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Abstract 

Enhancing the decision-making autonomy of women in developing countries constitutes one of the 
recognised approaches to improving maternal healthcare service utilisation. The inability of women to 
make decisions about their health, the lack of universal health insurance, and inadequate health 
facilities are contributing factors to high maternal mortality rates in many Southern countries. This 
study explored women’s autonomy in decision-making over their maternal healthcare in Ghana. The 
authors used a mixed method design, collecting data through a survey of pregnant and lactating 
mothers from private and public health centers in Madina, a suburb of Accra in the Greater Accra 
Region. They also gathered qualitative data from nurses/midwives, the women and their partners. The 
study identified a clear dominance of men over women in taking maternal health decisions, explained 
mainly by cultural, financial and religious factors. It also identified two other decision-making 
processes influenced by economic factors: a balanced or democratic decision-making process; and 
women dominated decision-making process. 
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1. Introduction  

The last three decades have witnessed significant improvements in global maternal healthcare. 
Despite the general progress, disparities still exist between more and less industrialised countries. 
While maternal mortality may not be an issue of great concern in the developed world (an exception 
is the USA where maternal mortality is on the rise, Hoyert, 2022), it still needs urgent attention in 
many parts of the world. In particular, maternal mortality is still unacceptably high and remains a 
frightening and persistent public health challenge in Sub-Saharan Africa (SSA) (WHO, 2014: 5). A study 
conducted on reports from 57 countries between 2015 and 2020 found that SSA maternal mortality 
ratio (MMR) was 542 deaths per 100 000 live births compared to a global ratio of 216 deaths per 
100 000 live births (Musarandega, et al., 2021).  Addressing the need to reduce maternal mortality 
around the world, global development initiatives such as the Sustainable Development Goals (SDGs) 
lay emphasis on the need to ensure universal access to health services and programs with special 
attention to mothers and their new-borns. Specifically, the Agenda 2030 acknowledges that women 
and men have different health needs and the SDG3 sets a target on reducing maternal mortality ratio 
to less than 70 for 100,000 live births. 

The inability of women to make decisions about their health, the lack of universal health insurance, 
and inadequate health facilities are contributing factors to high maternal mortality rates (Ganle et al., 
2015). The fundamental role of the utilisation of maternal healthcare services (MHS) in reducing 
maternal and child mortality and promoting women’s reproductive health is widely known (Ghose et 
al., 2017). Access to quality services of reproductive health during pregnancy, delivery, and the 
postnatal period can make the difference between survival and death for both mother and baby 
(WHO, 2019). It is in this regard that many governments around the world have introduced universal 
health care systems that provide free maternal health care. The government of Ghana for example 
introduced the Free Maternal Health Care Policy under the National Health Insurance Scheme (NHIS) 
in 2003. The policy offers free maternal health care for women who are registered member of NHIS in 
all public and selected private health care centres across the country. Specifically, it provides free 
insurance premium, free antenatal and postnatal care, and free health care for babies for the first six 
months of their lives. Since its implementation, the government of Ghana has made substantial 
progress toward its goal of universal health care and maternal mortality rates have seen some 
marginal decline (Wang, Otoo & Dsane-Selby, 2017).  In spite of the progress made in maternal health, 
research has shown that close to half of births still occur outside health facilities where in most cases 
skilled health workers are not available (Ganle et al., 2019). Related to this is the failure of a significant 
number of women to attend antenatal and postnatal visits (Ameyaw et al., 2016). As noted earlier 
high maternal mortality rate may be the result of non-existent or inadequate health facilities, lack of 
health insurance, and women inability to make decisions on their own health needs. This paper 
focuses on the latter and examines how decision-making processes within couples in urban Ghana 
influence women access to maternal health services. 

Many authors have often attributed the poor utilization of maternal health care to factors related to 
the supply side such as the inability to pay for health services and inadequate health infrastructure 
and personnel (Bour & Bream, 2004; Gage, 2007). However, even after adjusting for availability of 
health facilities and services, studies have shown that the supply side factors are not enough to explain 
the variability in women’s ability to seek maternal health care (Adamu & Salihu, 2017; Mumtaz & 
Salway, 2018). Socio-cultural barriers remain key in accessing health care services and call for deeper 
investigation into the demand side, which includes the desire or willingness to seek maternal health 
care (Adamu & Salihu, 2002; Mumtaz & Salway, 2007).  

In Ghana, a number of studies suggest that social factors such as religious beliefs and cultural norms 
play important roles in women participation in general decision-making (Moyer et al., 2013; Gupta et 
al., 2015; Ganle et al., 2015; Ganle, 2014). In African sociocultural contexts, women hold low social 
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and economic status, hence their decision-making abilities are subject to power dynamics within the 
household (Bazzano et al., 2008; Mills & Bertrand, 2005; Moyer et al., 2013; Gupta et al.,2015). 
Understanding the extent to which religion, socio-cultural practices and power relations shape 
people’s decisions in seeking maternal health care is important in formulating interventions required 
to achieve the desired maternal and child health outcomes. When women’s maternal healthcare 
decisions-making abilities are subjected to power dynamics at the household level, the existence of 
free universal health insurance scheme alone (for example, NHIS) may not lead to improved maternal 
health care. The ability of women to take decision on their maternal health needs is equally important 
in improving their access to quality maternal healthcare. Yet, a recent report by the United Nation 
states that more than half of women and girls aged 15-49 years in 36 SSA countries cannot take their 
own decisions regarding their body and health (UNFPA, 2021). It is within this context that this study 
explores women’s autonomy in maternal healthcare decision-making process among urban women in 
Ghana. Specifically, it examines the extent to which women are involved in the decision-making 
process from conception to post-delivery stage.  

