or with primary education to a high of 67 percent among mothers with a
secondary or higher education. Similarly, TT coverage with two or more doses ranges from 47 percent
among mothers in the poorest households to 67 percent among those in the wealthiest households.

Between 2008 and 2014, the percentage of mothers who received at least two TT injections for
their last birth increased slightly from 56 percent to 57 percent, and the percentage whose last birth was
protected against neonatal tetanus increased moderately from 72 percent to 78 percent.

9.2 DELIVERY CARE

Labour and delivery is the shortest and most critical period of the pregnancy-childbirth continuum
because most maternal deaths arise from complications during delivery. Even with the best possible
antenatal care, any delivery can become a complicated one and, therefore, skilled assistance is essential to
safe delivery care. For numerous reasons many women do not seek skilled care even when they understand
the safety reasons for doing so. Some reasons include cost of the service, distance to the health facility, and
concerns about the quality of care. The availability of free maternity services and community-based health
planning services (CHPS) has helped remove barriers to accessing skilled maternity care. The CHPS
compounds are manned by community health officers or nurses, some of whom are midwives or have
midwifery skills. They attend deliveries and make referrals if complications arise.

9.2.1 Place of Delivery

In the 2014 GDHS eligible women were asked to report the place of birth for each child born in
the five years preceding the survey. Table 9.5 shows the percent distribution of live births in the five years
preceding the survey by place of delivery, according to background characteristics. Overall, 73 percent of
births were delivered in health facilities, with the public sector accounting for the largest proportion (65
percent).

Delivery in a health facility decreases with increasing birth order, from 84 percent among first-
order births to 54 percent among births of sixth or higher order. As expected, the proportion of births
delivered in a health facility increases substantially with increasing number of ANC visits. Births in urban
areas are much more likely to be delivered in an institutional setting than births in rural areas (90 percent
versus 59 percent). Delivery in a health facility varies widely by region from 63 percent of births in Upper
West to 93 percent of those in Greater Accra. There is a strong association between health facility
deliveries and mother’s education and wealth quintile. The proportion of deliveries occurring in a health
facility increases from 52 percent for births to women with no education to 95 percent for births to women
with a secondary or higher education. Similarly, health facility deliveries are substantially fewer among
births in the poorest households (46 percent) than those in the wealthiest households (96 percent).
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Table 9.5 Place of delivery

Percent distribution of live births in the five years preceding the survey by place of delivery, and percentage delivered in a health facility, according to

background characteristics, Ghana 2014

Health facility Percentage
Background delivered in a Number
characteristic Public sector Private sector Home Other Total health facility of births
Mother’s age at birth
<20 63.7 7.6 27.9 0.7 100.0 713 573
20-34 66.1 7.9 25.7 0.2 100.0 74.0 4,042
35-49 61.3 9.1 29.1 0.5 100.0 70.4 1,080
Birth order
1 74.0 10.0 15.8 0.2 100.0 83.9 1,387
2-3 65.9 9.3 245 0.3 100.0 75.2 2,194
4-5 62.5 7.2 30.0 0.3 100.0 69.7 1,336
6+ 50.5 3.0 457 0.7 100.0 53.5 778
Antenatal care visits®
None 134 3.2 81.6 1.8 100.0 16.6 106
1-3 40.0 4.3 55.4 0.1 100.0 44.3 400
4+ 71.0 9.4 19.3 0.3 100.0 80.4 3,614
Residence
Urban 76.5 13.8 9.4 0.3 100.0 90.2 2,563
Rural 55.6 35 40.6 0.4 100.0 59.0 3,132
Region
Western 67.3 6.7 26.0 0.0 100.0 74.0 574
Central 63.5 6.8 29.0 0.7 100.0 70.3 622
Greater Accra 77.2 15.3 7.0 0.5 100.0 92.5 880
Volta 62.1 3.3 34.4 0.3 100.0 65.3 436
Eastern 61.9 59 32.1 0.0 100.0 67.7 532
Ashanti 73.0 12.6 14.2 0.3 100.0 85.6 1,065
Brong Ahafo 67.1 11.2 21.6 0.1 100.0 78.3 497
Northern 35.1 0.4 63.9 0.7 100.0 35.4 709
Upper East 80.7 3.5 15.9 0.0 100.0 84.1 227
Upper West 63.3 0.1 36.2 0.4 100.0 63.4 152
Mother’s education
No education 48.6 3.1 48.0 0.3 100.0 51.7 1,561
Primary 64.0 4.3 31.6 0.2 100.0 68.2 1,141
Middle/JSS/IHS 72.1 10.7 16.7 0.5 100.0 82.8 2,208
Secondary+ 78.7 16.3 4.6 0.2 100.0 95.0 785
Wealth quintile
Lowest 44.4 1.6 53.6 0.4 100.0 46.0 1,263
Second 55.8 45 39.3 0.5 100.0 60.3 1,196
Middle 69.5 6.4 23.8 0.3 100.0 75.9 1,114
Fourth 83.5 9.8 6.6 0.0 100.0 93.4 1,074
Highest 76.4 20.0 29 0.5 100.0 96.4 1,048
Total 65.0 8.1 26.6 0.3 100.0 73.1 5,695

Note: Total includes 22 women for whom information on ANC visits is missing.
! Includes only the most recent birth in the five years preceding the survey

9.2.2 Assistance at Delivery

Obstetric care from a health professional during delivery is recognised as critical for the reduction
of maternal and neonatal mortality. Children delivered at home are usually more likely to be delivered
without assistance from a trained provider, whereas children delivered at a health facility are more likely to
be delivered by a trained health professional.

Table 9.6 shows delivery assistance for all live births in the preceding five years, by type of
provider, according to background characteristics. Three-quarters of births in Ghana (74 percent) are
delivered with the assistance of a skilled health professional: 14 percent are assisted by a doctor, 57 percent
by a nurse/midwife, and 3 percent by a community health officer/nurse. Data further show that 16 percent
of births are delivered by a traditional birth attendant, 7 percent are assisted by a relative or other person,
and 3 percent of deliveries are not assisted by anyone. It is notable that, even though nationally, only 3
percent of births are assisted by a community officer/nurse, this is true for almost one in five births (18
percent) in Upper West, indicating the crucial role of these providers in this region. Furthermore, data
show that traditional birth attendants play an important role in the Northern region, assisting in the delivery
of 4 in 10 births (41 percent).
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Delivery assistance by a skilled health professional shows little association with women’s age.
However, it decreases steadily with increasing birth order from 85 percent of first-order births to 55
percent of births of sixth or higher order. This proportion increases substantially with the number of ANC
visits, and it is higher among births in urban than in rural areas (90 percent versus 60 percent). Skilled
provider assistance at delivery increases notably with mother’s level of education and wealth quintile. For
example, 52 percent of births to women with no education are assisted by a skilled health professional, as
compared with 96 percent of births to women with a secondary or higher education. This percentage
ranges from 47 percent of births in the poorest households to 97 percent of those in the richest households.

Table 9.6 Assistance during delivery

Percent distribution of live births in the five years preceding the survey by person providing assistance during delivery, percentage of birth assisted by
a skilled provider, and the percentage delivered by caesarean-section, according to background characteristics, Ghana 2014

Person providing assistance during delivery

Community Percentage Percentage
health Traditional delivered  delivered
Background Nurse/ officer/ birth Relative/ No by a skilled by Number
characteristic Doctor midwife nurse attendant other one Total provider*  C-section  of births
Mother’s age at birth
<20 6.4 63.0 2.7 18.3 7.9 1.7 100.0 72.1 4.9 573
20-34 14.2 57.3 3.1 15.9 6.7 2.8 100.0 74.6 12.7 4,042
35-49 18.6 50.4 2.2 16.3 8.7 3.8 100.0 71.2 17.3 1,080
Birth order
1 19.0 62.8 2.7 10.5 4.3 0.7 100.0 84.5 18.2 1,387
2-3 14.4 58.7 2.7 15.5 6.7 2.0 100.0 75.8 12.6 2,194
4-5 12.6 54.0 3.5 18.7 7.1 4.1 100.0 70.1 10.9 1,336
6+ 8.1 43.9 2.7 23.9 14.0 7.3 100.0 54.7 7.1 778
Antenatal care visits?
None 3.1 115 34 44.2 235 14.3 100.0 18.0 3.3 106
1-3 4.5 38.0 24 34.3 15.0 5.8 100.0 44.9 3.9 400
4+ 16.1 62.0 3.1 11.4 52 2.2 100.0 81.2 15.0 3,614
Place of delivery
Health facility 19.4 76.4 3.8 0.3 0.0 0.1 100.0 99.6 175 4,161
Elsewhere 0.1 2.6 0.6 59.4 26.8 10.5 100.0 33 0.0 1,533
Residence
Urban 21.9 65.5 2.7 6.3 2.6 0.9 100.0 90.1 18.8 2,563
Rural 8.0 49.2 3.0 24.3 11.0 4.5 100.0 60.2 7.9 3,132
Region
Western 11.4 63.4 0.5 12.4 7.7 4.6 100.0 75.3 14.6 574
Central 16.2 53.5 2.2 20.4 5.2 24 100.0 72.0 15.7 622
Greater Accra 31.2 57.1 3.9 5.4 1.4 1.1 100.0 92.1 229 880
Volta 9.4 52.7 4.1 13.8 18.2 1.7 100.0 66.3 8.8 436
Eastern 7.5 58.0 1.8 20.0 7.9 4.7 100.0 67.2 9.5 532
Ashanti 18.3 66.6 14 8.5 2.6 2.7 100.0 86.3 15.6 1,065
Brong Ahafo 11.0 65.4 2.6 13.4 51 25 100.0 79.0 9.6 497
Northern 1.6 31.1 3.7 41.3 17.3 51 100.0 36.4 2.7 709
Upper East 9.1 73.0 25 7.0 7.9 0.6 100.0 84.6 7.6 227
Upper West 4.9 40.8 18.0 29.2 5.7 1.4 100.0 63.7 4.7 152
Mother’s education
No education 6.0 42.0 4.3 30.0 12.8 4.9 100.0 52.3 5.7 1,561
Primary 12.0 54.0 2.8 185 9.2 3.4 100.0 68.8 10.9 1,141
Middle/JSS/IHS 15.9 65.0 25 10.2 4.6 1.8 100.0 83.3 13.8 2,208
Secondary+ 29.1 65.6 1.5 2.2 0.5 1.0 100.0 96.2 26.8 785
Wealth quintile
Lowest 3.8 38.4 4.8 30.9 16.8 5.4 100.0 46.9 4.0 1,263
Second 6.1 51.7 2.8 255 9.8 4.1 100.0 60.7 6.8 1,196
Middle 12.4 63.6 1.2 14.5 5.4 3.0 100.0 77.2 10.7 1,114
Fourth 19.5 71.1 3.0 4.4 1.4 0.6 100.0 93.6 17.3 1,074
Highest 32.6 61.6 25 1.8 0.7 0.7 100.0 96.7 27.9 1,048
Total 14.2 56.6 29 16.2 7.2 29 100.0 73.7 12.8 5,695

Note: If the respondent mentioned more than one person attending during delivery, only the most qualified person is considered in this tabulation.
Totals may not add up to 100 percent because women with missing information have been deleted. Total includes 22 women for whom information on
ANC visits is missing and 2 women for whom information on place of delivery is missing.

