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Executive
Summary

Background 
Women’s empowerment is a crucial global issue, with gender inequalities persisting in many
aspects of society, including economic participation and decision-making. The AU Strategy
for Gender Equality and Women’s Empowerment (2018-2028) emphasizes the importance of
equal rights and opportunities for both men and women. However, in Ghana, many women
and girls still face significant barriers in accessing quality and timely primary healthcare
(PHC). These challenges arise from institutional limitations, including inadequate
infrastructure, personnel shortages, financial costs, and a lack of gender-sensitive policies.
Additionally, cultural and social constraints limit women's ability to seek healthcare, often
requiring permission from spouses or dependents. 

Women’s healthcare needs in Ghana are often narrowly defined within reproductive,
maternal, and sexual health, neglecting broader social and economic factors. Their
underrepresentation in health management structures further hinders efforts to address
their specific needs. In some regions, women’s health outcomes are also affected by
inadequate water, sanitation, and governance services. The National Health Policy (2020)
prioritizes preventive and promotive healthcare, yet women and girls in marginalized
communities continue to face disparities. 

Women’s voice, agency, and leadership are critical to improving healthcare outcomes.
However, disparities in literacy, access to information, geographical barriers, and economic
limitations reduce their ability to demand better healthcare services. The existing feedback
system in Ghana’s health sector is largely supply-driven and fails to adequately incorporate
patient perspectives. While Civil Society Organizations (CSOs) engage in policy discussions at
the national level, their ability to represent patients' views remains limited.

Ghana has a range of legal, policy, and administrative frameworks for Universal Health
Coverage (UHC), including the National Health Insurance Scheme (NHIS), the Public Health
Act, and the Community Health Planning Services (CHPS) policy. However, gender equity is
not central to these policies, leading to gaps in service delivery. More women than men are
enrolled in NHIS (72.6% vs. 64.5%), but this is mainly due to free maternal health services.
Many poor women struggle to renew their NHIS cards or afford out-of-pocket expenses for
healthcare, making healthcare access inconsistent. Furthermore, the NHIS does not
adequately cover essential services like cancer screening and geriatric care. 

STOCK
ANALYSIS

i



Key Findings

Policy inconsistencies, such as the non-reimbursement of CHPS-level 
maternity care, further hinder women’s access to comprehensive services. 

The Gender Model Family (GMF) approach has emerged as a transformative strategy
to address gender inequalities. GMF promotes shared decision-making within families,
encouraging both men and women to engage in equitable healthcare and social
practices. By fostering gender-sensitive household dynamics, GMF aims to create
long-term social change. Training programs under GMF focus on empowering families
to challenge traditional norms and adopt equitable behaviors. 

The Baseline Study
The baseline study’s objectives include assessing women’s participation in PHC
decision-making, evaluating GMF’s knowledge of health-seeking behaviors, identifying
feedback mechanisms, and determining frontline health workers’ capacity to provide
gender-sensitive care. Addressing these issues requires policy reforms, increased
women’s leadership in healthcare, improved NHIS accessibility, and strengthened
feedback systems to ensure that healthcare services effectively meet the needs of
women and girls in Ghana. The research was carried out across seven regions in
Ghana, focusing on 558 respondents from 279 GMFs, and utilized a quantitative survey
methodology to capture comprehensive data. 

WOMEN’S PARTICIPATION IN
COMMUNITY LEADERSHIP AND HEALTH

COMMITTEES

GENDER DISPARITIES IN
DECISION-MAKING

ii

Household decision-making remains
male-dominated, with 82% of
respondents identifying men as the
primary decision-makers.
Cultural norms, economic factors,
social status, and religious beliefs
contribute to power imbalances,
affecting women’s autonomy in
healthcare choices and limiting their
ability to seek timely medical care.
While some families reported joint
decision-making, women’s influence in
household and healthcare decisions
remains significantly constrained.

Women’s involvement in health
committees is significantly low, with only
5.2% of female respondents identified as
members, compared to 13.6% of men.
Awareness of community health
committees exists (27.8% among women),
but active participation remains limited
due to societal norms and lack of
empowerment.
Structural barriers, such as male-
dominated leadership structures and lack
of supportive policies, further restrict
women’s leadership roles in community
healthcare governance.