This research is distinct is several ways. First, it uses a mixed method of qualitative and quantitative 
approaches (discussed in detailed in section 3). Studies examining the factors that affects the use of 
maternal health services largely employ quantitative methods, thereby failing to provide deeper 
understanding on the phenomenon. Second, it focuses on an urban setting where socio-cultural norms 
and values tend to be disregarded because of the cosmopolitan nature of such societies. Common 
wisdom tells us that women in such urban communities enjoy increased autonomy about reproductive 
health decisions as compared to their counterparts in rural areas. Studies on women autonomy have 
mainly focused on rural Northern Ghana where the patrilineal family system is widely practiced. With 
the patrilineal system, the eldest male or household head typically has the right of a final say in all 
decisions including maternal health (Fuseini, Kalule-Sabiti & Lwanga, 2019). However, in Southern 
Ghana, the matrilineal family system is widely practiced but final decisions do not necessary rest with 
women.  It is partly because of this reason that this study is limited to Southern Ghana with a focus on 
the Capital city of Ghana, Accra. Third, the women included in the study are all beneficiaries of NHIS, 
which implies that their access to maternal health care does not depend on their inability to pay for 
maternal care services. This research contributes to the emerging body of literature that seeks to 
understand the extent to which dominant socio-cultural factors like religion and traditional norms and 
unbalanced power relations shape the decision-making process of accessing health services from 
pregnancy to childbirth. Specifically, the study uses the framework of women’s autonomy to explore 
the power relations influencing decision-making over urban women’s maternal health in the Greater 
Accra region of Ghana. 

The remainder of the paper is structured as follows. Section two examines the concept of autonomy 
and how it influences decision-making processes. Section three describes the methodology, section 
four provides the findings and discussions and section five concludes and discusses the practical 
implications of the paper. 

2. Women Autonomy and Decision-making 

The concept of autonomy is multifaceted with several theoretical and philosophical underpinnings 
difficult to represent in a single definition. The term is widely used in public health literature to 
describe women’s decision-making ability and usage of health services (Woldemicael & Tenkorang, 
2010). Dyson and Moore (1983), defined autonomy as the social, psychological and technical, ability 
to acquire information and to use it as the basis for making decisions about one’s life.  In reference to 
women’s autonomy, Basu (1992) defined it as the capacity and freedom to act independently. This 
freedom encapsulates the ability to visit health care facilities, make decisions regarding family 
planning and reproductive health care and make household purchases alone without seeking 
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permission from anyone (Basu, 1992). Similarly, Mason (1995) defined autonomy as women’s ability 
to take and implement independent decisions pertaining to personal matters about their lives and 
families. From the forgoing definitions, it is clear that autonomy hinges on the ability to make decisions 
independently about their own lives.  Thus, this paper conceptualises women’s autonomy as the 
ability to make and execute independent decisions about their health needs.  

A related concept to autonomy is women agency. Agency is often associated with and bargaining 
power and autonomy in economics and psychology literature respectively (Aletheia et al., 2020). It 
has its roots from Amartya Sen’s capability approach of agency freedom. Sen (2002) discusses agency 
as a process freedom: “the procedure of free decision by the person himself (no matter how successful 
the person is in getting what he would like to achieve) is an important requirement of freedom” (p. 
585). Kabeer (1999) also defines agency as the ability to define one’s goals and act on them. Following 
these two definitions of agency, three key dimensions fully capture individual agency: the ability to 
define one’s goal, the perceived sense on control and ability to initiate or act on the goal, and the 
extent of participation in decision-making to achieve the goal. The conceptualization of autonomy 
aligns with that of agency although the measure of agency goes beyond the identification of who has 
the major decision-making power to explore the concept of coercion and whether women have the 
power and resources to fulfil their potentials. An important concept worth explaining for purposes of 
this study is capacity. Capacity is used mainly to refer to the ability of women to make informed 
decisions in relation to their maternal health. 

Some studies have shown that women in SSA generally do not have autonomy over decisions 
regarding their reproductive health (Woldemicael & Tenkorang, 2010; Nigatu et. al., 2014; Rominski 
et. al., 2014; Kassahun & Zewdie, 2021; Okpukpara, Ifelunini & Okpukpara, 2021).  Moreover, women 
of childbearing age in SSA often have limited autonomy and freedom to decide whether or not to seek 
healthcare (UNFPA, 2021). Ganle et al. (2015) observed that there is a natural complexity in the 
relationship between intra-familial decision-making and access to healthcare in Ghana. This 
complexity produces an unbalanced power relationship between women and their husbands or 
mothers-in-law at the household level. However, the effect on access to and use of maternal health 
services is different for women with different characteristics such as religious background, economic 
power, education and location (Ganle, 2015).  Similar studies in Ghana have highlighted the power 
relations that exist among husbands, mothers-in-laws and compound heads as lead decision-makers 
on women health seeking autonomy (Rominski et. al., 2014; Moyer et. al., 2013). Decision-making 
made or strongly influenced by adults other than the pregnant women or mothers often result on the 
use of maternal health services below optimal level.  

Empowering the decision capacity of women in low and middle-income countries is one of the key 
ways to improve their utilisation of maternal healthcare services (Lozano et al., 2011). Women’s 
decision-making autonomy closely relates to maternal and child health outcomes, with empowerment 
of women and gender equity being recognized as the cornerstones of effective health programs. In 
low-and middle-income countries, women’s healthcare decision-making capacity is very important for 
advancement in maternal and child health outcomes and women empowerment (Yohannes, 2017; 
Woldemicael & Tenkorang, 2010; Hou & Ma, 2012). For example, a recent study by Essilfie, Sebu and 
Annim (2020) showed that women decision-making autonomy is associated with improvement in the 
nutritional status of children in Ghana.  

Studies have demonstrated that decision-making capability of women affects healthcare utilisation 
through various pathways and that women’s autonomy is an important driver behind the utilization 
of maternal healthcare services in developing country settings. The Programme of Action chalked out 
in 1994 International Conference on Population and Development in Cairo, Egypt, formally 
acknowledged the importance of improved women’s status, which enhances their decision-making 
capability, especially where reproductive behaviour is of concern (UNFPA, 1994).  Given the 
patriarchal household structure in many low and middle-income countries, societies severely curtail 
the autonomy of women, which influences high child mortality, slow rate of fertility decline and poor 
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overall reproductive health status (Osamor and Grady, 2016). Societies with strict gender roles and 
social structures, usually encoded in religious, tribal, and social traditions, often define the 
circumstances under which women have or do not have autonomy to make decisions regarding their 
own health.  