1 Skilled provider includes doctor, nurse/midwife, and community health officer/nurse.

2 ANC visits includes only the most recent birth in the five years preceding the survey.

Table 9.6 also presents data on the prevalence of deliveries by caesarean section (C-section).
Nationally, 13 percent of births are delivered by cesarean section, an increase from 7 percent in 2008.
Delivery by C-section is highest among births to women age 35-49 (17 percent), first-order births (18
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percent), births for whom mothers had four or more ANC visits (15 percent), births in urban areas (19
percent) and in the Greater Accra region (23 percent), births to mothers with a secondary or higher
education (27 percent), and those in the richest households (28 percent).

Figure 9.1 shows the percent distribution of mothers with a birth in the five years preceding the
survey who delivered their last birth in a health facility, by duration of stay in the health facility and type
of delivery. As expected, the large majority of women with a vaginal birth stayed at a health facility for
two days or fewer (88 percent). In contrast, the large majority of women who delivered by C-section (89
percent) stayed at a health facility for three or more days.

Figure 9.1 Mother’s duration of stay in the health facility after giving birth

Percentage
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1 2 1

Vaginal birth Caesarean birth
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9.3 TRENDS IN MATERNAL CARE

Figure 9.2 shows trends in maternal care across the six GDHS surveys conducted in Ghana. All
the maternal care indicators improved over the past two and a half decades. The percentage of women
receiving antenatal care from a skilled provider has increased steadily from 82 percent in 1988 to 97
percent in 2014; the percentage of deliveries occurring in a health facility has increased from 42 percent in
1988 to 73 percent in 2014, and the percentage of births attended by a skilled provider has increased from
40 percent in 1988 to 74 percent in 2014.
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Figure 9.2 Trends in maternal health care, 1988-2014
Percent
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Note: Data for the 1988, 1993, and 1998 surveys refer to births, whereas data for antenatal care for the 2003, 2008,
and 2014 surveys refer to women who had a live birth. The reference period is five years preceding the survey except
for 1993, which refers to the three years preceding the survey. In the 2008 and 2014 surveys, a skilled provider
includes a community health officer, while in all previous surveys a community health officer was not included. For the
1988 survey, data for births that occurred in a health facility are missing.

9.4 PosTNATAL CARE FOR THE MOTHER

A large proportion of maternal and neonatal deaths occur during the first 48 hours after delivery.
Thus, prompt postnatal care for both the mother and the child is important to cater for any complications
arising from the delivery, as well as to provide the mother with important information on how to care for
herself and her child. Safe motherhood programmes recommend that all women receive a check of their
health within two days after delivery. Women who deliver at home should go to a health facility for
postnatal care services within 24 hours, and subsequent visits (including those by women who deliver in a
health facility) should be made at three days, seven days, and six weeks after delivery. It is also
recommended that women who deliver in a health facility should be kept there for at least 48 hours (up to
72 hours depending on the capacity of the institution), so that the mothers and infants may be monitored by
skilled personnel.

To assess the extent of postnatal care utilization, respondents were asked, for the last birth in the
two years preceding the survey, whether they had received a checkup after delivery, the timing of the first
checkup, and the type of health provider performing the postnatal checkup. This information is presented
according to background characteristics in Tables 9.7 and 9.8

9.4.1 Timing of First Postnatal Checkup for the Mother

Table 9.7 shows that about 7 in 10 women (72 percent) receive a postnatal checkup within 24
hours of delivery, and about 8 in 10 (81 percent) are checked within the critical first two days. Four percent
of women receive postnatal care 3-41 days after delivery.

Having a postnatal checkup within the most crucial period (first two days) is inversely associated
with the number of children a woman has; women with births of sixth or higher order are least likely to
receive an early postnatal checkup (67 percent). Women delivering in a health facility are more than twice
as likely to have a postnatal checkup within the first two days as women delivering elsewhere (93 percent
and 45 percent, respectively). Women living in rural areas (74 percent), those living in the Northern region
(59 percent), women with no education (68 percent), and those in the poorest households (65 percent) are
the least likely to have an early postnatal checkup compared with other subgroups.
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Table 9.7 Timing of first postnatal checkup for the mother

Among women age 15-49 giving birth in the two years preceding the survey, the percent distribution of the mother’s first postnatal checkup for the last live
birth by time after delivery, and the percentage of women with a live birth in the two years preceding the survey who received a postnatal checkup in the first
two days after giving birth, according to background characteristics, Ghana 2014

Percentage
of women
with a
Time after delivery of mother’s first postnatal checkup postnatal
checkup in
No the first two
Less than Don’t know/ postnatal days after Number of
Background characteristic 4 hours  4-23 hours  1-2 days 3-6 days  7-41 days missing checkup* Total birth women
Mother’s age at birth
<20 51.7 15.2 12.5 0.0 2.3 0.3 18.0 100.0 79.4 213
20-34 55.9 17.7 8.8 14 24 0.4 135 100.0 82.3 1,608
35-49 47.5 21.5 8.9 1.9 1.0 0.3 18.9 100.0 77.8 443
Birth order
1 52.8 21.3 10.7 0.3 18 0.7 12.2 100.0 84.9 509
2-3 58.5 16.3 9.7 1.0 25 0.3 11.7 100.0 84.6 915
4-5 53.5 19.9 6.6 2.2 2.0 0.4 154 100.0 79.9 524
6+ 42.4 15.7 9.1 2.7 1.8 0.0 28.2 100.0 67.2 316
Place of delivery
Health facility 61.6 22.4 9.4 0.6 13 0.4 4.2 100.0 93.4 1,691
Elsewhere 30.9 5.7 8.3 3.6 4.5 0.1 46.9 100.0 45.0 572
Residence
Urban 59.5 20.9 9.8 1.1 1.2 0.5 7.0 100.0 90.2 1,009
Rural 49.2 16.0 8.6 15 2.9 0.3 21.4 100.0 73.9 1,255
Region
Western 55.1 19.7 9.0 0.3 24 15 11.9 100.0 83.9 217
Central 56.7 19.3 5.2 1.6 2.3 0.5 14.5 100.0 81.2 258
Greater Accra 69.7 17.3 8.6 0.0 0.9 0.0 3.4 100.0 95.6 332
Volta 33.7 23.8 11.5 1.2 6.0 0.4 234 100.0 69.0 177
Eastern 46.7 11.5 15.2 1.2 4.3 0.6 20.5 100.0 73.4 206
Ashanti 66.9 17.9 6.1 1.2 0.6 0.4 6.8 100.0 91.0 397
Brong Ahafo 40.6 26.0 16.2 1.3 2.0 0.0 14.0 100.0 82.7 214
Northern 46.3 8.5 4.6 31 1.8 0.0 35.8 100.0 59.3 304
Upper East 46.8 27.2 17.5 3.8 2.6 0.5 1.7 100.0 91.4 95
Upper West 43.2 27.1 6.3 1.4 0.5 0.5 20.9 100.0 76.6 64
Education
No education 47.0 14.0 7.3 2.8 2.0 0.1 26.7 100.0 68.4 606
Primary 50.2 17.1 8.9 1.6 24 0.0 19.7 100.0 76.2 431
Middle/JSS/IHS 58.9 18.3 10.4 0.5 2.7 0.7 8.5 100.0 87.6 903
Secondary+ 57.3 26.9 9.3 0.6 0.4 0.6 4.9 100.0 93.6 324
Wealth quintile
Lowest 41.8 14.6 8.2 24 3.0 0.1 29.9 100.0 64.6 519
Second 49.5 13.7 115 13 2.8 0.2 21.0 100.0 4.7 474
Middle 53.6 20.4 9.3 1.7 3.2 0.5 11.4 100.0 83.2 433
Fourth 61.1 231 8.9 0.9 0.4 0.6 5.1 100.0 93.0 444
Highest 67.1 20.3 7.6 0.2 1.0 0.6 3.1 100.0 95.0 393
Total 53.8 18.2 9.1 1.4 2.1 0.4 15.0 100.0 81.1 2,264

Note: Total includes 1 woman for whom information on place of delivery is missing.
! Includes women who received a checkup after 41 days

9.4.2 Type of Provider of First Postnatal Checkup for the Mother

The skill level of the provider who performs the first postnatal checkup also has important
implications for maternal and neonatal health. Table 9.8 shows that 45 percent of women received
postnatal care from a nurse/midwife, 24 percent from a doctor, 4 percent from a community health
officer/nurse, and 8 percent from a traditional birth attendant. Mothers of first-order births, those who
delivered in a health facility, mothers living in urban areas and in the Greater Accra region, those with a
secondary or higher education, and mothers from the wealthiest households are more likely to have
received postnatal care from a skilled health provider than other mothers.
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Table 9.8 Type of provider of first postnatal checkup for the mother

Among women age 15-49 giving birth in the two years preceding the survey, the percent distribution by type of provider of the mother’s first
postnatal health check in the two days after the last live birth, according to background characteristics, Ghana 2014

Type of health provider of mother’s first postnatal checkup No postnatal
Community checkup in the
Background health officer/ Traditional birth  first two days Number
characteristic Doctor Nurse/midwife nurse attendant after birth Total of women
Mother’s age at birth
<20 15.7 46.6 6.0 10.2 21.6 100.0 213
20-34 23.2 45.4 45 8.1 18.8 100.0 1,608
35-49 29.2 40.1 1.9 6.4 225 100.0 443
Birth order
1 26.2 48.6 5.4 4.2 15.6 100.0 509
2-3 25.4 455 3.8 8.7 16.6 100.0 915
4-5 22.7 41.9 4.6 9.7 21.0 100.0 524
6+ 15.9 39.2 2.4 8.8 33.6 100.0 316
Place of delivery
Health facility 311 57.1 5.1 0.0 6.6 100.0 1,691
Elsewhere 1.6 7.2 1.2 315 58.5 100.0 572
Residence
Urban 33.5 50.7 3.5 2.3 10.0 100.0 1,009
Rural 15.7 39.5 4.6 125 27.6 100.0 1,255
Region
Western 24.9 44.2 4.2 8.7 18.0 100.0 217
Central 18.5 43.6 3.0 14.6 20.2 100.0 258
Greater Accra 42.3 44.8 5.7 2.8 4.4 100.0 332
Volta 26.4 35.2 3.4 3.6 315 100.0 177
Eastern 22.6 36.4 1.7 11.7 27.6 100.0 206
Ashanti 30.6 56.1 0.4 3.9 9.0 100.0 397
Brong Ahafo 17.3 52.3 5.9 6.9 17.6 100.0 214
Northern 4.4 29.1 7.3 15.9 43.3 100.0 304
Upper East 17.1 71.3 1.0 15 9.0 100.0 95
Upper West 17.5 33.8 17.7 6.5 24.6 100.0 64
Education
No education 11.9 38.0 5.8 11.2 33.0 100.0 606
Primary 20.5 42.7 3.7 7.9 25.1 100.0 431
Middle/JSS/IHS 26.0 48.7 3.9 8.4 13.0 100.0 903
Secondary+ 43.0 47.2 2.2 0.9 6.8 100.0 324
Wealth quintile
Lowest 6.3 37.4 7.0 11.8 375 100.0 519
Second 12.1 42.4 4.3 14.6 26.6 100.0 474
Middle 26.2 44.4 2.6 9.4 17.4 100.0 433
Fourth 36.6 52.1 29 15 7.0 100.0 444
Highest 43.0 47.8 3.3 0.6 5.2 100.0 393
Total 23.6 44.5 4.1 8.0 19.8 100.0 2,264

Note: Total includes 1 woman for whom information on place of delivery is missing.