Key Findings

FEEDBACK AND ACCOUNTABILITY
MECHANISMS

HEALTH-SEEKING BEHAVIOR OF
GENDER MODEL FAMILIES

24.4% of respondents had not visited a
health facility within the past year,
indicating gaps in healthcare utilization.
High costs of care (36.5%), lack of
essential medicines (22.5%), and long
distances to clinics (10.3%) were
identified as major barriers to accessing
healthcare.
NHIS enrollment is higher among
women (48.7%) than men (41.9%), but
many struggle to maintain active cards
due to financial constraints, affecting
their ability to access free or subsidized
services.
Many households resort to self-
medication (10.4%) or traditional
healers (2.3%) as their first point of
care, highlighting the need for
enhanced health education and
awareness campaigns.

While 82.4% of respondents were aware
of NHIS-subsidized services, many still
opted for pharmacies or self-medication
due to perceived inefficiencies in public
healthcare facilities.
Mechanisms for healthcare feedback
exist, but their accessibility and
responsiveness need improvement to
ensure that community concerns are
adequately addressed.
Women face greater challenges in
utilizing feedback mechanisms due to
socio-cultural constraints, lack of
information, and limited influence in
community decision-making processes.
The study found that families with
stronger communication and joint
decision-making structures were more
likely to participate in accountability
systems and demand better healthcare
services.

iii

Recommendations
Strengthen women's leadership and participation in PHC decision-making through
targeted empowerment programs, leadership training, and policy reforms.

1.

Improve access to affordable healthcare by addressing NHIS enrollment gaps,
reducing out-of-pocket costs, and ensuring the availability of essential medicines at
health facilities.

2.

Enhance community health education through localized outreach programs to raise
awareness about PHC services, NHIS benefits, and the importance of timely medical
interventions.

3.



      4. Establish more inclusive and responsive feedback and accountability systems to
          ensure service improvements, with a focus on gender-sensitive approaches that
          amplify women's voices in healthcare governance.
      5. Integrate gender-transformative approaches into national health policies to
          create an enabling environment for equitable healthcare access and decision-
          making at all levels.
     6. Foster partnerships between government, civil society organizations, and local
         communities to drive sustainable improvements in primary healthcare service
         delivery.

CONCLUSION
This study serves as a critical foundation for future interventions aimed at advancing
gender equality, strengthening community-based health structures, and improving
primary healthcare accessibility for women and girls in Ghana. The findings emphasize
the urgent need for systemic reforms and strategic investments in gender-responsive
healthcare policies to bridge existing gaps and ensure that women play a central role
in shaping health outcomes within their families and communities.

iv



1.0 INTRODUCTION

1.1 Background of the study 
Women’s empowerment remains among the most enduring social challenges and
opportunities worldwide. Gender inequalities are evident in numerous forms across
every nation and community (Cocoa Life, 2018). The AU Strategy for Gender Equality
and Women’s Empowerment 2018-2028 outlines that gender equity is realised when
both women and men have equal rights and opportunities in all areas of society,
including economic involvement and decision-making, and when the diverse
behaviours and aspirations of women and men are equally respected and supported.

Slightly more than half of Ghanaian women and girls, particularly those aged 15 and
above, encounter multiple barriers to accessing quality and timely primary healthcare
(PHC) in Ghana. These barriers stem from individual, contextual, and institutional
factors. On the institutional or supply side, challenges include the adequacy of
infrastructure and personnel at the first point of contact/service (FPC), the distance to
appropriate facilities, health insurance coverage, and the costs associated with
accessing the care they need. PHC policy tends to narrowly interpret women’s health
needs, focusing primarily on reproductive, maternal, and sexual well-being, while
insufficiently addressing the impact of social and economic circumstances and gender
differences in policy and program processes. The limited representation of women in
health management structures at the community level further hinders the system's
responsiveness to the needs of women and girls. On the demand side, women and girls
face constraints such as inadequate resources and social support to seek healthcare,
often requiring permission from spouses or dependents. Some demand-side issues are
linked to their lack of awareness of their rights and their limited ability to advocate for
the necessary resources within their families and communities.

While these challenges affect women and girls across the country, those in certain
geographical regions and districts experience poorer health service performance.
These regions also face challenges in sectors such as water, sanitation, and
governance, which have significant implications for women’s and girls’ health. These
complementary sectors are crucial because they align with the preventive and
promotive aspects of healthcare delivery prioritized by the National Health Policy
(2020). Women’s voice, power, agency, and leadership are essential on both the supply
and demand sides of Primary Health Care (PHC). Although there are disparities in
women’s and girls’ awareness and exercise of their healthcare rights and entitlements,
the situation varies. These disparities are connected to their ability to demand
information and assert their rights with providers and local authorities, to negotiate
and make the most of available resources within their families and communities, and to
take on visible roles in health management structures, particularly at the local level.
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Apart from issues of access to formal decision-making spaces, literacy, information
availability and comprehension, technology, geographical location, age and economic
status may all play a part in the agency of women and girls and impact on their
responsiveness (Ghana 2017 Maternal Health Survey Key Findings).