The literature on maternal health often discusses women’s decision-making ability regarding use of 
health services using the concept of autonomy. Although autonomy is crucial in healthcare seeking 
and utilization, review of literature on women in low and middle-income countries show that women 
have limited autonomy regarding their healthcare (Osamor and Grady, 2016). In spite of the diverse 
roles of women in society their representation is still as homemakers and their status subordinated to 
that of men in household decision-making including health care decisions (Tunku and Rahman, 2011). 
Some researchers have attributed their lack of autonomy to gender constructions and sociocultural 
norms (UNFPA, 2019), which involves family interference where mothers-in-laws are believed to be 
more knowledgeable in pregnancy and child birth related matters and hence are entrusted with 
decision-making in that regard (Ganle et al., 2015; Cornish et al., 2021).  

Several studies have demonstrated the link between constructs of empowerment and maternal health 
care-seeking globally (Ahmed et al. 2010; Ewerling et al. 2017; Osamor and Grady 2016). In patriarchal 
societies like Ghana, women’s inequitable status in society limits their autonomy in health care-
seeking (Osamor and Grady 2016). In Pakistan, research that focused on the role of select domains of 
empowerment and health care utilization found that use of services expands when a woman has 
greater autonomy in decision-making (Agha, 2011; Hearld, Anderson, and Budhwani, 2018; Hou and 
Ma, 2012; Khan, Zaheer, and Shafique, 2017).  

Literature on the factors accounting for the limited and, in some cases, lack of women’s autonomy in 
less-industrialised countries are varied. In their systematic review of literature, Osamor and Grady 
(2016) identified gender and sociocultural practices as the main factor contributing to women’s lack 
of autonomy.  Similarly, literature on Ghana identified socioeconomic, culture, family and community 
involvement as factors hindering women’s autonomy on their maternal health (Litorp et al., 2015; 
Bam et al., 2021). Decisions over health care are usually the prerogative of mother in laws, who many 
societies consider more knowledgeable or of the husband, because of their higher social status (Ganle 
et al., 2015; Speizer et al., 2014; Cornish et al., 2021). Education is one critical factor that positively 
influences women’s autonomy in their maternal health decisions. Nigatu et al. (2014), found that in 
Ethiopia women with formal education are about two to four times more likely to make autonomous 
decisions compared with those with no formal education. Aside education, employment, age, 
woman’s wealth, location (urban) have also been found to have significant effect on the level of 
autonomy women possess on their maternal health (Acharya et al., 2010; Nigatu et al., 2014). 

On the issue of whether to have a baby at home or health centre, Ameyaw and colleagues (2016) have 
cited religious beliefs and socio-cultural norms as important determinants of whether they deliver in 
a health facility or home in Ghana. Ganle et al. (2015) also found that decision-making power relations 
have a significant influence on where a woman delivers her child.  This implies that the religious, social 
and cultural background of women are decisive factors in maternal health seeking behaviours.  When 
women’s decision-making autonomy on their maternal healthcare play a minor role in the household 
power dynamics, the existence of universal health insurance scheme may not necessarily lead to 
improved maternal health care.  

2.1 Conceptualization of Decision-Making Process 

Decisions on women’s health often take three forms: they are taken by women alone, jointly with her 
partner or they are taken by others (including mothers-in-law, their own mothers, health care 
practitioners, head of family or others). In joint decision-making processes, someone’s decision has to 
prevail and this is regarded as the dominant decision maker. There could be an element of 
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negotiations or coercion in the process to have one’s decision prevail over the other. Hence for 
decisions taken jointly with the partner, the women or the partner may come out as the dominant 
decision maker in the process. Studies on women autonomy have generally integrated autonomy to 
mean decisions taken by themselves (women) and those taken jointly with their partners. However, 
joint decisions do not necessarily reflect autonomy as there is a level of power play in the process. The 
outcome of joint decisions may not necessarily reflect the interest of the woman as several factors 
may compel her to accept those outcomes. Therefore, studies that consider joint decisions as 
reflecting women’s autonomy tend to over-estimate or inflate the level of women’s ability to make 
and execute their own decisions. For this reason, in this study only women who took decisions alone, 
including those who were dominant decision makers in joint decision-making, were classified as 
autonomous. Decisions taken on behalf of women, including those taken solely by the partner and 
where the partner prevails as the dominant decision maker, are in contrast with women autonomy. 
Generally, when women make decisions about their own lives they are satisfied with those decision. 
Figure 1 presents a pictorial view of decision-making process. 

Figure 1: Conceptualization of Women’s Decision-Making Process on Maternal Health 

 

Source: Authors’ own construction 

3. Methodology 

3.1 Research Design 

As the primary focus of the study was to gather the perceptions, experiences and feelings of maternal 
women and healthcare practitioners about maternal healthcare decision-making in urban areas, the 
study used a mixed method approach. This approach ensured an in-depth analysis of the maternal 
decision-making processes (Creswell 2006) based on quantitative estimations and lived experiences 
at home as well as within the health system.  
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3.2 Study Context 

The La Nkwantanang Madina Municipal is one of the 261 Metropolitan, Municipal and District 
Assemblies (MMDAs) in Ghana, and forms part of the 29 MMDAs in the Greater Accra Region (see 
Figure 2).  With Madina as the Administrative capital, the municipal was carved from Ga East Municipal 
in the year 2012.  The Municipality covers a total land surface area of 70.887 square kilometers. 
According to the 2021 Population and Housing census, the total population in the municipality is 
estimated at 244,676 with 120,846 males and 123,830 females. There are about 12 health centres 
locate in the municipality with over 80% of them being private. The largest public and private health 
centre are the Madina Polyclinic and the Pentecost hospital, respectively. As noted, data for this study 
was collected from these two health centres.  The inclusion of these hospitals responds to their size, 
the services they offer and the acceptance of patients with the National Health Insurance Scheme. At 
these hospitals, women with a valid health insurance card seeking health care do not require to pay.  

The La Nkwantanang Madina Municipal is an urban and cosmopolitan society. It is the home of 
migrants from several parts of the country including northern Ghana. Therefore, its inhabitants share 
both patriarchal features from northern influence and matrilineal practices characteristics of the area. 
The choice of this Municipality presented an opportunity to investigate maternal health decision-
making within a cosmopolitan society impregnated by traditional cultural practices. 