9.5 POSTNATAL CARE FOR THE NEWBORN

As mentioned, a significant proportion of neonatal deaths occur during the first few hours of life
(48 hours) after delivery. The provision of postnatal care services for newborns should therefore start as
soon as possible after the child is born. The timing of the postnatal checkup for the newborn is similar to
that of the mother in that it should occur within two days after birth.

Table 9.9 shows that 30 percent of last births in the two years preceding the survey received a
postnatal checkup; 1 percent of the newborns received a postnatal checkup less than 1 hour after birth, 12
percent within 1 to 3 hours, 5 percent within 4 to 23 hours, 5 percent within 1-2 days, and 7 percent within
3-6 days. Overall, 23 percent of births received a checkup in the first two days after birth.

A large majority of newborns (70 percent) did not receive any postnatal checkup.

Birth order, place of delivery, residence, mother’s education level, and wealth quintile are closely
linked to the timing of the first postnatal checkup for the newborn. First-order newborns and those whose
mothers deliver in a health facility (25 percent each), newborns in Upper East (60 percent), newborns of
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mothers with primary or a secondary or higher education (27 percent each), and those from the richest
households (29 percent) have a greater chance of receiving a postnatal checkup within two days after birth
compared with other newborns.

Table 9.9 Timing of first postnatal checkup for the newborn

Percent distribution of last births in the two years preceding the survey by time after birth of first postnatal checkup, and the percentage of births with a
postnatal checkup in the first two days after birth, according to background characteristics, Ghana 2014

Time after birth of newborn’s first postnatal checkup

Percentage
of births with
a postnatal
checkup in
the first two

Background Less than No postnatal days after ~ Number of
characteristic 1 hour 1-3hours  4-23 hours 1-2 days 3-6 days checkup?! Total birth births
Mother’s age at birth
<20 1.7 7.3 7.2 35 5.6 74.7 100.0 19.7 213
20-34 1.2 12.9 4.6 5.1 6.8 69.3 100.0 23.7 1,608
35-49 15 9.9 5.2 4.2 8.5 70.6 100.0 20.8 443
Birth order
1 1.6 12.4 5.2 5.3 6.1 69.4 100.0 245 509
2-3 1.4 11.8 4.6 4.6 7.5 70.0 100.0 22.4 915
4-5 1.0 13.9 55 4.7 5.9 69.0 100.0 25.0 524
6+ 0.9 7.3 4.6 4.6 9.3 73.2 100.0 17.5 316
Place of delivery
Health facility 1.7 13.6 5.6 4.1 6.3 68.6 100.0 24.9 1,691
Elsewhere 0.2 6.3 3.1 6.9 9.1 74.4 100.0 16.4 572
Residence
Urban 1.0 12.4 4.7 5.2 8.6 67.9 100.0 23.4 1,009
Rural 15 11.2 51 4.4 5.8 71.9 100.0 223 1,255
Region
Western 0.0 3.9 1.2 14 2.8 90.4 100.0 6.5 217
Central 1.8 12.9 6.4 3.2 5.7 69.8 100.0 24.3 258
Greater Accra 1.1 27.3 8.1 5.6 3.0 54.8 100.0 42.1 332
Volta 0.9 6.1 5.0 7.3 12.3 68.4 100.0 19.3 177
Eastern 0.0 4.9 1.3 4.4 4.5 84.8 100.0 10.6 206
Ashanti 1.7 7.6 4.0 2.8 7.2 76.6 100.0 16.2 397
Brong Ahafo 0.0 4.7 3.5 2.9 7.2 81.6 100.0 11.2 214
Northern 2.9 9.6 2.8 6.4 14.2 64.1 100.0 21.8 304
Upper East 0.0 28.3 15.3 16.3 9.1 30.5 100.0 59.9 95
Upper West 6.4 251 12.1 5.7 2.9 47.6 100.0 49.2 64
Mother’s education
No education 1.9 13.0 4.1 59 9.1 66.0 100.0 24.8 606
Primary 0.8 14.3 6.0 5.8 5.9 67.2 100.0 26.9 431
Middle/JSS/IHS 0.8 8.3 5.1 3.9 6.1 75.7 100.0 18.1 903
Secondary+ 2.2 15.7 4.6 4.0 7.4 66.1 100.0 26.5 324
Wealth quintile
Lowest 1.8 11.0 5.7 6.9 11.1 63.4 100.0 25.4 519
Second 1.2 9.4 3.1 4.4 5.6 76.1 100.0 18.2 474
Middle 0.3 11.4 4.4 3.3 55 75.1 100.0 19.4 433
Fourth 1.0 11.6 6.0 3.6 4.5 73.2 100.0 22.2 444
Highest 2.0 16.3 5.5 5.4 7.9 62.6 100.0 29.3 393
Total 13 11.8 4.9 4.8 7.0 70.1 100.0 22.8 2,264

Note: Total includes 1 woman for whom information on place of delivery is missing.
! Includes newborns who received a checkup after the first week

9.5.1 Type of Provider of First Postnatal Checkup for the Newborn

Table 9.10 shows the type of provider of the newborn’s first postnatal checkup that took place
within two days after birth. Overall, 20 percent of newborns received a postnatal checkup from a skilled
provider: 19 percent from a doctor, 2 percent from a nurse/midwife, and a very small percentage (less than
1 percent) from a community health officer/nurse. Two percent of newborns received a postnatal checkup
from a traditional birth attendant.

Seventy-seven percent of newborns did not receive a postnatal checkup within the first two days
after birth. Differentials by background characteristics are similar to those observed for last births in the
two years preceding the survey by time of the newborn’s first postnatal checkup (Table 9.9).
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Table 9.10 Type of provider of first postnatal checkup for the newborn

Percent distribution of last births in the two years preceding the survey by type of provider of the newborn’s first postnatal health check during
the two days after the last live birth, according to background characteristics, Ghana 2014

Type of health provider of newborn’s first postnatal checkup No postnatal
Community checkup in the
Background health officer/ Traditional birth  first two days Number
characteristic Doctor Nurse/midwife nurse attendant after birth Total of births
Mother’s age at birth
<20 13.5 33 0.0 2.2 80.3 100.0 213
20-34 19.8 15 0.1 2.2 76.3 100.0 1,608
35-49 17.0 1.6 0.0 2.2 79.2 100.0 443
Birth order
1 20.0 25 0.0 1.6 75.5 100.0 509
2-3 18.5 1.5 0.1 2.1 77.6 100.0 915
4-5 21.9 0.8 0.0 2.2 75.0 100.0 524
6+ 11.5 2.4 0.0 35 82.5 100.0 316
Place of delivery
Health facility 23.3 1.6 0.0 0.0 75.1 100.0 1,691
Elsewhere 4.8 2.0 0.2 8.6 83.6 100.0 572
Residence
Urban 22.1 0.7 0.0 0.6 76.6 100.0 1,009
Rural 15.8 2.6 0.1 34 7.7 100.0 1,255
Region
Western 6.5 0.0 0.0 0.0 93.5 100.0 217
Central 20.3 2.0 0.0 2.0 75.7 100.0 258
Greater Accra 40.1 0.0 0.0 2.0 57.9 100.0 332
Volta 15.9 0.6 0.0 2.6 80.7 100.0 177
Eastern 3.2 0.4 0.5 6.4 89.4 100.0 206
Ashanti 14.7 0.0 0.0 15 83.8 100.0 397
Brong Ahafo 6.6 1.6 0.0 25 88.8 100.0 214
Northern 13.0 6.0 0.0 1.6 78.2 100.0 304
Upper East 57.4 14 0.0 1.2 40.1 100.0 95
Upper West 32.2 13.9 0.0 3.1 50.8 100.0 64
Mother’s education
No education 17.0 4.5 0.0 2.9 75.2 100.0 606
Primary 21.7 0.7 0.0 4.2 73.1 100.0 431
Middle/JSS/IHS 15.5 0.9 0.1 1.5 81.9 100.0 903
Secondary+ 26.4 0.1 0.0 0.0 735 100.0 324
Wealth quintile
Lowest 17.0 3.9 0.0 3.8 74.6 100.0 519
Second 11.3 2.5 0.2 4.2 81.8 100.0 474
Middle 155 1.4 0.0 2.3 80.6 100.0 433
Fourth 22.0 0.2 0.0 0.0 77.8 100.0 444
Highest 29.3 0.0 0.0 0.0 70.7 100.0 393
Total 18.6 1.7 0.0 2.2 77.2 100.0 2,264

Note: Total includes 1 woman for whom information on place of delivery is missing.

9.6 PROBLEMS IN ACCESSING HEALTH CARE

Many factors can prevent women from getting medical advice or treatment for themselves when
they are sick. Information on such factors is particularly important in understanding and addressing the
barriers women may face in seeking care during pregnancy and at the time of delivery.

In the 2014 GDHS, women were asked whether or not each of the following factors would be a
significant problem for them in seeking medical care: getting permission to go for treatment, getting
money for treatment, distance to a health facility, and not wanting to go alone. Table 9.11 shows that more
than half of women (51 percent) reported that at least one of these problems would pose a barrier to
seeking health care for themselves when they are sick. More than 4 in 10 women (42 percent) stated that
getting money for treatment is a serious problem in accessing health care for themselves, one in four (25
percent) stated distance to a health facility as a serious problem, and about one in six (16 percent) stated
that not wanting to go alone is a problem. Only 6 percent of women perceived getting permission to go for
treatment as a serious problem.
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Women with five or more children (62 percent), those who are divorced, separated, or widowed
(57 percent), unemployed women or those who are employed but not for cash (54 percent), women living
in rural areas (58 percent), and those residing in the Northern region (71 percent) are more likely than
other women to cite having at least one of these problems in seeking health care for themselves. This
percentage is also highest among women with no education and women in the poorest households (64
percent and 68 percent, respectively).