The existing feedback system is largely supply-driven and not easily responsive to clients
and other stakeholders. While strategic and policy planning processes at the national
level do involve CSOs, there is a limited extent to which these bodies can represent the
perspectives of clients/ patients/citizens.

Ghana has a wide range of legal, policy and administrative guidelines relating to UHC,
prioritizing PHC and delivering NHIS. While provision has been made for some women-
focused services, gender equity is not central to their delivery. Critical instruments
including the Public Health Act (Act 851), the Patients’ Charter, the UHC Roadmap, the
Community Health Planning Services (CHPS) policy and NHIA Act still need to be
interpreted, implemented and monitored from a gender-equitable perspective, at both
national and local administrative levels and across sectors. There are records of higher
registration levels in the NHIS of women than men (72.6% of female residents in the
regions indicated above as compared to 64.5% for males). However, this could be due to
the provision of free maternal health care. However, women’s use of NHIS beyond
maternal health; and their needs at different stages of their lives must be analyzed to
ascertain whether, in practice, they are able to take full advantage of the facility. Many
poor women may be unable to pay renewal fees for their insurance as compared to men.
NHIS also does not cover out-of-pocket costs which is a critical consideration for women
in the indigent category. 

There are other health concerns at the primary care level that women require but are
excluded by restrictive categorization, such as access to cancer screening and geriatric
care. Some policy inconsistencies also affect the full enjoyment of benefits. While NHIS
provides for maternity-related costs, measures such as the non-reimbursement of costs
at the CHPS level work against the free maternity health services. 

1.2 The GMF Methodology 
Over the past 15 years, Gender Transformative Approaches (GTA) have emerged as a way
to challenge traditional methods of development. These approaches focus on
transforming the power relations and structures that perpetuate gender inequality,
aiming to achieve both gender equality and broader development goals. Unlike
approaches that solely focus on women’s empowerment, GTA involves both women and
men in reshaping social-gender relations to be more equitable. The Gender Model Family
(GMF) is an example of a gender transformative approach to community mobilization,
addressing the unequal power dynamics between women and men. This approach works
by establishing role-model families and involving wives, husbands, and children as
'change agents' within their community. The GMF includes a training program designed
to help husbands and wives live together in a more just and equitable way, challenging
traditional practices within the family unit, which is seen as the foundation for social
transformation. This process encourages families to unlearn unequal gender practices
and adopt more equitable behaviours.

2



1.3 Objectives of the study
The primary aim of the baseline study is to establish the factors that inhibit women and
girls from utilizing PHC services. participating in leadership and influencing decision-
making among GMFs. This will provide a basis for the co-impact project implementation
in the key priority areas. 

The specific objectives of the baseline survey are: 
1. Assess the participation and leadership of women and girls in primary healthcare
decision-making
2. Assess the knowledge of the GMF on health-seeking behaviours in the context of PHC
3. Identify feedback and accountability channels available among the GMFs.
4. Determine the level of knowledge of frontline health workers on providing a gender-
sensitive health service

3



2.0 DESK REVIEW OF LITERATURE

2.1 The Concept of Gender Model Family (GMF)
Over the past 15 years, Gender Transformative Approaches (GTA) have evolved to
challenge traditional methods of 'doing development.' These approaches aim to change
the power relations and systems that perpetuate gender inequality, thereby achieving
both gender equality and broader development outcomes. Unlike other approaches to
women's empowerment, GTAs engage both men and women in efforts to improve
gender relations.

The Gender Model Family (GMF) concept is widely recognized as a prominent example
of a gender transformative approach. Originally conceptualized by SEND Ghana in 2001
to implement a livelihood and food security project promoting soybean production to
combat malnutrition, the GMF has since expanded its focus. It is now used to promote
women's and gender equity issues in governance, water, sanitation, education, and
peacebuilding, and to encourage farm families to adopt climate-smart farming
practices. The GMF approach addresses the unequal power dynamics between women
and men through community mobilization (Kamara and Ayamga, 2020). It operates by
establishing model families by engaging wives, husbands, and children as 'change
agents' within their communities (SEND West Africa, 2014). The approach is preceded
by organizing training programs that empowers husbands and wives to live equitably
and justly by challenging traditional gender roles within the household. It views the
family as the fundamental unit of social transformation, enabling members to unlearn
unequal gender practices.