Map 1: The Study Area 

 

Source: ESRI ArcMap Version 10.8 
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3.3 Sampling 

This study had three categories of research participants, namely, pregnant women, lactating mothers, 
and healthcare providers. It only included those who were pregnant at the time of this research and 
lactating mothers whose babies were not more than six months old. There is no available database 
for maternal health patients at the considered hospitals; therefore, we recruited 163 expectant and 
new mothers during their medical visits. To ensure the collection of varied views, the recruitment of 
research participants was based on a combination of factors including willingness to participate, 
availability to participate, whether the respondent was expectant or new mother, whether a woman 
was pregnant for the first time or has had several children already, different religious background, and 
educational background. 

Thus, women voluntarily agreed to participate before or after accessing health services. Eighty three 
and 80 respondents at the Madina Polyclinic and the Pentecost Hospital, respectively, participated in 
the survey. The majority of the women surveyed (85%) belong to the reproductive ages of 25 to 44 
years with 13% between 18 to 24 years old and 2% above 45 years old. In terms of religious affiliation, 
52% were Christians, 45% were Muslims and the rest belong to other religions such as African 
traditional belief and practices. Although these proportions are not in line with the 2021 Population 
and Housing census data reporting over 70% Christians to 20% Muslims in Ghana, in this study it is not 
surprising because Madina is one of the suburbs with high number of Muslims in the city of Accra.  

In addition to the surveyed population described above, 40 maternal women (20 in each health centre) 
were identified for focus group discussions through a mix of purposive and convenience sampling 
techniques. To solicit diverse views, we ensured that each focus group discussion had women of 
different background. We also recruited eight couples to have two men-women FGDs (see table 1). 
The purposive sampling technique was also used to select ten women and four nurse/midwives for 
interviewing about maternal health and decision-making processes.  

3.4 Instrumentation and Data Collection  

The data for this paper was collected by the authors between September 2021 and May 2022 in the 
La Nkwantanang Madina Municipal of the Greater Accra region. In the few cases where the 
respondents could not speak English, the researchers’ understanding of the predominant local 
language (Twi) spoken in the study area was comprehensive and as a result interpreters and 
translators were not used.  Three set of data collection tools were used, namely, surveys, focus group 
discussions (FGDs), and key informant interviews.  

The survey questions covered mainly the decision-making processes on maternal health including, 
decisions regarding when to have children, number of children to have and which health facility to 
access maternal healthcare as well as antennal and postnatal visits. With the survey, approximately 
163 maternal women (expectant and new mothers) were surveyed in two major health centres in the 
District to determine decisions associated with maternal decision-making among couples. Table 2 
summarises the characteristics of the surveyed population. The survey was conducted across different 
female age groups, ranging from 18 to over 45 years old. The survey also involved women from the 
two major religions in Ghana, Islam and Christianity. 

Semi-structured guides facilitated the conduct of the interviews and the FGDs. This ensured flexibility 
in the line of questioning and allowed for any important but unexpected issues during the interview 
process to be further probed. The semi-structured guides focused on exploring couples’ decision-
making related to maternal healthcare services utilisation and women’s autonomy at the household 
level.  

We conducted fourteen key informant interviews with maternal women (10) and nurses/midwives (4) 
with focus on decision-making processes and maternal-care behaviour (see Table 1). The choice of this 
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data-collection technique was informed by the view that research participants may be limited in 
talking about sensitive healthcare issues in group settings.  A major advantage of the interviews 
conducted with health-care seekers was that they addressed sensitive questions about decision-
making processes that affect women’s ability to access and use maternity care services. As compared 
to FGDs, the interviews allowed the women to talk more openly and in greater detail about instances 
where their partners and other family members influence their use of maternal healthcare services. 
The key informant interviews with 4 healthcare providers (2 midwives and 2 nurses were relatively 
shorter because their primary aim was to explore their experiences and observations on decision-
making processes in patients seeking maternal health-care. 

Six separate focus group discussions (FGDs) were held in the district (two women only and one mixed 
group in each health centre) primarily to understand in details the complexities associated with 
maternal health decision-making in couples. Through this technique, the participants were not only 
able to query and challenge each other’s views but also everyone was encouraged to share their 
opinions and experiences on the topic.  As Bryman (2012) notes, FGDs encourage and celebrate 
diverse views on a research question. Having women only FGDs ensured the free flow of discussion if 
the presence of the opposite gender was an issue for any of the research participants.  Each FGD had 
a maximum of 10 participants. The women only FGDs were conducted at the health centres while the 
mixed FGDs took place in the homes of some of the respondents, locations that the respondents 
themselves found to be appropriated. For quality control and fair representation of respondents’ 
views, issues raised and discussed during FGDs were teased out and orally presented to participants 
to confirm, or otherwise at the end of the discussions. Each FGD lasted between 45 minutes and one 
hour. 

Table 1: Type and Number of Research Respondents and Instruments for Data 
Collection 

Category of Respondents  Data collection 
instrument 

Number 

Pregnant and lactating mothers  Surveys  163 
Pregnant and lactating mothers  FGDs 40 (10 per FGD) 
Couples  FGDS 8 (4 per FGD) 
Nurses/midwives  Key informant 

interviews 
4 

Pregnant and lactating mothers  Key informant 
interviews 

10 

Total   225 

3.5 Data analysis 

The quantitative data collected through the survey was analysed in SPSS using statistical tools such as 
cross tabulations, frequencies, chi-square, tables and graphs. All statistical tests were carried out 
against a bench mark level of significance of α = .005.  

All the interviews and FGDs were recorded with the prior consent of respondents. The recorded 
interviews and FGDs were first transcribed by the researchers and then coded with the help of Nvivo 
(Release 1). To ensure consistency in coding, a preliminary coding structure and a codebook were 
agreed upon. Braun and Clarke’s (2006) six-phase guide for thematic analysis was applied to analyse 
the data: becoming familiar with the data, generating initial codes, searching for themes, review of 
themes, definition of themes and, finally, the write-up. 
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3.6 Ethics  

All research participants provided written or verbal consent. Except refreshment with soft drinks and 
pastries, no research participants received any kind of compensation for their participation.  In 
addition, Covid-19 protocols were observed. As and when necessary, the researchers provided 
medical masks and hand sanitizers to the research participants before the data collection.  

 4. Results and Discussions 

In the following, we present the findings and discuss on who dominates in the decision-making 
processes and how negotiations are arrived at. We elaborate further about the extent to which 
women are happy with the outcome of the decisions taken.  