Table 9.11 Problems in accessing health care

Percentage of women age 15-49 who reported that they have serious problems in accessing health care for themselves when they are sick,
by type of problem, according to background characteristics, Ghana 2014

Problems in accessing health care

At least one
Getting problem
Background permission to go  Getting money Distance to Not wanting to accessing Number of
characteristic for treatment for treatment health facility go alone health care women
Age
15-19 8.7 46.5 27.9 245 58.4 1,625
20-34 5.6 38.0 23.7 13.6 47.1 4,589
35-49 5.3 44.6 26.4 13.7 51.9 3,182
Number of living children
0 7.4 38.5 235 19.3 50.3 2,994
1-2 5.0 37.2 22.1 13.1 45.8 2,843
3-4 5.2 43.6 25.3 12.3 50.3 2,119
5+ 6.4 54.5 35.7 17.4 61.8 1,440
Marital status
Never married 7.6 41.1 23.6 18.8 51.9 3,094
Married or living together 5.5 40.2 26.6 14.1 48.8 5,321
Divorced/separated/widowed 4.2 52.1 24.0 131 57.4 981
Employed last 12 months
Not employed 8.2 435 25.4 20.2 53.8 2,201
Employed for cash 5.1 40.5 24.8 13.2 48.5 5,681
Employed not for cash 6.3 43.8 27.5 17.5 54.2 1,514
Residence
Urban 5.5 35.2 17.2 13.7 44.1 5,051
Rural 6.6 49.3 34.9 17.7 58.4 4,345
Region
Western 8.0 34.3 19.7 6.7 44.0 1,038
Central 4.1 34.3 18.2 11.9 423 937
Greater Accra 3.7 24.8 12.6 13.4 354 1,898
Volta 2.2 61.8 32.2 16.8 69.7 720
Eastern 8.8 47.4 36.2 17.6 59.1 878
Ashanti 6.8 49.3 26.6 17.3 55.9 1,798
Brong Ahafo 5.8 325 21.3 13.6 41.7 769
Northern 8.6 60.2 49.8 33.7 70.8 786
Upper East 4.3 46.0 20.0 9.4 515 358
Upper West 15.1 64.1 53.8 15.2 70.2 215
Education
No education 6.8 54.9 37.8 21.0 63.5 1,792
Primary 6.8 50.8 28.8 15.3 58.6 1,672
Middle/JSS/IHS 5.9 39.6 225 14.3 48.7 3,862
Secondary+ 5.0 27.0 17.1 13.4 36.9 2,070
Wealth quintile
Lowest 7.6 58.6 45.1 24.3 67.6 1,511
Second 7.5 54.0 35.2 18.2 63.4 1,636
Middle 6.6 45.6 23.7 13.7 53.9 1,938
Fourth 5.2 36.4 18.4 125 445 2,117
Highest 4.1 22.7 12.6 12.1 32.7 2,194
Total 6.0 41.7 25.4 155 50.7 9,396
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CHILD HEALTH AND EARLY DEVELOPMENT 1 O

Key Findings:

o Ten percent of newborns have low birth weights (less than 2.5 kg).

e The proportion of children age 12-23 months who have received all basic
immunisations has dropped from 79 percent in 2008 to 77 percent in 2014.

e Four percent of children under age 5 showed symptoms of acute
respiratory infection in the two weeks before the survey; and about one half
of these children were taken to a health facility or provider for advice or
treatment.

¢ Half of children age 4-15 were engaged by an adult household member in
more than four activities that support learning during the seven days
preceding the survey; children living in the richest households were almost
twice as likely as those living in the poorest households to engage in these
activities.

o Over half of children age 4-15 have not had anyone read to them, and over
one-fifth live in households with no children’s books or reading materials.

¢ More than one-third of the children who attended school in the 2014-2015
school year regularly brought their reading materials home.

o Nearly 6 in 10 parents/caretakers want their children age 4-15 to be taught
in both English and a local language while, about 3 in 10 prefer their
children to be taught in English only.

o The majority of children age 4-15 years who attended school in the 2014
2015 school year walked to school (84 percent) and nearly one-third spend
more than 20 minutes to get to school.

part of the chapter discusses data on child health, including neonatal conditions (weight and size at

birth), vaccination status, and treatment practices the three major childhood illnesses of acute
respiratory infection (ARI), fever, and diarrhoea. The information on weight and size, treatment practices,
and contact with health facilities during illness paves the way for strategic planning and implementation of
programmes to reduce neonatal and infant mortality. When combined with information on childhood
mortality, this information can be used to identify those women and children who face increased risk because
they do not fully use existing maternal and child health (MCH) services, and to assist with planning
improvements for these services.

r I \his chapter presents findings from the 2014 GDHS on child health and early development. The first

Information was obtained for all live births that occurred in the five years preceding the survey.
Wherever possible, data from the 2014 GDHS are compared with data from the five earlier DHS surveys in
Ghana, conducted in 1988, 1993, 1998, 2003, and 2008. However, analysis of trends in maternity care
indicators is complicated by differences among the questions asked. The first three GDHS surveys asked
questions on antenatal care and tetanus injections for all births, whereas the 2003, 2008, and 2014 surveys
confined these questions to the most recent birth. In addition, the questions on maternity care and children’s
health referred to periods of varying lengths of time (sometimes five years and sometimes three years)
preceding the survey. Although it is possible to adjust for some of these inconsistencies, it is not possible to
do so for all. Therefore, caution should be used when interpreting the trend data.

The second part of the chapter focuses on early childhood development. It presents information on
how parents and household members engage and support children’s learning and development, as well as
the mode of travel and time it takes to get to school.
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10.1 CHILD’S Size AND WEIGHT AT BIRTH

A child’s birth weight or size at birth indicates the child’s vulnerability to the risk of childhood
illness and the child’s chance of survival. Children whose birth weight is less than 2.5 kilograms, or children
reported to be very small or smaller than average are considered to have a higher than average risk of early
childhood death. For births in the five years preceding the survey, birth weight was recorded on the
questionnaire if available from written records or mother’s recall. Because birth weight may not be known
for many babies, the mother’s estimate of the baby’s size at birth was also obtained. Even though the estimate
is subjective, it can be a useful proxy for the weight of the child.

Table 10.1 presents information on child’s weight and size at birth, according to background
characteristics. Sixty percent of children born in the five years preceding the survey were weighed at birth.
Among children with a reported birth weight, 10 percent were of low birth weight (less than 2.5 kg). The
results on size of the baby at birth show only small differences by background characteristics. The proportion
of babies reported to be of low birth weight was highest in teenage mothers (12 percent) and among first-
order births (12 percent). The Eastern region has the highest proportion of babies with low birth weight (14
percent), while the Volta region has the lowest proportion (6 percent). Women in the lowest wealth quintile
recorded the highest proportion of babies with low birth weight (11 percent).

Overall, sixteen percent of births are reported to be very small or smaller than average.
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Table 10.1 Child’s size and weight at birth

Percent distribution of live births in the five years preceding the survey by mother’s estimate of baby’s size at birth, percentage of live births in the
five years preceding the survey that have a reported birth weight, and among live births in the five years preceding the survey with a reported birth
weight, percentage less than 2.5 kg, according to background characteristics, Ghana 2014

Percentage Births with a reported
Percent distribution of all live births by size of child at birth of all births birth weight!
Smaller that have a Percentage
Background than Average or Don’t know/ reported  Number of lessthan Number of
characteristic Very small  average larger missing Total birth weight' births 2.5kg births
Mother’s age at birth
<20 6.5 11.5 81.7 0.3 100.0 53.2 573 11.6 304
20-34 4.1 10.9 84.9 0.2 100.0 62.2 4,042 9.2 2,516
35-49 5.0 12.3 81.8 0.9 100.0 56.8 1,080 9.9 614
Birth order
1 4.9 13.6 81.4 0.1 100.0 69.1 1,387 12.2 958
2-3 4.0 10.5 85.2 0.4 100.0 64.6 2,194 9.4 1,418
4-5 4.6 10.3 85.0 0.1 100.0 55.8 1,336 7.2 745
6+ 49 10.9 83.3 0.9 100.0 40.3 778 7.6 313
Mother’s smoking status
Smokes cigarettes/
tobacco * * * * 100.0 * 2 * 2
Does not smoke 4.5 1.2 84.0 0.3 100.0 60.3 5,692 9.5 3,432
Residence
Urban 3.8 11.9 84.0 0.4 100.0 76.5 2,563 9.6 1,961
Rural 5.1 10.7 84.0 0.3 100.0 47.0 3,132 9.5 1,473
Region
Western 2.8 8.4 88.6 0.2 100.0 56.9 574 8.7 326
Central 2.9 9.3 87.7 0.1 100.0 52.0 622 8.0 324
Greater Accra 21 12.7 85.2 0.0 100.0 80.0 880 6.5 704
Volta 6.5 13.8 79.8 0.0 100.0 63.1 436 5.8 275
Eastern 52 15.3 79.3 0.2 100.0 49.1 532 13.5 261
Ashanti 4.9 10.3 84.1 0.8 100.0 73.7 1,065 1.4 785
Brong Ahafo 3.2 13.4 82.9 0.5 100.0 63.7 497 10.6 317
Northern 9.0 6.4 84.3 0.3 100.0 28.4 709 12.9 201
Upper East 5.8 16.5 76.7 1.1 100.0 67.9 227 10.5 154
Upper West 1.6 14.0 84.3 0.2 100.0 57.3 152 12.7 87
Mother’s education
No education 57 9.7 84.1 0.5 100.0 41.3 1,561 8.6 645
Primary 3.9 11.0 85.1 0.0 100.0 50.6 1,141 8.0 577
Middle/JSS/JHS 45 12.5 82.7 0.3 100.0 68.6 2,208 11.1 1,514
Secondary+ 3.1 11.0 85.5 0.5 100.0 88.9 785 8.4 698
Wealth quintile
Lowest 6.5 1.1 82.0 0.4 100.0 37.9 1,263 11.4 478
Second 35 10.8 85.6 0.2 100.0 45.0 1,196 8.6 538
Middle 53 10.7 83.9 0.2 100.0 61.8 1,114 8.4 688
Fourth 3.9 12.4 83.2 0.4 100.0 75.3 1,074 9.9 808
Highest 3.0 1.3 85.3 0.4 100.0 87.9 1,048 9.7 921
Total 45 11.2 84.0 0.3 100.0 60.3 5,695 9.5 3,434

Note: Total includes 1 child for whom information on mother’'s smoking status is missing. An asterisk indicates that a figure is based on fewer than
25 unweighted cases and has been suppressed.
" Based on either a written record or the mother’s recall

10.2 VACCINATION COVERAGE

The 2014 GDHS collected information on immunisation coverage for all children born in the five
years before the survey. The government of Ghana has adopted the World Health Organisation (WHO) and
UNICEF guidelines for vaccinating children. According to these guidelines, to be considered fully vacci-
nated, a child should receive the following vaccinations: one dose each of BCG and measles, three doses of
polio vaccine, and three doses of DPT. In addition, in Ghana, a vaccine against yellow fever is recommended
for children. BCG, which protects against tuberculosis, should be given at birth or at first clinical contact.
DPT protects against diphtheria, pertussis (whooping cough), and tetanus. A dose of polio vaccine is given
at birth (Polio 0) or within 13 days of birth. DPT and polio vaccine guidelines require three vaccinations at
approximately 6, 10, and 14 weeks of age. The measles and yellow fever vaccines are given at nine months.
Currently, the pentavalent vaccine, (DPT-HepB-Hib) introduced in 2002, has replaced the DPT vaccine.
This vaccine contains, in addition to DPT, the hepatitis B vaccine and a vaccine against Haemophilus
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influenza type B. It is recommended that children receive the complete schedule of vaccinations before 12
months.