The theory of change behind the GMF approach is that by creating a locus of
transformation at the household level, a ripple effect will occur at the community level,
which will be sustained over time (SEND West Africa, 2014). The transformation begins
with the individual within the family, where self-reflection is encouraged to challenge
and change unequal gender relations. GMFs are accountable to concrete action plans,
starting with the equitable sharing of household tasks. As families experience the
benefits of these actions, they extend this sharing to decision-making and strategic use
of household and productive income and resources. By initiating their own process of
critical reflection, these families aim to become role models for others in their
communities. 

This leads to collective transformation, where a network of community change agents
is created. GMFs support one another and continuously recruit new families into the
program. With a critical mass of GMFs, gender transformation can extend beyond
individual families to entire communities and societies. Over the years, the GMF
methodology has been scaled to reach more families. For instance, in the Eastern
Corridor, SEND Ghana started with 105 GMFs in 2003, expanding to 1,069 in 2018. The
GMF methodology has also been replicated by other development partners, such as
Oxfam and RING in Ghana. The 4R Nutrient Stewardship Programme in Ethiopia plans
to scale this up to 4,300 families between 2019 and 2024. Families of various income
levels, professions, religions, and ethnic groups participate in the GMF program. 
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Communities in Ghana and Sierra Leone include teachers, health workers, farmers,
pastors, traditional leaders, and traders who are GMFs and actively support each other
(Kamara and Ayamga, 2020; SEND West Africa, 2014).

2.2 Power Dynamics Among Couples Practicing the Gender Model Family Approach
The concept of power is central to the study of all social relationships in society (Straus
& Yodanis, 1995). Power is defined as the ability to influence or change the behaviour of
another member within a social system. Wood et al. (2009) noted that power dynamics
within intimate partner relationships significantly impact the duration and quality of
the relationship, as well as the well-being of the couple and other family members. An
unequal distribution of power within intimate relationships can lead to negative
outcomes, such as poorer psychological and physical health, particularly for women
(Wood et al., 2009). Globally, women are often treated unequally compared to men,
with gender inequality rooted in cultural norms that promote male dominance and
female subordination (United Nations, 2016). This issue has been a global concern for
decades, and many influential international institutions, such as the World Health
Organization (WHO), have advocated for research and interventions to address
gender-based power imbalances (WHO, 2009). Power dynamics can profoundly affect
interpersonal relationships. In strong and healthy relationships, power is generally
equal or nearly equal (Bishop, 2011). Partners may not possess the same types of power
—one may have more financial resources while the other has more social connections—
but influence is often mutual. In balanced relationships, partners work together
respectfully, with both having a say in decision-making. According to Kane (2014), a
balanced relationship is characterized by power being held equally by both partners,
who recognize each other's value, respect each other, and listen to each other's
feelings and interests. In GMF couples, every family member has equal rights and is
entitled to opportunities for empowerment. In the GMF context, empowerment means
that both men and women can jointly take control and improve their lives. Neither the
man nor the woman exerts power over the other; instead, they make decisions
together and share resources and benefits (SEND West Africa, 2014). In a GMF, anyone
in the family can contribute to household chores, run a business, or make financial
decisions. All family members should have access to and control over resources,
including education, which will help them improve their decision-making and life
direction.

2.3. Participation and Leadership of Women and Girls in Primary Healthcare
Decision-Making
The participation and leadership of women and girls in primary healthcare (PHC)
decision-making are crucial for achieving equitable and effective health outcomes.
Historically, women's and girls' voices have often been underrepresented in health
policy and decision-making processes, despite their significant role as primary
caregivers in families and communities. This review explores the importance of their
involvement in PHC decision-making, the barriers they face, and the benefits of
inclusive leadership in the healthcare sector.
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2.4 Importance of Women's and Girls' Participation in PHC Decision-Making
Women and girls are at the forefront of healthcare in many societies, often responsible
for managing the health needs of their families. Their lived experiences and
understanding of health issues make their participation in decision-making essential
for creating responsive and effective healthcare policies. When women and girls are
involved in healthcare leadership, they are more likely to advocate for services that
address the unique health needs of women, children, and marginalized groups (World
Health Organization, 2019).

Inclusive decision-making processes in PHC ensure that healthcare services are more
attuned to the needs of the entire population, leading to better health outcomes. For
example, when women are part of health management teams, there is a greater focus
on maternal and child health, reproductive health services, and gender-sensitive care,
which are critical for reducing morbidity and mortality rates among women and
children (UN Women, 2020).