4.1 Descriptive Statistics 

Tables 2 and 3 present descriptive statistics from the 163 surveyed pregnant and lactating women. As 
shown in Table 2, the majority of the female participants had some level of education as only 12% 
reported not having any formal education. Regarding employment, 27.6% of them indicated they were 
housewives with no employment. Of the number that were employed (i.e 72.4%), 36.2% were 
employed within the government sector and 28.8% were self-employed. The greater proportion of 
them reported their average monthly earnings ranging between 1,001 GH cedis to 2,000 GH cedis 
(about 130 to 260 USD respectively) which is a little below the lowest average monthly income of 
1,280 GH cedis (166USD). About 17% of the women were first time mothers. 44% second time and 
23% third time mothers. 
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Table 2: Characteristics of Respondents  

 
Characteristic Frequency Percentage 
Woman's Level of Education   
No formal education 20 12.3 
Primary 13 8 
Secondary 25 15.3 
Tertiary 86 52.8 
Vocational education  19 11.7 
Woman's Employment Status    
Employed 118 72.4 
Unemployed 45 27.6 
Woman's Occupational Status    
Housewife 42 25.8 
Government Employee 59 36.2 
Private Sector Employee 15 9.2 
Self Employed 47 28.8 
Woman's Average Monthly Income (in GH Cedis)  
No income  6 3.7 
below 1000 44 27 
1001-2000 46 28.2 
2001-3000 37 22.7 
3001-4000 22 13.5 
above 4000 8 4.9 
Parity (pregnancy count)   
1 28 17.2 
2 72 44.2 
3 38 23.3 
4+ 25 15.3 

Source: Field study, February, 2022 

Table 3 presents a wide range of decisions that are taken by couples and their families in relation to 
maternal health such as when to conceive, number of children to have and which facility to access for 
antenatal and postnatal care. Generally, decisions on women maternal healthcare are reported to be 
taken jointly in couples (71% of respondents) with just in few cases where decisions are taken by the 
woman only (18%) and the partner only (7%). As shown in the Table 2 decisions on when to conceive, 
the number of children to have and the place of delivery were also largely taken jointly by women and 
their partners.  Although nearly half (47.2%) of women reported to have taken decision on the choice 
of place for antenatal by themselves, it is worth noting that an equally large number (i.e. 46%) of 
respondents also mentioned they take this decision with their partners. Regarding the decision on the 
mode of delivery about half of the respondents (50.3%) mentioned that it was taken by the healthcare 
practitioner. Only about half of the surveyed respondents reported that they took decisions on 
postnatal care such as breastfeeding and immunization of the baby alone.  
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Table 3: Percentage of Individuals who take Various Decisions on Maternal Health 
Care 

 

Types of Decisions Woman Partner 
With 
Partner 

Mother- 
in -law 

With mother- 
in -law 

With  
Health-care 
practitioner  

Decision on  
Overall maternal healthcare  17.8 6.7 71.2 1.2 3.1 - 

Decision on when to have a chi   8 9.2 82.2 - 0.6 - 
 
Decision on the number of  
Children 13.5 12.9 73.6 - - - 

Decision on the choice of  
place for antenatal 47.2 5.5 46 0.6 0.7 - 

Decision on the place of delive  27 12.3 59.5 1.2 - - 

Decision on the mode of delive  21.5 1.8 23.9 1.2 1.2 50.3 
 
Decision on how long to  
Breastfeed 46 11.1 23.9 4.3 - 14.7 
 
Decision on immunization  
of the baby  57.7 1.8 1.8 - 0.6 38 

Source: Field survey, 2022 

4.2 Factors Influencing Maternal Health Care Decision-making 

The study explored different factors that shape maternal care decision-making among couples. In the 
survey, we asked a question of who takes decisions on general health care of women in their 
households. The responses to this question were: the woman, the partner, jointly with partner, 
mother-in-law and jointly with mother-in-law. To understand women autonomy, the responses were 
treated as follows. Women who took decisions alone or dominate in decisions that were taken jointly 
were classified as autonomous, and the remaining responses are considered as non-autonomous 
decisions (i.e. decisions that are taken by the partner, mother-in-law or the partner was the dominate 
decision maker). Table 4 presents the results of the association between the characteristics of women 
surveyed and their autonomy in their general maternal health care decision-making. The results show 
that religious affiliation, number of wives of the partner, woman’s educational level, husband’s 
occupation and educational level as well as the number of children are all statistically associated with 
general maternal health care decision-making autonomy. Table 5 shows the results of a further 
statistical analysis, specifically the binary logistic regression, performed in order to determine the 
magnitude and direction on the relationship. 
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Table 4: Chi Square Test of the Association between Women Autonomy and General 
Maternal Health according to Characteristics of the Woman 

 
Variable  Chi square  df P Value  
Age 0.706 3 0.872 
Religion 10.966*** 3 0.012 
No of wives  12.123*** 3 0.007 
Woman's Educational level  15.812*** 4 0.003 
Woman's Employment status 0.000 1 0.998 
Woman's Occupation 5.861 3 0.119 
Husband's Educational level 16.343*** 4 0.003 
Husband's employment status 0.163 1 0.687 
Husband's occupation 9.495** 3 0.023 
Average monthly income (woman) 5.467 5 0.362 
Parity (number of children) 8.534** 3 0.036 

Source: Field survey, 2022 

Table 5: Binary Logistic Regression of Maternal Health Care Autonomy  

 
Variable  Odds Ratio  P Value  
Age 0.984 0.154 
Religion (Muslims as reference) 1.205 0.750 
No of wives  1.606 0.011 
Woman's Educational level (no 
education as reference) 1.532 0.001 
Woman's Employment status 1.915 0.000 
Husband's Educational level (no 
education as reference) 1.197   0.934 
Husband's employment status 0.339 0.000 
Average monthly income (woman) 1.196 0.010 
Parity (number of children) 0.469 0.050 