In 2012, the Ministry of Health introduced two new vaccines, the pneumococcal and rotavirus
vaccines. These protect children from pneumococcal diseases (particularly pneumonia and other invasive
pneumococcal diseases) and diarrhea, respectively. The country had earlier in the year introduced a measles
second-dose vaccine at 18 months. In 2013, the Ministry of Health replaced the measles-only vaccine at
nine months with a rubella-containing measles vaccine [Measles-Rubella (MR) vaccine] also given at nine
months. Ghana follows a schedule for the administration of all basic childhood vaccines. BCG is given
shortly after birth. Oral polio vaccine is given at birth and at approximately age 6, 10, and 14 weeks.
Pentavalent vaccine is also given at approximately age 6, 10, and 14 weeks. Measles-rubella and yellow
fever vaccines are given at or soon after the child reaches 9 calendar months (39 weeks). The rotavirus
vaccine is given at age 6 and 10 weeks. The pneumococcal vaccine is administered as an injection to infants
in three doses at age 6, 10, and 14 weeks. The measles-only dose offered to children at 18 months is primarily
a booster dose. It is recommended that all vaccinations be recorded on a card that is given to the parents or
guardians.

In the 2014 GDHS, information on vaccination coverage was obtained in two ways—ifrom health
cards and from mother’s verbal reports. All mothers were asked to show the interviewer the health card on
which the child’s immunisations are recorded. If the card was available, the interviewer copied the dates of
each vaccination received. If a vaccination was not recorded on the card, the mother was asked to recall
whether that particular vaccination had been given. If the mother was not able to present a card for a child,
she was asked to recall whether the child had received BCG, polio, pentavalent, pneumococcal, rotavirus,
measles, and yellow fever vaccines. If she recalled that the child had received the polio, pentavalent, measles,
pneumococcal or rotavirus vaccines, she was asked about the number of doses that the child received.

The data presented in Table 10.2.1 are for children age 12-23 months, the youngest cohort of
children who have reached the age by which they should have had the basic vaccines, and are restricted to
children who were alive at the time of the survey. The table shows the percentage of children age 12-23
months who received specific vaccines at any time before the survey by source of information. Overall, 77
percent of children age 12-23 months are fully immunised (have received all basic vaccinations). This
percentage is slightly lower than that reported in the 2008 GDHS (79 percent). Only 2 percent of children in
Ghana have not received any vaccinations; in the 2008 GDHS, by comparison, 1 percent of children was
reported to have not received any vaccinations. Seventy-one percent of children age 12-23 months were fully
immunised by age 12 months, which is slightly higher than that reported in the 2008 GDHS (70 percent).

With respect to specific vaccines, 97 percent of children have received BCG, 97 percent have
received the first dose of pentavalent vaccine, 97 percent have received polio 1, 93 percent have received
the first dose of pneumococcal vaccine, and 91 percent have received one dose of rotavirus vaccine.
Coverage for the pentavalent, polio, pneumococcal, and rotavirus vaccinations declines with subsequent
doses; 89 percent of children received the recommended three doses of pentavalent (DPT-HepB-Hib), 84
percent received three doses of polio, 89 percent received two doses of rotavirus, and 84 percent received
three doses of pneumococcal vaccine. Coverage of the first dose of measles vaccine is 89 percent and that
of yellow fever is 88 percent, similar to that reported in the 2008 GDHS (90 percent and 89 percent,
respectively, for measles and yellow fever).

128 - Child Health and Early Development



Table 10.2.1 Vaccinations by source of information: Children age 12-23 months

Percentage of children age 12-23 months who received specific vaccines at any time before the survey, by source of information (vaccination card or mother’s report), and
percentage vaccinated by 12 months of age, Ghana 2014

All age
appro-
Pentavalent Polio’ Pneumococcal Rotavirus priate  All basic No Number

Source of Yellow vaccina- vaccina- vaccina- of
information BCG 1 2 3 0 1 2 3 Measles 1 1 2 3 1 2 fever tions? tions® tions children
Vaccinated at any
time before
survey
Vaccinationcard 86.8 87.2 86.6 844 69.8 879 87.3 827 80.5 85.1 84.0 80.3 837 825 794 57.0 76.4 0.0 982
Mother’s report 100 94 88 41 90 92 62 14 8.8 82 73 39 77 62 8.6 0.8 0.9 1.6 132
Either source 96.8 96.6 954 88.5 78.8 97.1 93.5 84.0 89.3 93.3 91.3 842 913 887 88.0 57.7 77.3 1.6 1,113
Vaccinated by 12
months of age* 96.6 96.5 95.3 87.7 78.8 97.0 93.4 83.3 82.5 93.2 91.0 83.0 908 885 79.1 50.8 711 1.6 1,113

" Polio 0 is the polio vaccination given at birth.

2BCG, three doses of pentavalent (DPT-HepB-Hib) vaccine, four doses of polio vaccine, one dose of measles, three doses of pneumococcal vaccine, two doses of rotavirus
vaccine, and one dose of yellow fever

3 BCG, measles, and three doses each of pentavalent (DPT-HepB-Hib) and polio vaccine (excluding polio vaccine given at birth)

4 For children whose information is based on the mother’s report, the proportion of vaccinations given during the first year of life is assumed to be the same as for children
with a written record of vaccination.

Table 10.2.2 shows the percentage of children age 24-35 months who received specific vaccines at
any time before the survey by source of information and proportion vaccinated by the appropriate age.
Overall, 36 percent of children age 24-35 months have received all age-appropriate vaccinations. Sixty-four
percent of children age 24-35 months received all age appropriate vaccinations by the recommended age.
With respect to specific vaccines by the appropriate age, 97 percent of children received BCG, 96 percent
received the first dose of pentavalent vaccine, 96 percent received polio 1, 75 percent received the first dose
of pneumococcal vaccine, and 71 percent received the first dose of rotavirus vaccine. As expected,
vaccination coverage by the recommended age for the pentavalent, polio, pneumococcal, and rotavirus
vaccinations declines with subsequent doses; 86 percent of children received the recommended three doses
of pentavalent (DPT-HepB-Hib), 80 percent received three doses of polio, 61 percent received three doses
of pneumococcal vaccine, and 66 percent received two doses of rotavirus vaccine. Coverage of the first dose
vaccines by the recommended age is 90 percent for measles vaccine, 87 percent for yellow fever, and 60
percent for the second dose of measles. The results of the 2014 GDHS relate to fieldwork that took place
from September to December, 2014. Therefore, the relatively lower coverage for the newer vaccines
(rotavirus and pneumococcal) in children age 24-35 months is probably the result of missed opportunities
for children who were, at the time of the introduction, relatively older, and had taken more than their first
doses of the traditional vaccines given at 6, 10, and 14 weeks. Consequently, the results should be interpreted
with caution.

Table 10.2.2 Vaccinations by source of information: Children 24-35 months

Percentage of children age 24-35 months who received specific vaccines at any time before the survey, by source of information (vaccination card or mother’s report), and
percentage vaccinated by appropriate age, Ghana 2014

All age
Pentavalent Polio' Pneumococcal  Rotavirus appro-

priate No
Source of Yellow vaccina- vaccina- Number of
information BCG 1 2 3 0 1 2 3 Measles1 1 2 3 1 2 fever Measles 2 tions? tions children
Vaccinated at any
time before
survey
Vaccination card 78.7 786 775 76.1 60.8 79.3 78.1 75.8 72.8 60.8 57.5 529 58.7 549 718 51.5 34.7 0.2 872
Mother’s report 179 17.8 16.0 9.7 16.0 17.0 13.2 3.9 17.2 143 126 8.3 127 113 15.9 11.6 1.6 1.3 218
Either source 96.6 96.4 935 85.8 76.8 96.3 91.2 79.8 90.0 75.0 70.0 61.3 714 66.2 87.7 63.2 36.3 1.5 1,090
Vaccinated by
appropriate age®* 96.6 96.2 93.4 85.6 76.8 96.2 91.2 79.9 89.5 747 70.0 60.8 71.0 656 87.0 59.5 63.6 1.7 1,090

' Polio 0 is the polio vaccination given at birth.

2BCG, three doses of pentavalent (DPT-HepB-Hib) vaccine, four doses of polio vaccine, two doses of measles, three doses of pneumococcal vaccine, two doses of rotavirus
vaccine, and one dose of yellow fever

3 For children whose information is based on the mother’s report, the proportion of vaccinations given during the first year of life is assumed to be the same as for children
with a written record of vaccination.

4By 12 months of age for all vaccines, except measles 2 vaccine, which should be received by 24 months of age
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Table 10.3.1 shows the percentage of children age 12-23 months who received specific vaccines at
any time before the survey (according to a vaccination card or the mother’s report), and the percentage with
a vaccination card by background characteristics. Vaccination coverage does not differ substantially by
background characteristics, but there are some notable trends. Children in urban areas are most likely to have
all basic vaccinations, but children in rural areas are most likely to have all age appropriate vaccinations.
Children who are their mother’s sixth or higher birth have lower rates of age-appropriate vaccination and, in
fact, are more likely to have never been vaccinated. Children whose mothers have a secondary or higher
education have noticeably higher rates of both basic and age-appropriate vaccinations. The proportion of
children with all basic vaccinations does not vary with the mother’s wealth quintile, but age appropriate
vaccinations increase with increasing wealth of the mother.