2.5 Barriers to Participation and Leadership
Despite the recognized importance of women's and girls' participation in PHC
decision-making, numerous barriers hinder their involvement. Socio-cultural norms
and gender stereotypes often limit women's roles to caregiving rather than leadership,
reducing their influence in formal decision-making spaces. (George, Mehra, Scott, &
Sriram, 2015).In many settings, women may lack the necessary education or
professional training to assume leadership roles in healthcare (George, Mehra, Scott, &
Sriram, 2015).

Structural barriers within healthcare institutions, such as male-dominated leadership
structures and a lack of supportive policies for women's advancement, further
exacerbate the underrepresentation of women in decision-making roles. Additionally,
women who do hold leadership positions often face challenges such as gender bias,
unequal pay, and limited opportunities for career advancement (Buse, Hawkes, &
Kapilashrami, 2018).

2.6 Benefits of Women’s Leadership in PHC
The inclusion of women and girls in healthcare leadership has numerous benefits.
Studies show that diverse leadership teams that include women are more likely to
implement policies that are inclusive and equitable, leading to improved health
outcomes for all population groups (Miller, 2017). Women's leadership in PHC can also
help to address gender-based disparities in access to healthcare services, such as the
availability of maternal and reproductive health services (Witter, Govender, &
Ravindran, 2017).

Furthermore, when women and girls participate in decision-making processes, there is
a greater likelihood that health policies will address issues such as gender-based
violence, discrimination in healthcare settings, and the specific health needs of
adolescent girls, which are often overlooked in male-dominated decision-making
processes (Stamatiou & Stokes, 2020). 
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Therefore, empowering women and girls to take on leadership roles in primary
healthcare decision-making is vital for the development of equitable and effective
health systems. By addressing the barriers to their participation and fostering inclusive
leadership, healthcare systems can better meet the needs of all individuals, particularly
women and girls who have historically been marginalized in healthcare decision-
making. This not only improves health outcomes but also contributes to broader goals
of gender equality and social justice.

2.7 Factors Influencing the Health-Seeking Behaviors Of Families In Ghana
Health-seeking behaviour refers to the actions individuals and families take to maintain
health, prevent illness, and seek treatment for health issues. In Ghana, these
behaviours are influenced by a variety of factors, including socio-cultural beliefs,
economic conditions, educational levels, and the availability of healthcare services.
While the NHIS has made strides in reducing financial barriers, significant challenges
remain, particularly in rural areas and among less-educated populations. Addressing
these barriers requires targeted interventions that consider the cultural context,
improve healthcare accessibility, and promote education on health-related issues.

2.8 Socio-Cultural Influences
In many Ghanaian communities, traditional beliefs and practices play a significant role
in health-seeking behaviours. Even though there may be a primary health care facility
available in the community, traditional medicine, including the use of herbal remedies
and consultation with traditional healers, is widely practised and often preferred for
the initial treatment of ailments. Studies indicate that these practices are deeply rooted
in cultural beliefs, where illness is sometimes perceived as a spiritual issue rather than
a purely medical one (Gyasi, Mensah, & Siaw, 2015). This reliance on traditional
medicine can delay the utilization of formal healthcare services, especially for rural
families.

2.9 Economic Factors
Economic status is a critical determinant of health-seeking behaviour in Ghana.
Families with higher income levels are more likely to access formal healthcare services
compared to those with limited financial resources. The cost of healthcare, including
transportation to facilities and the price of medication, often acts as a barrier for low-
income families (Asenso-Okyere, Anum, Osei-Akoto, & Adukonu, 1998). The
introduction of the National Health Insurance Scheme (NHIS) was intended to alleviate
some of these financial barriers; however, there remain gaps in coverage and
awareness of the benefit packages including the essential services provided, which
continue to affect health-seeking behaviours (Alhassan et al., 2016).

2.10 Couples’ Level of Education
Another factor that impedes health-seeking behaviour is the educational level of family
members, particularly the heads of households, which significantly impacts health-
seeking behaviours. According to a study conducted by Bosu et al (2014), higher levels
of education are associated with better awareness of health issues and the importance
of seeking timely medical care (Bosu, 2014). The emphasizes that individuals who are 
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educated are more likely to recognize symptoms that require professional medical
attention and are more informed about the benefits of utilizing formal healthcare
services. Conversely, families with lower educational attainment may rely more on
traditional medicine or delay seeking treatment due to a lack of understanding of the
health condition (Doku, Neupane, & Doku, 2012).