Source: Field survey, 2022 

We further explored the relationship between women autonomy and factors such as age, religion 
number of wives and level of education using binary logistic regression. Table 5 presents the results. 
as the number of wives increase the likelihood of a woman’s autonomy increases by 61 percentage 
units. This is no entirely surprising because if a man has more than one wife, he will have to spend 
time proportionally with them. As a result, a wife is more likely to take decisions on her own when the 
man is not with her. Similarly, education, employment status, income and parity are significant factors 
in determining the likelihood of women autonomy. As shown in table 5, compared with women with 
no level of education, educated women are 53 percent more likely to be autonomous. As the number 
of children of a woman increases, she is less likely to be autonomous. The results show that having an 
additional child reduces a woman’s likelihood of being autonomous by 47 percent. This is probably 
because, the woman will have to depend heavily on the man for the day to day upkeep of the children.  
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Qualitatively we further explored these factors using data from the FGDs and key informant 
interviews. The results show that decision-making at the household level is generally dominated by 
the men in Ghana.  This is not surprising as most Ghanaian societies regard the man as the head of the 
household and on whom lies the power of general decision-making including health. Indeed, our 
interaction with the women and their partners during FDGs revealed that husbands wield the greater 
(in most cases total) authority over decision-making in all aspects of life including religious, economic, 
health and sometimes even political decisions. This was rightly echoed by one man during an FDG 
when he remarked that “we are head of the family and have the final say in all matters. My wife is 
under me and I have to take decisions for her and not the other way around. We need to respect our 
tradition and culture”. Based on the above, and further qualitative data, it is plausible to generally 
describe women as compliant participants insofar as decision-making at the household level is 
concern. Indeed, a woman during interview indicated that “we are trained to take decisions of our 
husbands without question”.  The key explanations why men remain dominant in decisions making 
revolves around religion, culture/tradition and economic capacity. While religion and culture are 
important factors in explaining the dominance of men in maternal health decision-making, the 
economic capacity of men is also a major a factor. Although this study was conducted in an urban 
setting where approximately 72% of the surveyed women were employed, the over-reliance of 
women on men for their living expenses such as shelter, food, clothing, education and health largely 
explains why men have a powerful voice over women in decision-making. As one woman during a 
mixed (men-women) FDG noted: 

 

For me I work alright but my money is for me only. As a woman, it is not my duty to use 
my money for anything in this house…my money is for me only and I can decide what I 
use it for. If I use my money in this house then my decisions will have to be respected. 

 

While many of the women hold a strong view that their culture or religion requires them to respect 
their husband at all times, it can be argued that who takes the decisions at the family level is influenced 
by economic contributions to the household. Although in the minority, a few of the women 
interviewed narrated that they were either dominant or played a major role in decision-making 
because they contributed financially to the day-to-day running of the household. We observed that 
where the woman (wife) earns more or have more income than the man (husband), they tend to 
dominate in decision-making, including maternal health. Wives in this category even turn to delegate 
household responsibilities such as cooking and cleaning the house, widely regarded in the Ghanaian 
context as women’s roles, to their husbands. In relation to this, a female interviewed explained that: 

 

I earn more than my husband and I am busy at work, I come home late looking very tired. 
My husband has a 4-hour job and spends most of the time in the house, so he does the 
household chores. I must say, he respects my decisions as well. 

 

Other major factors explaining the role of women in decision-making related to health are culture and 
religion. Most religions, especially Islam and Christianity, enjoin men to be completely responsible for 
the economic needs of their households. Culture and religion also place men as the head of the 
household. As result, it is generally accepted by women than men are the family heads who take 
decisions on their behalf and should provide for their basic needs including maternal health care. 
Where the men are not in agreement with maternal health advice or procedure, their wives are often 
compelled to succumb to their husband’s decisions rather than the advice of the health professionals. 
Lamenting on this issue, a midwife we interviewed remarked that: 
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It is unfortunate that some of the women sometimes refuse to take urgent health advice 
from us until it is approved by their husbands. Errrrr... I remember a certain woman had 
complications during labour and we needed to perform an emergency cesarean section 
on her but she refused on grounds that her husband is not in support of it. Unfortunately, 
she lost the baby in the process.  

 

Finally, women’s fear of conflict was identified by some of the respondents as the reasons why men 
remain dominant in decision-making. In particular, the notion of ensuing peace and tranquility was 
mentioned by many women as to why they allow men to decide on matters regarding their lives. They 
explained that in many cases they don’t agree with their partners’ decisions but let the men have their 
way so that they can be seen as good wives. 

One other key theme identified is women’s acceptance of the dominant role of men in their maternal 
health because they want peace and tranquility to prevail in the house. Some wives also indicated that 
rather than their husbands marrying another person or taking a girlfriend, they let them have their 
way in decision-making at home. Just as they try to maintain peace within the couple, they also try to 
maintain peace at home in order to be seen as good wives by their husbands and the community. 

4.3 Decision-making and Maternal Health Life Cycle 

This section examines the various stages of maternal health, from conception to the immunization of 
the baby, and explores the level of autonomy women have in these stages. It further examines joint 
decision-making and whose decision finally dominates in the process. 

4.3.1 Conception 

Conception has been regarded as the first stage of maternal health. The decision on when to get 
pregnant is related to women’s autonomy to became first or more time mothers. Figure 2 below 
shows the various actors involved in the decision-making process of conception.  The decision to have 
a child and the number of children to have is largely determined by their partners. Although female 
respondents mentioned this decision is taken jointly with their partners, a further analysis showed 
that the decisions of their partners dominate in the joint decision-making. Over 80% and 73% of the 
women surveyed mentioned that the decision on when to get pregnant and how many children to 
have respectively is taken jointly with their partners. We further analysed whose decision prevailed in 
joint decision-making and the results showed that 79% and 63% of their partners dominate in the 
decision on when to have a child and how many children to have, respectively. Only 8% of the surveyed 
women made the decision on when to conceive on their own. The few women who took this decision 
by themselves, reported they have control on conception due to the biological advantage they have. 
That is to say, women are the ones that get pregnant and can terminate the pregnancy without the 
knowledge of their partner. This is not entirely surprising because husbands can hardly control when 
their wives conceive. In an interview with one of the respondents, she mentioned that, …"when it 
comes to pregnancy, I have control, if I don’t want to get pregnant, my husband cannot force me 
because I can take contraceptives without his knowledge but if he finds out, I will be in trouble” 
(interview). We observed that although there is some level of women’s autonomy in deciding when 
to get pregnant, this autonomy is exercised at the blind side of their partners. Additionally, less than 
1% of respondents say the decision on when to conceive is determined by the mother-in-law. This 
result is not surprising since the study area is largely urban and the influence of the mother-in-law can 
be regarded as minimal and most mothers-in-law do not reside with them. In summary, only 11% of 
women surveyed reported to have autonomy on the decision about the timing of conception. 
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Tied to women’s autonomy over the time of conception is their autonomy over the number of children 
to have. Figure 3 shows their level of autonomy and the various actors involved in the decision.  
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About 74% of women take this decision jointly with their partners. Only 13% of women can take this 
decision on their own. Exploring further the joint decision-making process, only 11% of women 
dominate in the discussion. A greater number of women (63%) reported that their partner’s decision 
dominated or they had the final say about the number of children to have.  From the interviews several 
themes emerged as influencing the women autonomy to conceive. Key among them are insecurity 
and entitlement, which we discuss below. 