Table 10.3.1 Vaccinations by background characteristics: Children 12-23 months

Percentage of children age 12-23 months who received specific vaccines at any time before the survey (according to a vaccination card or the mother’s report), the percentage ever with
a vaccination card, and the percentage with a vaccination card seen, by background characteristics, Ghana 2014

Percent-
All age Percent- age with
. . appro- age ever a
Pentavalent Polio’ Pneumococcal  Rotavirus priate  All basic  No witha vaccina- Number
Background Yellow vaccina- vaccina- vaccina- vaccina- tion card of
characteristic BCG 1 2 3 0 1 2 3 Measles 1 1 2 3 1 2 fever tions? tions® tions tioncard seen children
Sex
Male 96.3 959 94.7 86.8 77.0 96.5 93.0 83.4 88.2 92.3 90.1 81.7 90.7 879 86.8 57.2 78.1 1.9 98.9 88.5 564
Female 97.2 97.3 96.2 90.3 80.6 97.7 94.0 84.7 90.3 94.3 925 86.8 92.0 89.6 89.2 58.3 76.6 1.2 99.1 87.9 550
Birth order
1 954 96.1 953 849 80.5 96.5 93.9 78.8 88.3 93.7 91.7 818 91.1 888 893 56.3 70.2 1.9 98.7 83.0 260
2-3 98.7 97.3 958 90.9 834 974 93.6 87.1 91.0 94.6 93.0 86.3 93.0 90.6 89.0 61.8 81.4 0.8 99.7 89.8 426
4-5 974 972 959 892 772 97.2 93.2 853 89.1 93.8 914 86.4 915 89.3 86.9 59.0 80.6 1.6 99.1 90.6 265
6+ 928 949 937 87.0 66.5 96.9 929 823 86.6 88.4 858 79.2 87.0 825 847 47.3 72.6 3.1 97.7 88.3 162
Residence
Urban 97.2 959 945 88.1 87.3 96.1 922 83.0 88.3 941 919 857 91.0 883 87.2 64.4 76.0 1.6 99.9 86.3 499
Rural 964 972 96.2 88.8 71.8 97.9 945 848 90.0 92.6 90.8 83.0 91.6 89.0 88.6 52.3 78.4 1.6 98.3 89.7 615
Region
Western 96.8 954 94.8 835 845 976 91.2 787 85.6 87.3 85.6 80.5 83.7 80.5 789 52.9 69.4 24 98.7 85.9 104
Central 959 984 984 895 814 984 954 77.2 90.2 946 927 84.6 945 920 87.2 51.1 70.9 1.6 100.0 82.1 133
Greater Accra 984 972 96.3 91.1 946 96.7 934 86.3 92.2 95.2 93.6 88.3 952 924 929 76.4 82.3 1.2 100.0 85.2 179
Volta 96.4 909 909 85.6 80.7 93.9 90.7 86.4 83.8 89.5 87.7 835 89.6 865 86.9 62.7 78.8 1.7 98.3 86.0 86
Eastern 945 947 925 89.8 70.7 97.9 95.7 90.0 86.9 944 91.0 88.3 90.1 86.8 89.6 59.8 79.5 21 100.0 92.8 103
Ashanti 98.1 99.1 957 925 774 97.3 93.1 84.8 95.1 945 93.1 83.6 89.2 86.1 93.6 53.1 78.9 0.0 100.0 90.3 180
Brong Ahafo 100.0 99.5 99.5 88.2 724 100.0 96.4 85.1 93.0 97.8 97.2 883 97.0 97.7 889 56.2 82.2 0.0 100.0 91.6 117
Northern 921 93.6 92.0 80.7 57.8 942 90.3 797 79.4 88.9 85.6 76.9 88.6 851 775 41.0 69.0 4.4 94.6 88.9 140
Upper East 97.9 987 979 933 929 97.1 942 90.7 92.1 95.0 92.0 78.6 89.1 87.2 935 65.2 85.0 1.3 98.7 92.1 43
Upper West 98.6 975 975 96.7 86.1 98.6 98.6 94.6 96.4 96.0 93.7 88.9 96.0 926 949 73.1 91.2 1.4 100.0 96.6 29
Mother’s
education
No education 93.0 951 942 86.7 684 96.1 92.8 84.2 85.8 90.9 88.6 83.0 89.5 87.5 846 51.4 75.6 3.5 96.9 89.6 305
Primary 98.0 939 90.6 83.7 72.0 95.0 90.5 79.5 87.7 90.3 85.8 76.0 869 822 875 50.2 75.2 1.0 99.6 86.2 209
Middle/JSS/JHS 98.0 98.7 98.0 90.0 83.8 989 952 854 90.8 956 95.0 86.2 934 911 888 58.9 77.7 0.7 99.9 89.2 448
Secondary+ 99.0 974 97.0 943 943 96.5 94.1 857 93.7 95.2 93.1 92.0 948 929 929 77.5 82.6 1.0 100.0 84.8 152
Wealth quintile
Lowest 957 958 95.1 874 634 969 942 852 86.5 91.8 88.9 80.9 90.6 87.9 85.1 47.3 775 27 97.3 915 249
Second 954 96.3 94.4 86.5 725 97.5 93.2 856 89.5 92.0 89.6 81.2 90.5 88.0 87.0 51.8 77.4 1.2 98.8 89.0 236
Middle 98.2 96.7 94.7 88.6 78.6 97.1 93.9 822 89.3 93.8 90.9 83.7 924 894 884 58.1 78.2 1.2 99.7 88.3 209
Fourth 96.2 96.0 949 88.8 876 97.2 92.7 853 88.9 92.2 919 86.6 914 87.8 905 66.5 77.4 1.9 99.7 88.1 221
Highest 989 985 985 919 96.0 96.7 934 814 92.9 97.3 96.1 89.9 921 90.7 895 67.7 76.0 0.6 100.0 82.8 198
Total 96.8 96.6 954 885 788 97.1 935 84.0 89.3 93.3 913 84.2 91.3 88.7 88.0 57.7 77.3 1.6 99.0 882 1,113

" Polio 0 is the polio vaccination given at birth.

2 BCG, three doses of pentavalent (DPT-HepB-Hib) vaccine, four doses of polio vaccine, one dose of measles vaccine, three doses of pneumococcal vaccine, two doses of rotavirus
vaccine, and one dose of yellow fever vaccine

3 BCG, measles, and three doses each of pentavalent (DPT-HepB-Hib) and polio vaccine (excluding polio vaccine given at birth)
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Table 10.3.2 shows the percentage of children age 24-35 months who received specific vaccines at
any time before the survey (according to a vaccination card or the mother’s report), and the percentage with
a vaccination card by background characteristics. Large differences in coverage of age-appropriate
vaccinations are observed at the level of regions; the lowest percentage of children with age-appropriate
vaccination coverage is in the Central region (18 percent) and the highest is in the Greater Accra region (48
percent). Age-appropriate vaccination coverage generally increases somewhat with increasing education.
The proportion of children with age-appropriate vaccination does not vary markedly with sex, birth order,
residence, or mother’s wealth quintile.

Overall, 80 percent of mothers of children 24-35 months had the children’s vaccination card seen
by interviewers, lower than for children age 12-23 months (88 percent), probably due to the misplacement
or wear and tear of older children’s cards.

Table 10.3.2 Vaccinations by background characteristics: Children 24-35 months

Percentage of children age 24-35 months who received specific vaccines at any time before the survey (according to a vaccination card or the mother’s report), the percentage ever with a
vaccination card, and the percentage with a vaccination card seen, by background characteristics, Ghana 2014

Percent-
All age- Percent- age with
- ) appro- age ever a
Pentavalent Polio Pneumococcal Rotavirus priate No witha vaccina- Number

Background Yellow vaccina- vaccina- vaccina- tion card of
characteristic BCG 1 2 3 0 1 2 3  Measles 1 1 2 3 1 2 fever Measles 2 tions? tions tioncard seen children
Sex

Male 964 96.8 938 885 77.2 96.7 917 811 90.1 747 687 59.8 71.7 65.6 89.1 62.2 33.0 1.7 98.8 83.0 567

Female 969 959 932 829 763 959 90.7 783 89.8 754 714 629 71.2 66.8 86.2 64.3 39.9 14 98.1 76.8 524
Birth order

1 96.0 964 916 820 808 953 881 779 92.0 758 706 572 742 686 91.8 66.5 39.7 21 98.5 75.9 290

2-3 969 969 953 89.8 810 969 93.1 825 90.5 749 695 649 726 68.1 86.9 62.3 37.7 1.0 98.3 81.0 403

4-5 975 966 944 885 719 968 929 820 87.5 756 723 63.7 716 653 856 57.7 30.8 14 98.9 84.1 272

6+ 953 944 903 76.0 645 958 887 707 89.0 725 657 54.0 608 56.4 85.1 70.1 36.1 2.4 97.8 77.3 126
Residence

Urban 986 97.1 934 876 858 958 909 79.0 89.1 79.7 743 656 771 71.0 88.1 62.1 37.7 0.9 99.6 78.5 518

Rural 949 957 936 842 686 96.8 915 80.5 90.8 70.8 66.2 574 66.3 619 87.3 64.1 35.1 21 97.4 81.4 572
Region

Western 954 914 887 788 795 922 821 76.1 84.8 64.1 609 53.8 66.0 62.0 80.5 64.6 29.4 3.9 99.6 791 111

Central 946 975 963 815 768 983 949 723 90.0 751 695 49.0 66.1 59.8 89.5 57.7 17.8 1.2 98.8 67.6 119

Greater Accra 100.0 100.0 979 953 100.0 98.8 98.2 83.6 91.0 895 840 826 87.2 842 923 68.0 48.2 0.0 100.0 79.1 178

Volta 99.2 93.8 938 873 761 97.8 965 883 90.2 69.6 696 63.8 669 651 87.5 722 46.6 0.0 100.0 91.7 92

Eastern 952 924 89.7 81.1 666 958 90.0 78.4 86.5 79.0 76.0 69.0 735 715 819 70.7 451 3.0 100.0 83.3 107

Ashanti 99.0 979 933 87.7 714 938 86.5 789 93.4 73.7 650 495 706 604 91.2 58.4 33.3 1.0 99.0 80.0 210

Brong Ahafo 99.1 99.2 969 89.2 704 100.0 97.7 87.0 96.3 829 803 756 776 755 93.6 67.4 44.9 0.0 99.1 84.9 92

Northern 86.7 946 878 75.0 583 938 817 69.2 82.2 625 542 483 588 51.1 788 47.2 26.2 4.7 89.4 71.9 115

Upper East 100.0 978 97.0 920 87.3 100.0 99.2 86.6 95.1 799 773 693 756 67.5 88.1 723 39.8 0.0 100.0 91.6 40

Upper West 96.3 965 96.0 952 823 98.0 98.0 97.2 95.1 571 564 53.1 534 516 93.1 66.6 29.8 1.5 100.0 91.8 26
Mother’s

education

No education 927 932 900 793 615 949 877 766 85.8 67.6 62.1 545 627 587 815 57.1 314 3.1 95.0 79.8 271

Primary 98.7 975 933 841 768 96.7 918 77.7 87.6 754 716 623 71.0 653 844 56.0 29.5 0.7 99.7 82.1 239

Middle/JSS/JHS 97.6 96.9 942 884 803 962 915 80.6 91.0 762 712 618 73.6 67.9 90.0 67.9 39.0 1.2 99.7 78.0 429

Secondary+ 979 98.8 984 928 942 988 959 86.5 98.5 845 786 70.3 814 761 97.3 72.0 48.2 1.2 99.0 82.7 151
Wealth quintile

Lowest 923 965 919 83.0 619 959 888 787 89.6 711 657 584 659 615 858 66.8 38.6 24 94.2 81.5 217

Second 954 955 942 887 619 968 94.0 84.0 86.7 65.6 60.3 52.6 620 582 826 53.7 27.8 2.7 99.1 87.1 233

Middle 982 936 915 815 835 948 885 80.9 90.6 726 679 589 676 60.7 88.2 64.1 34.1 1.5 99.6 78.9 211