2.11 Accessibility and Quality of Healthcare Services
Access to healthcare facilities is a major factor influencing health-seeking behaviours.
Families living in urban areas typically have better access to healthcare services,
including hospitals and clinics, compared to those in rural areas. In rural communities,
the distance to healthcare facilities and the quality of available services often
determines whether families seek medical help (Gyamfi, 2014). Poor infrastructure,
inadequate healthcare personnel, and lack of essential medicines in rural health
facilities further discourage formal health-seeking behaviours (Ngugi, 2017).

2.12 Gender Dynamics
Another significant determinant of the health-seeking roles of couples in Ghana is
Gender. In a study by Ganle et al (2014), women often manage the health needs of their
families in Ghana. Women who are central in managing the health needs of their family
may face additional barriers such as needing permission from their husbands to seek
care or being unable to afford treatment due to financial dependency (Ganle, Parker,
Fitzpatrick, & Otupiri, 2014). Gendered health disparities are particularly pronounced in
reproductive health services, where cultural norms and stigma can inhibit women from
seeking necessary care. Addressing these barriers requires targeted interventions that
consider the special needs of women in planning and implementation of health-related
policies and addressing cultural myths. 

2.13 Feedback and Accountability Channels Among Gender Model Families (GMFs)
The Gender Model Family (GMF) approach, widely implemented in Ghana, fosters
equitable relationships and promotes gender equality within communities by
transforming power dynamics at the family level. Central to its success is the feedback
and accountability mechanisms that ensure continuous improvement and adherence to
the principles of gender equality.

2.14 Feedback Channels among GMF
The GMF approach encourages open communication between family members as a
fundamental practice. Regular family meetings are a core feature where all members,
including men, women, and children, are encouraged to voice their opinions and
concerns. These discussions are designed to be inclusive, ensuring that even the most
marginalized voices within the family are heard. According to Kamara et al. (2020), the
participatory approach not only strengthens family bonds but also serves as a feedback
loop for the continuous assessment of gender dynamics within the household (Kamara
& Ayamga, 2020).

Moreover, GMFs engage in community forums such as durbars, women’s meetings,
support groups etc. where multiple families come together to share experiences and 
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best practices. These forums provide a platform for families to offer constructive
feedback on the implementation of GMF principles and discuss challenges they
encounter. The collective nature of these forums fosters a sense of community
accountability, where families hold each other to the standards of equality and justice
established by the GMF approach (SEND West Africa, 2014). 

2.15 Accountability Mechanisms
Accountability within the GMF framework is maintained through several layers of
oversight. Firstly, the individual families are accountable to themselves and their
community. (Kamara & Ayamga, 2020). This is achieved when each family is tasked to
develop an action plan outlining the steps they will take to promote gender equity
within their household. The progress of this framework is monitored regularly, with
community members (Gender mentors) and facilitators ( CBOs) who provide support
and guidance where needed (Kamara & Ayamga, 2020).

At the community level, there are structured monitoring and evaluation processes.
Community leaders, often trained in the principles of the GMF approach, play a crucial
role in overseeing the adherence of families to their commitments. They provide both
positive reinforcement for achievements and constructive criticism where
improvements are needed. In some cases, families may be required to report on their
progress to local authorities or community organizations, adding an additional layer of
accountability (SEND West Africa, 2014).

The GMF approach also incorporates external evaluations conducted by partner
organizations doing the implementation and other NGOs involved in the program.
These evaluations assess the impact of the approach on gender relations and provide
feedback on the effectiveness of the accountability mechanisms in place. The findings
from these evaluations are used to refine the approach and ensure that it remains
responsive to the needs of the families and communities it serves (SEND West Africa,
2014).

The feedback and accountability channels within the GMF approach are designed to be
participatory, inclusive, and multi-layered, ensuring that the principles of gender
equality are not only promoted but also sustained over time. These mechanisms are
essential for the continuous evolution of the GMF approach and its effectiveness in
transforming gender dynamics within communities in Ghana.

2.16 Access to Essential Health Services by Gender Model Families (GMFs) 
The Gender Model Family (GMF) by design, are positioned to overcome traditional
barriers to accessing health services through a gender-responsive framework. In many
rural communities, access to health services is often impeded by socio-cultural norms
that limit women's autonomy in health-related decision-making. The GMF approach
challenges these norms by promoting joint decision-making within households, where
both men and women actively participate in decisions related to health care (Kamara &
Ayamga, 2020).
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Research indicates that GMFs are more likely to utilize preventive health services such
as immunizations, maternal health care, and regular health check-ups. This is
attributed to the GMF training programs that emphasize the importance of these
services and encourage equitable health-seeking behaviours among all family members
(SEND West Africa, 2014). The approach also promotes the use of community health
workers (CHWs) who serve as a bridge between the community and the formal health
system, facilitating access to health services for GMFs, particularly in remote areas
(Atinga et al., 2012).