 

Insecurity. Fear of being alone and carrying the burden of child care leads women to give in to the 
demands of their husbands, even against their preference. 

 

…if he wants it, I will do, after all he is the one going to take care of them (financially), if 
you don’t give him what he wants and he leaves you for these small girls, …me I’m a 
woman… with all these children who will marry you 

 

Some women indicate that for fear of their husbands marrying another woman or taking a girlfriend, 
they rather let the men have their way. 

 

…these days the men are not correct… if you don’t let them have their way, they will go 
out there and misbehave (cheat or marry another wife)… there are more women than 
men out there, you are a woman, you know what I mean. 

 

Entitlement. Another theme that emerged was that of bodily entitlement. The women expressed 
views which suggested that they feel their husbands are entitled to their bodies. They were of the 
opinion that their partners had the right to get them pregnant even against their wish. This was elicited 
by one of the respondents who said “…I’m his wife if he wants more children can I say no?…”. 

4.3.2 Antenatal care 

After conception, the next stage of maternal health care is antenatal care. This section discusses 
women’s autonomy in decision-making at this stage.  
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The results of the quantitative findings show that 79% of women make autonomous decisions in the 
area of antenatal care. About 47% of women take antenatal decisions on their own and 46% jointly 
with their partners. Of the latter 46%, 32% have their decisions dominating as the final decision.  
Antenatal care requires specialized attention and one would expect that decision on how it will be 
provided will be largely take by the health care practitioner; however, only 7% of women mentioned 
the health care practitioner as the decision maker. 

During the period of antenatal care, many decisions on the mother-child care take place. The major 
decisions highlighted by the interviewed midwife include when to go for check-ups, whether or not to 
proceed with a Ultra sound (scan), whether laboratory services are required, and decisions on blood 
transfusion and medications among others. A midwife affirmed that many women usually do not 
proceed with the advice of the health care practitioner on these activities until they inform their 
husbands. A further probe showed that finances is not necessarily the cause of this non-autonomy as 
the midwife mentioned in her interview: 

 

A few women will also go ahead and do it if they have the money… Some even have the 
money but they will tell you they need to tell or ask their husbands. 

 

4.3.2.1 Women Autonomy on Delivery 

This section presents results on women autonomy in delivery, more specifically, in relation to the 
choice of place and mode of delivery. The findings from the quantitative results show that 48% and 
39% of women make autonomous choices on which place to deliver and the mode of delivery, 
respectively. 
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Antenatal care involves decisions about the choice of hospital, the number of times she attends 
antenatal, the choice of place to delivery as well as the mode of delivery. The choice of the health 
facility to attend largely remains the prerogative of women and it is mostly shaped by the service’s 
proximity and quality of maternal health provided. Socially, women in Africa and, for that matter, 
Ghana, have been oriented to believe that giving birth via the virginal mode is a sign of womanhood 
and there is evidence to suggest that many women prefer this mode of delivery. The mode of delivery 
is usually not a matter for discussion as the woman is naturally expected to use the virginal mode 
unless otherwise advised by the health personnel. Our respondents indicated that they and their 
spouses preferred the virginal mode of delivery. In situations where there is the need for a caesarean 
section, women usually take abide by medical advice but will still inform their partners before they 
can fully take action. 
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4.3.3 Postnatal care 

Decisions around postnatal care revolve around breastfeeding and immunization of the baby. Figure 
6 presents the quantitative responses on women autonomy on breastfeeding. The findings show that 
46% of women make decisions on how long to breastfeed their babies on their own. Another 11% of 
women have their decisions dominating from joint decisions they make with their partners on the 
length of time to breastfeed. In total, 57% of women surveyed have autonomy of breastfeeding. From 
the qualitative analysis, some women reported having to truncate breastfeeding because their 
partners asked them to. Some mentioned that their partners wanted to have access to their breast 
and others also mentioned their partners complained about the appearance of the breast from 
prolonged breastfeeding as was highlighted in this interview by one of our respondents, “I wanted to 
breastfed for 2 years but my husband asked me to stop since my son was eating (solid food) and he 
said my breast were falling too much.” 
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Women had the highest level of autonomy in the area of immunization of the baby. This clearly is 
because postnatal vaccines are generally free with no financial implications at this stage. The only 
decisions that emanate are when to go for check-up or vaccinations. Almost all the women 
interviewed and surveyed mentioned that they are able to make it for vaccination. We found out that 
these women have been educated on the implications of missing out on the vaccines and in cases 
where they could not make it on the due date, they make time to go to the health facilities. 

 
Woman’s Autonomy is 58% 

58%

42%

Figure 8: Decision on Immunization of Baby

woman Husband
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3.4 Women Autonomy on Overall Maternal Health 

This section presents an analysis on decision-making dynamics within families and on women’s 
autonomy on maternal health. First of all, it discusses how decisions within the general households 
are taken and further zeros in on general maternal health decisions. It concludes with results and 
analysis on the percentage of women who reported to be satisfied or dissatisfied with the final 
decisions on their overall maternal health 

 

 
 

3.4.1 General Household Decisions 

Regarding general decisions within the household, most of the respondents mentioned that they are 
taken by their husbands, sometimes in consultation with them. In circumstances where their views 
conflicted, that of the husband supersedes. Most women, even if they are not in favour of their 
husband’s decision, still allow him to have the final say for the sake of peace to prevail. Peace is one 
theme emerged in many of the conversations around decision-making in the family.  In Ghana, the 
patriarchal system is still highly upheld to and the man is seen as the head, provider and protector of 
the family. Traditionally when a woman is going into marriage, she is advised by her mother or other 
female elderly members in the family to be submissive to their husband for a successful marriage. This 
cultural feature explains why women allow their partners to have the final say in decision-making, 
even if it goes against their preference. 
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3.4.2 Over All Decisions on Maternal Health  

Overall, 71 per cent of women reported that decisions on their maternal health care were taken jointly 
with their husbands. A further result showed that in taking joint decisions, their husbands views 
dominated because only 13% of women’s views prevailed. 