Fourth 993 974 953 858 909 96.1 909 726 88.6 815 768 674 795 736 88.6 63.8 37.1 0.4 100.0 74.9 209

Highest 983 989 945 896 874 979 936 822 945 852 80.3 69.8 829 776 93.7 68.3 44.4 0.6 99.3 76.9 220
Total 96.6 96.4 935 858 768 963 912 79.8 90.0 75.0 70.0 613 714 66.2 87.7 63.2 36.3 1.5 98.5 80.0 1,090

" Polio 0 is the polio vaccination given at birth.
2 BCG, three doses of pentavalent (DPT-HepB-Hib) vaccine, four doses of polio vaccine, two doses of measles vaccine, three doses of pneumococcal vaccine, two doses of rotavirus vaccine,
and one dose of yellow fever vaccine
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10.3 TRENDS IN VACCINATION COVERAGE

Table 10.4 shows, among children age 12-59 months at the time of the survey, the percentage who
received specific vaccines by age 12 months and the percentage with a vaccination card. Sixty-four percent
of children age 12-59 months received all their vaccinations by age 12 months. Children in the oldest cohort
(48-59 months) are less likely to have received all their vaccinations (55 percent) than children age 12-23
months (71 percent). This pattern is seen with each vaccine but is more marked when all the vaccines are
considered together. Vaccination cards were shown to interviewers for 88 percent of children age 12-23
months, compared with 67 percent of children age 48-59 months. The difference may partly result from
cards for older children having been lost or misplaced over the longer period of time. This difference is
similar to findings in the 2008 GDHS, where 86 percent of children age 12-23 months and 60 percent of
children age 48-59 months had their cards seen. Overall, vaccination cards were shown to interviewers for
77 percent of children age 12-59 months, an improvement over 2008 where cards were shown to interviewers
for 73 percent of children.

The findings from the 2014 GDHS support a trend towards increasing vaccination coverage for
children 12-23 months from 1988. However, the percentage of fully immunised children dropped from 79
percent in 2008 to 77 percent in 2014 (Figure 10.1). On the contrary, the coverage for various vaccines has
marginally improved over the 2008 coverage levels. Immunisation coverage has improved among children
of mothers with a secondary or higher education (83 percent in 2014 compared with 74 percent in 2008).
Immunisation coverage also improved among children of mothers with no education (76 percent in 2014
compared with 73 percent in 2008). This notwithstanding, there were decreases in vaccination coverage. The
most notable declines were among children in the Western region (from 82 percent in 2008 to 69 percent in
2014), in the Ashanti region (from 85 percent in 2008 to 79 percent in 2014), and among children in highest
wealth quintile (from 84 percent in 2008 to 76 percent in 2014).

Table 10.4 Vaccinations in first year of life

Percentage of children age 12-59 months at the time of the survey who received specific vaccines by age 12 months, the percentage ever with a vaccination card,
and the percentage with a vaccination card seen, by current age of child, Ghana 2014

Percent-
Percent- age with
. . age ever a
Pentavalent Polio’ Pneumococcal Rotavirus All basic No witha vaccina- Number
Age in Yellow vaccina- vaccina- vaccina- tion card of
months BCG 1 2 3 0 1 2 3 Measles1 1 2 3 1 2 fever tions? tions tioncard seen children
12-23 96.6 96.5 953 877 788 97.0 934 833 825 93.2 91.0 83.0 90.8 88.5 79.1 711 1.6 99.0 88.2 1,113
24-35 965 959 926 842 76.7 956 904 786 81.7 73.9 69.0 58.8 70.3 65.0 78.5 65.9 2.0 98.5 80.0 1,090
36-47 958 944 902 780 755 953 872 739 80.6 31.8 29.3 241 304 278 76.6 60.8 2.7 98.8 71.0 1,060
48-59 93.8 928 869 754 73.8 940 86.1 689 78.6 32.8 30.0 24.3 30.3 273 733 55.4 3.8 97.4 66.6 1,004
12-59 957 950 914 816 763 956 894 764 81.2 59.2 559 48,5 56.6 53.1 77.2 63.6 25 98.4 76.7 4,268

Note: Information was obtained from the vaccination card or if there was no written record, from the mother. For children whose information is based on the mother’s
report, the proportion of vaccinations given during the first year of life is assumed to be the same as for children with a written record of vaccinations.

" Polio 0 is the polio vaccination given at birth.

2 BCG, measles, and three doses each of pentavalent (DPT-HepB-Hib) and polio vaccine (excluding polio vaccine given at birth)
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The percentage of children age 12-23 months who are fully immunised has increased over the past
twenty-five years, from 47 percent in 1988 to 77 percent in 2014. However, the percentage of children fully
immunised has declined slightly between 2008 and 2014 from 79 percent to 77 percent (Figure 10.1).

Figure 10.1 Trends in basic vaccination coverage among children 12-23 months,
Ghana 1988-2014

Percentage of children age 12-23 months

69
62
55
47 I
GDHS 1988 GDHS 1993 GDHS 1998 GDHS 2003 GDHS 2008 GDHS 2014

Note: Children age 12-23 months who received all basic vaccinations, i.e., BCG, measles, and three doses each of DPT or pentavalent
(DPT-HepB-Hib) and polio vaccine (excluding polio vaccine given at birth).

10.4 ACUTE RESPIRATORY INFECTION

Pneumonia and other respiratory tract infections are leading causes of death among young children
in Ghana. In the case of pneumonia, early diagnosis and treatment with antibiotics can prevent a large
proportion of deaths due to acute respiratory infections (ARIs). The prevalence of ARI in the 2014 GDHS
was estimated by asking mothers whether their children under age 5 had been ill with a cough accompanied
by short, rapid breathing in the two weeks preceding the survey. These symptoms, though compatible with
pneumonia, are subjective (i.e., mother’s perception of illness) and not validated by a medical examination.
Table 10.5 shows the percentage of children under age 5 who had a cough accompanied by short, rapid
breathing (symptoms of ARI).

From mothers’ reports, it is estimated that 4 percent of children under age 5 had symptoms of ARI
in the two weeks before the survey. A little over half of these children (53 percent) were taken to a health
facility or provider (data not shown separately). This was similar to what was reported in the 2008 GDHS
where half (51 percent) of the children were seen at a health facility or by a provider. There are minimal
differentials in the prevalence of ARI by background characteristics, but it is worth noting that children in
rural areas are almost twice as likely to have experienced symptoms of ARI as compared with children in
urban areas.
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Table 10.5 Prevalence and treatment of symptoms of ARI

Among children under age 5, the percentage who had symptoms of
acute respiratory infection (ARI) in the two weeks preceding the
survey, according to background characteristics, Ghana 2014

Among children under age 5:

Background Percentage with
characteristic symptoms of ARI" Number of children
Age in months
<6 29 571
6-11 55 592
12-23 4.7 1,113
24-35 29 1,090
36-47 3.2 1,060
48-59 2.6 1,004
Sex
Male 34 2,822
Female 3.7 2,608
Mother’s smoking status
Smokes cigarettes/tobacco * 2
Does not smoke 3.6 5,428
Cooking fuel
Electricity, LPG, natural
gas, or biogas 2.2 1,088
Kerosene * 0
Coal, lignite * 1
Charcoal 3.6 1,668
Wood, straw, shrubs,
grass, agricultural crop 41 2,664
No food cooked in
household * 9
Residence
Urban 25 2,450
Rural 4.4 2,981
Region
Western 4.8 557
Central 3.0 588
Greater Accra 3.1 858
Volta 4.2 417
Eastern 7.4 506
Ashanti 2.6 995
Brong Ahafo 23 478
Northern 3.5 670
Upper East 1.9 219
Upper West 1.2 143
Mother’s education
No education 35 1,473
Primary 4.0 1,084
Middle/JSS/JHS 3.7 2,124
Secondary+ 2.6 748
Wealth quintile
Lowest 2.6 1,198
Second 5.0 1,137
Middle 5.3 1,065
Fourth 25 1,025
Highest 2.3 1,006
Total 3.6 5,431

Note: Total includes one child for whom information on mother’s
smoking status is missing. Figures in parentheses are based on 25-49
unweighted cases. An asterisk indicates that a figure is based on fewer
than 25 unweighted cases and has been suppressed.

' Symptoms of ARI (cough accompanied by short, rapid breathing that
was chest-related and/or by difficult breathing that was chest-related)
are considered a proxy for pneumonia.

2 Excludes pharmacy, shop, and traditional practitioner

Treatment with antibiotics can often ameliorate the symptoms of ARI, thereby saving lives. In the
2014 GDHS, 41 percent of children under age 5 who had symptoms of ARI in the two weeks before the
survey received antibiotics for their illness (data not shown).
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10.5 FEVER

Fever is a sign of malaria and other acute infections in children. Malaria and other illnesses that
cause fever contribute to high levels of malnutrition and mortality. While fever can occur year-round, malaria
is more prevalent after the rainy season. For this reason, temporal factors must be accounted for when
interpreting fever as an indicator of malaria prevalence. Malaria is a major contributory cause of death in
infancy and childhood in many developing countries. A policy of presumptive treatment of fever with
antimalarial medication, once advocated in many countries where malaria is endemic, was revised in Ghana
in 2010. The current policy emphasises testing before treatment. Malaria in Ghana is discussed in greater
detail in Chapter 12.

Table 10.6 shows the percentage of children under 5 with fever during the two weeks preceding the
survey and the percentage receiving various treatments, by selected background characteristics. A little more
than one-tenth (14 percent) of all children under 5 reported having fever in the past two weeks. Fever is most
common among children age 12-35 months (17 percent) and is least common (4 percent) in children less
than 6 months. The prevalence of fever is similar for both sexes but slightly higher for children in rural (15
percent) compared with urban (12 percent) areas. Regional differentials show that the proportion of children
with fever is highest in the Upper West region (25 percent) and lowest in the Western, Central, and Greater
Accra regions (11 percent each). Fever prevalence decreases slightly as mother’s education increases but
shows no clear relationship with wealth quintile of the mother.