2.17 Measures Needed to Support GMF Implementation
To further enhance the access of GMFs to essential health services, several support
measures are necessary. Firstly, capacity building for community health workers is
crucial. CHWs need to be adequately trained in the principles of the GMF approach and
equipped with the skills to address gender-specific health needs. This training should
include components on cultural sensitivity, gender equity, and community mobilization
strategies (Alhassan et al., 2016).

Secondly, strengthening the health infrastructure in GMF-implementing communities
is essential. Many rural areas face challenges such as inadequate health facilities,
shortages of medical supplies, and limited transportation options. Addressing these
infrastructural gaps would significantly improve the ability of GMFs to access
necessary health services (Kamara & Ayamga, 2020). Thirdly, integrating GMF
principles into national health policies can provide a more supportive environment for
the approach. By aligning GMF objectives with broader health sector goals, such as
those outlined in Ghana's National Health Policy, the government can ensure that
GMFs receive the institutional backing needed for sustainability. This integration would
also facilitate the allocation of resources and support for GMF activities at the
community level (SEND West Africa, 2014).

Finally, monitoring and evaluation mechanisms are vital for the ongoing success of the
GMF approach. Regular assessments of the health outcomes of GMFs can provide
valuable feedback on the effectiveness of the approach and highlight areas for
improvement. These evaluations should include both quantitative and qualitative data
to capture the full impact of the GMF approach on health service access (Atinga et al.,
2012).
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3.0 METHODOLOGY

3.1 Research design
This assessment adopted a survey approach, based on a quantitative research design.
This involved quantitative methods in data collection and analysis. The survey
approach was chosen as best suited for this assessment because it allowed us to reach
out to a significant proportion of households within the project-implemented districts.
Using quantitative methods provides the assessment with rich data sources for the
baseline. This survey will use a cross-sectional approach to collect the data. Levin
(2006) summarised cross-sectional studies as providing snapshots of the outcome of
the intended study.

3.2 Geographic locations and sampling procedure
This baseline study will be implemented in all seven regions of Ghana—i.e., Greater
Accra, Volta, Oti, Western, Northern, Ashanti, and Central regions—targeting 276
gender model family couples. Figure 1 shows the location of the sample respondents.

3.2.1 Study Area
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3.3 Sampling 
The sampling for the quantitative data will be computed using Slovin’s formula as
shown by equation 1 given that the population (N) of the study is determined as 900

𝑛=             N
           (1+(e2 * N))

where 𝑛 is the sample size,
 
𝑁 is the population, and 

𝑒 is the margin of error at 0.05.

The N is the total number of women and men (900) who will benefit from the project. 

Therefore, the sample is estimated as:

n=    N = 900
        (1+(e2 * N))

n= 276.9

The minimum sample required for adequate representation, therefore, is 276.9 GMF.
This was adjusted to 279 GMF to allow for proportionate distribution among the
eighteen districts within the seven regions where the data will be collected.

The sample size was further distributed proportionately by the number of districts in
the regions as shown below. An average of 31 couples were selected from regions with
two districts (31 females and 31 males) while in regions with four districts, 62 couples
were selected (62 females and 62 males) – resulting in 279 couples (558 respondents)
from all the eighteen districts selected from the 7 regions.
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3.4 Sampling of Communities
The sample of GMF couples comprising females and males was drawn randomly from
the selected project communities in the implemented districts in Ghana. In each of the
eighteen Municipal and District Assemblies-(MDAs) that were sampled for the Co-
impact project baseline survey, the selection of the survey communities was
proportionately determined.

3.5 Sampling of females and males
The procedure for sampling was initiated with a list of GMF couples’ populations in the
sampled communities. The sampling frame from each region was obtained from CBOs
under the alliance in the various regions. Using the simple random sampling technique
based on the proportional-to-size approach, the sample of females and males was
identified. The proportional-to-size approach considered the gender and age
dimensions of the GMF couples’ population. The sampling of respondents was done at
the community level.