Regarding whether women are happy with the final decisions taken by their husbands, a greater 
percentage reported not being happy with the decision but had to comply. Of the 87% of women who 
reported male dominance in decision-making, a greater percentage (over 70%) reported not being 
happy with the decision but they had to comply. 

When asked how they financed the pregnancy, most women said their husbands provide them with 
money any time there is the need to visit the health facility for antenatal care. We asked what happens 
if the husband does not have the financial ability and most of them said then will not be able to attend 
a health care facility. Although they are covered by the NHIS, the scheme only covers consultation. 
Most of the drugs, laboratory test and scans are paid for. Therefore, the free access to NHIS services 
has a very insignificant effect on their financial decisions. The economic power of men (husbands) still 
plays a significant role in determining women’s autonomy regarding their health care decisions. 

Apart from societal norms, economic power greatly influences women’s autonomous decisions.  Most 
decisions have financial implications and women without the financial ability lack the opportunity to 
make decisions for themselves. We gathered that women who are economically empowered are able 
to refute their husband’s decisions; as one of the respondents mentioned, she gives her husband the 
opportunity to make decisions but when she feels her husband’s decision is not the best, she 
disregards it and takes her own. According to her, she is financially independent and is always ready 
to bear the costs of her decision. Her husband will usually get angry and refuse to contribute 
economically to any decision she takes, he will even go further to stop taking care of the children if 
any decision does not go his way. Since she is financially independent, she has the ability to disregard 
his decisions anytime she disagrees. 

We also observed that in situation where women/wives have some level of income through gainful 
employment, their views are considered and respected by their husbands. Here, the role of culture 
and religion is very minimal or undermined. In instances where the maternal health procedure/advice 
involves financial expenditure and the husbands are not in agreement, women who have the financial 
capacity will proceed with the health advice without resorting to their partners. This supports our 
earlier observation that income plays a major part in maternal health decision-making among couples 
because women’s views are considered in the decision-making process if they are willing to contribute 
financially to the costs. 

 

5. Discussion and conclusions  
This study departed from a literature review on maternal health care suggesting that women’s low 
status in African societies, more specifically in Ghana, reflects on their decision-making abilities within 
the household. Previous studies show that religion, socio-cultural practices and power relations shape 
couples’ decisions in seeking maternal health care; therefore, the availability of a universal health 
insurance and availability of health facilities and services are not enough to ensure access and use of 
maternal health services. The study analyses women’s autonomy in decision-making during the 
maternal cycle, from conception to antenatal and post-natal care. We use the concept of autonomy 
defined by Basu (1992) as the capacity and freedom to act independently; that is, the ability to visit 
health care facilities, make decisions regarding family planning and reproductive health care and make 
household purchases alone without seeking permission from anyone. We consider that a woman takes 
autonomous decisions when she decides on her own and when, in joint decision-making, her 
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preference prevails. We extend the analysis by considering whether women feel happy over decisions 
made by their husbands. 

The focus of the study on pregnant women and mothers attending two hospitals in Ghana’s capital, 
Accra, through a quantitative and qualitative methodological approach provides insights on the role 
of culture, education, religion and financial independence of urban women when taking autonomous 
decisions over their own maternal health. The study identified a clear dominance of men over women 
in taking decisions over maternal health care explained mainly by socio-cultural and economic factors. 

It also found however other two major decision-making processes: a balanced or democratic decision-
making process and women’s autonomous decisions.  Decisions are largely dominated by men on 
when to get pregnant, how many children to have, and on which health facility to deliver. Women are 
more autonomous on choices over antenatal facility, how long to breastfed her child and issues of 
immunization of the new-borne. 

Independently of religion or level of education, men (husbands) are regarded as the family heads and 
have the authority to take all family decisions, including issues on maternal health. The key 
explanations why men remain dominant in decisions making revolves around religion, 
culture/tradition and financial capacity. Religion and culture/tradition mandate that women recede 
their preferences to those of their husbands to avoid conflict within the family or to keep their 
husband engaged in the relationship. This asymmetric social hierarchy attributed to men and women 
in Ghanaian society compels a woman to obey her husband’s preferences when attending one or other 
health facility or becoming pregnant once or more times. Women’s fear of being seen as problematic 
or as a bad wife is widespread as well as the desire to keep peace within the family. A mother without 
a man is still regarded as socially disadvantaged and, in real terms, also faces more financial challenges 
that a woman in a stable relationship where both parents contribute to the family income. 

While religion and culture are important factors in explaining the dominance of men in maternal 
health decision-making, the economic capacity of men is a major a factor. Put differently, in the 
Ghanaian context the over-reliance of women on men for their living expenses such as shelter, food, 
clothing, education and health largely explains why men have a powerful voice over women in 
decision-making. Many women in marriages fail to contribute financially to the day to day running of 
the home because religion and culture enjoin men to be completely responsible for the financial well-
being of the family, including the provision of financial means to access quality maternal health care.  
Even when women are employed and have income, as is the case of many surveyed women in the 
study, many couples do not consider that their income should be invested in household expenditures. 
Therefore, where the men are not in agreement with maternal health advice or procedure, their wives 
are often compelled to succumb to their husband’s decisions rather than the advice of the health 
professionals. However, we also observed that in situation where women/wives have some level of 
income through gainful employment, their views are considered and respected by their husbands and 
even completely autonomous decisions can be taken when a woman is financially self-reliant and 
assertive. An unsettling result shows that a great majority of women (over 70%) among those who 
take joint decisions with their husbands and have to comply to his wishes, are not happy with the 
decision. This result is worth exploring further not only because it might influence the desire or 
willingness to seek maternal health care but also because erodes women’s autonomy over her own 
well-being. A policy approach including the change of cultural norms and stereotypes is needed on 
both the supply side of health services and on the drivers to seek quality and appropriate maternal 
health care, currently influenced by cultural and economic patriarchal relations. 
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