Over half of the children with a fever (56 percent) were taken to a health facility or provider for
treatment. Nearly half of the children with a fever took antimalarial medicines, and a quarter took antibiotics.
The proportion of children who were taken to a health facility was lower for older children compared with
younger children. The proportion of children who were taken to a health facility or provider was slightly
higher among females (59 percent) than males (54 percent) and among rural (59 percent) than urban children
(51 percent). The proportion of children under age 5 with fever for whom advice was sought from a health
facility or provider was slightly higher among those whose mothers have secondary education or more
compared with those whose mothers have lower education. The percentage of children who took antimalarial
medicines follows similar trends as treatment sought at a health facility or with a provider.
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Table 10.6 Prevalence and treatment of fever

Among children under age 5, the percentage who had a fever in the two weeks preceding the survey and among children with fever,
the percentage for whom advice or treatment was sought from a health facility or provider, the percentage who took antimalarial
medicines, and the percentage who received antibiotics as treatment, by background characteristics, Ghana 2014

Among children under age 5: Among children under age 5 with fever

Percentage for
whom advice or

treatment was

sought froma  Percentage who

Background Percentage Number of health facility or took antimalarial Percentage who Number of
characteristic with fever children provider! medicines took antibiotics children
Age in months
<6 4.0 571 (59.1) (25.4) (53.1) 23
6-11 14.2 592 56.1 317 21.9 84
12-23 16.8 1,113 60.2 51.5 24.6 188
24-35 16.9 1,090 52.7 52.4 30.0 185
36-47 13.3 1,060 58.1 47.0 25.3 141
48-59 13.1 1,004 51.3 55.4 14.6 131
Sex
Male 14.5 2,822 53.6 46.8 25.5 409
Female 131 2,608 58.7 50.6 24.2 342
Residence
Urban 12.4 2,450 51.2 47.3 29.3 304
Rural 15.0 2,981 59.1 49.3 21.9 448
Region
Western 10.9 557 77.8 80.0 41.2 61
Central 10.9 588 66.4 65.1 20.4 64
Greater Accra 10.7 858 (39.3) (31.3) (30.9) 91
Volta 13.8 417 54.7 455 28.0 58
Eastern 17.8 506 56.3 447 22.7 90
Ashanti 15.3 995 45.0 48.0 24.8 152
Brong Ahafo 13.9 478 62.4 54.6 27.7 67
Northern 15.8 670 50.3 33.1 13.3 106
Upper East 12.7 219 79.8 47.0 34.8 28
Upper West 24.9 143 75.8 62.0 121 36
Mother’s education
No education 16.0 1,473 57.5 454 234 236
Primary 14.1 1,084 51.8 46.9 221 153
Middle/JSS/JHS 129 2,124 54.3 48.9 255 273
Secondary+ 12.0 748 63.8 58.3 31.9 90
Wealth quintile
Lowest 15.5 1,198 55.1 414 20.4 186
Second 16.6 1,137 52.9 46.4 20.9 189
Middle 14.2 1,065 61.6 54.6 31.7 151
Fourth 10.8 1,025 56.9 51.4 20.8 110
Highest 11.5 1,006 54.0 52.8 33.8 116
Total 13.8 5,431 55.9 48.5 24.9 752

Note: Figures in parentheses are based on 25-49 unweighted cases.
' Excludes pharmacy, shop, market, and traditional practitioner

10.6 DIARRHOEAL DISEASE

Severe diarrhoea leading to dehydration is a major cause of morbidity and mortality among young
children in Ghana. Death can be prevented by administering oral rehydration therapy (ORT). Exposure to
diarrhoea-causing agents is frequently related to the use of contaminated water and to unhygienic practices
in food preparation and disposal of excreta. In the 2014 GDHS, mothers were asked whether any of their
children under five years of age had diarrhoea during the two weeks preceding the survey. If a child had
diarrhoea, the mother was asked about feeding practices during the diarrhoeal episode and what actions were
taken to treat the diarrhoea. Because the prevalence of diarrhoea varies seasonally, the results of the 2014
GDHS—which relates to the fieldwork period from September to December, 2014—should be interpreted
with caution.
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10.6.1 Prevalence and Treatment of Diarrhoea

Table 10.7 shows the percentage of children under 5 with diarrhoea in the two weeks preceding the
survey, by select background characteristics. One in ten children (12 percent) had diarrhoea during this
period; 2 percent had diarrhoea with blood, which could be a sign of dysentery.

Table 10.7 Prevalence of diarrhoea

Percentage of children under age 5 who had diarrhoea in the two weeks preceding the survey, by
background characteristics, Ghana 2014

Diarrhoea in the two weeks preceding the survey

Background
characteristic All diarrhoea Diarrhoea with blood Number of children

Age in months

<6 5.6 0.1 571
6-11 14.9 1.6 592
12-23 16.8 2.8 1,113
24-35 16.1 2.6 1,090
36-47 7.3 0.6 1,060
48-59 7.8 0.9 1,004
Sex
Male 131 1.7 2,822
Female 10.2 15 2,608
Source of drinking water’
Improved 11.9 15 4,706
Not improved 10.8 2.3 725
Toilet facility?
Improved, not shared 5.4 0.4 629
Shared® 10.5 1.9 1,306
Non-improved 13.4 1.7 3,496
Residence
Urban 10.5 1.6 2,450
Rural 12.8 1.6 2,981
Region
Western 6.8 1.4 557
Central 8.7 23 588
Greater Accra 7.3 1.0 858
Volta 6.9 25 417
Eastern 15.7 1.6 506
Ashanti 14.2 1.2 995
Brong Ahafo 171 2.1 478
Northern 16.0 15 670
Upper East 12.0 1.2 219
Upper West 15.2 23 143
Mother’s education
No education 14.4 1.9 1,473
Primary 114 1.9 1,084
Middle/JSS/JHS 11.5 1.2 2,124
Secondary+ 7.9 1.7 748
Wealth quintile
Lowest 141 1.7 1,198
Second 14.4 1.7 1,137
Middle 125 1.8 1,065
Fourth 10.1 1.8 1,025
Highest 6.8 0.8 1,006
Total 11.7 1.6 5,431

' See Table 2.1 for definition of categories.
2 See Table 2.2 for definition of categories.
3 Facilities that would be considered improved if they were not shared by two or more households

Very young children under six months are least likely to have had diarrhoea (6 percent) when
compared with older children, presumably because most of them are exclusively breastfed and hence less
exposed to contaminated food. Diarrhoea prevalence increases with age and peaks at 12-35 months (16-17
percent), then declines at older ages. Age 12-23 months is when children start to walk and are at increased
risk of contamination from the environment. The introduction of other liquids and foods at the time of
weaning can also facilitate the spread of disease-causing agents. Differences in diarrhoea prevalence by sex
and by urban-rural residence are small. Children in the Brong Ahafo region have a higher prevalence of
diarrhoea (17 percent) when compared with children in the other regions. Prevalence of diarrhoea is lowest
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among children in the Western, Greater Accra, and Volta regions (7 percent each) and among children of
mothers with a secondary or higher education (8 percent). As expected, diarrhoea prevalence is lowest among
children who live in households with improved, unshared toilet facilities (5 percent), and households that
are in the highest wealth quintile (7 percent). Surprisingly, diarrhoea prevalence is nearly the same among
children residing in households with an improved source of drinking water (12 percent) and those residing
in households where the source of drinking water is unimproved (11 percent).

Mothers of children with diarrhoea in the two weeks preceding the survey were asked what was
done to manage or treat the illness. Table 10.8 shows the percentage of children with diarrhoea who were
taken to a health facility or provider for treatment, the percentage who received ORT, and the percentage
given other treatments, by background characteristics.

Overall, 45 percent of children with diarrhoea were taken to a health provider for treatment. Children
age 12-23 months are more likely to be taken to a health facility for treatment than children of other ages.
Children with bloody diarrhoea (59 percent) are more likely to be taken to a health facility for treatment
compared with children with non-bloody diarrhoea (43 percent). There is no clear pattern for treatment-
seeking behaviour by sex of child, and mother’s education.

Oral rehydration therapy (ORT), which involves giving children with diarrhoea a solution, prepared
from oral rehydration salts (ORS) or recommended home fluids (RHF)—usually a home-made sugar-salt-
water solution—is a simple and effective response to diarrhoeal illness. In the 2014 GDHS, about half of
children with diarrhoea were treated with either ORS or RHF (53 percent). Nineteen percent of children were
given increased fluids. Children with bloody diarrhoea (63 percent) are more likely to receive ORT than
children with non-bloody diarrhoea (52 percent). There is no clear variation in proportions of children likely
to receive ORT by sex, residence (rural or urban), education, or wealth quintile of the child’s mother.

Overall, 62 percent of children under 5 with diarrhoea were treated with ORT or increased fluids.

The MoH of Ghana has included zinc supplementation in the management of acute watery diarrhoea
and dysentery in children under 5'. In the 2014 GDHS, only 7 percent of children with diarrhoea were given
zinc supplements. Children age 12-23 months were more likely to receive zinc for diarrhoea than the other
age groups. Zinc supplementation in children with diarrhoea varied very little by sex and rural-urban
residence. Children with bloody diarrhoea (11 percent) were more likely to have been given zinc
supplementation than those with non-bloody diarrhoea (7 percent). Children of mothers with a secondary or
higher education were less likely to be given zinc supplementation compared with children of mothers with
lower educational levels.

Antibiotics are generally not recommended for use in managing non-bloody diarrhoea in young
children. In the 2014 GDHS, one-third of children with diarrhoea were treated with antibiotics, with a notable
difference between bloody and non-bloody diarrhoea (42 percent and 32 percent, respectively). The use of
antibiotics is highest among children whose mothers have the highest educational level. To the contrary,
children of mothers in households in the lowest wealth quintile are more likely to receive antibiotics when
they have diarrhoea. Home remedies were given to 23 percent of children with diarrhoea, and 5 percent
received antimotility medicines. One in six children with diarrhoea (17 percent) was given no treatment at
all.

! Under-5 Child Health Policy: 2007-2015 MoH, Ghana.
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Table 10.8 Diarrhoea treatment

Among children under age 5 who had diarrhoea in the two weeks preceding the survey, the percentage for whom advice or treatment was sought from a health facility
or provider, the percentage given oral rehydration therapy (ORT), the percentage given increased fluids, the percentage given ORT or increased fluids, and the
percentage given other treatments, by background characteristics, Ghana 2014

Percentage of
children with Oral rehydration therapy

diarrhoea for (ORT) Other treatments
whom advice
or treatment Either Number
was sought  Fluid from ORS or of
from a health a special Home- home- ORT or Anti- Zinc Intra- Home children
Background facility or ORS made made Increased increased Antibiotic motility  supple- venous remedy/ No with
characteristic provider' packet fluid fluid fluids fluids  medicines medicines ments solution other  treatment diarrhoea
Age in
months
<6 (20.5) (16.6) (7.6) (20.2) (13.5) (31.1) (10.9) (3.7) (0.0) (0.0) (18.0) (52.5) 32
6-11 53.6 46.7 8.1 53.0 13.0 57.3 28.2 11.0 9.0 0.6 17.8 241 88
12-23 57.7 58.3 4.1 60.9 15.3 67.0 39.6 3.0 13.0 0.6 23.3 13.8 187
24-35 421 50.4 6.6 54.7 27.2 65.4 34.9 45 4.2 0.3 26.7 9.0 176
36-47 342 37.6 171 45.7 19.4 57.5 25.0 7.4 5.4 0.0 227 235 77
48-59 31.0 475 10.9 53.3 18.6 63.2 37.2 1.0 4.4 0.0 22.8 9.9 78
Sex
Male 43.0 47.8 8.6 53.0 16.8 60.9 30.1 4.6 6.4 0.4 26.4 15.5 371
Female 47.4 49.7 7.0 53.7 222 63.1 37.6 5.2 8.8 0.2 18.5 18.0 267
Type of
diarrhoea
Non-bloody 42.7 471