3.6 Baseline survey instruments
The design of the data collection instruments by the Alliance for Health Rights (AHeR)
Secretariat was guided by the objectives of the Co-Impact Project. The instruments
included individual surveys using questionnaires. The data collection instruments were
designed and reviewed by the AHeR Secretariat with input from SEND Ghana. The data
(questionnaire) will be collected using a mobile phone data collection application (kobo
collect) to collect and manage the data. This ensured high data validity, accuracy and
timeliness in the submission of the report.

3.7 Data collection procedure
A day training workshop, including the pretesting of instruments, was organized for the
research assistants (Community-Based Organisations (CBOs)) as well as the field
supervisors (AHeR Secretariat/SEND Ghana) for the survey. The research assistants
were drawn from partners in the implementing Districts. Each field staff was assigned
to the specific district he/she represents and was centrally monitored by the field
supervisor based on the data transmitted. The training was facilitated by the lead of the
study from the AHeR Secretariat. The training covered issues such as an overview of
the Co-impact project, baseline survey objectives, contents of the baseline
instruments, translation of baseline instruments into local dialects, use of the
electronic data collection software, data transmission, ethics in research, roles of field
staff, and anticipated challenges and how to resolve them. The pretesting of the survey
instruments was conducted in the Agona East and Swedru districts in the Central and
Volta Regions. The field officers commenced the data collection activities concurrently
in all the districts in the Regions in the southern belt (Volta, Oti, Greater Accra, Central,
and Western), to be followed by the regions in the Northern Belt (Northern and Ashanti
regions).
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Field Officers administering questionnaires in the community
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3.8 Data Cleaning, Analysis and Reporting
The collected data undergo cleaning to ensure accurate analysis, enabling evidence-
based descriptions of the current realities. Data was analyzed using R statistical
software and presented through descriptive statistics, including frequencies,
percentages, means, and cross-tabulations, as well as statistical tests for differences in
means. The unit of analysis will focus on project beneficiaries and implementing
partners, with data disaggregated by region, district, community, and respondents'
demographic characteristics. 

3.9 Ethical Issues and Clearance
Participants in this baseline survey were assured that their responses would remain
anonymous and confidential. Personal identifiers were not used in any reports; instead,
pseudonyms were employed where necessary. To further safeguard confidentiality, all
data files are password-protected and shared exclusively with ARHR, field staff (CBOs),
and SEND Ghana. Additionally, informed consent was obtained from all participants
before administering the questionnaire. Staff who did not give their consent to the
study were not recruited.
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This section outlines the findings from the baseline study concerning the stated
objectives. Data from the target areas on specific topics are presented using tables,
graphs, and maps. The findings reflect the conditions in the districts and communities
where data collection was conducted.

4.1 Demography
A total of 558 respondents participated in this baseline study, comprising 279 males and
279 females from the GMFs. The respondents had an average age of 33 ± 5 years. As
shown in Table 1 below, the majority (48.4%) of respondents had attained primary
education, while only 5.9% had tertiary education. These findings highlight a gap in
educational progression, with most respondents unable to advance beyond primary
education. Additionally, a significant proportion (25.8%) of respondents had no formal
education, with females constituting the majority of this group, accounting for 15.8% of
the total respondents without formal education. 

4.1.2 Educational Status of the Respondent

4.1.3 Regional distribution of educational status
Table 2 below presents the regional distribution of the respondents' educational status.
This offers a localized insight into the educational patterns among the respondents.
The findings reveal regional disparities in the levels of educational attainment. The
majority of respondents with no formal education (11.8%) are from the Northern
Region, emphasizing the need for tailored health education approaches in these
communities. The Central Region recorded the highest proportion (13.3%) of
respondents with primary-level education, while the Ashanti Region had the highest
percentage of respondents with secondary-level education. Notably, only a small
proportion (2.2%) of GMFs in the Northern Region reported attaining tertiary-level
education.

4.0 EMPIRICAL FINDINGS FROM THE STUDY
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4.1.4 Disability status of the respondents
The study assessed respondents' disability status to ensure that the program considers
their specific needs. As illustrated in Figure 1, the majority, 98% of respondents
reported no known disabilities, with females comprising the larger proportion (49.8%)
of this group. Conversely, most respondents with a known disability were male,
representing 1.8% of the total population with disabilities. Among the reported cases,
four respondents were physically challenged, two were deaf, two were visually
impaired, three had osteoarthritis, one had a stroke, and one had myopia.

Figure 1: Disability status of the respondents
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4.1.5 Gender distribution of Household heads among the GMF
In our traditional settings, as discussed in the literature, men are typically regarded as
the heads of households in our communities. However, data from Table 3 below reveal
nuanced perspectives when respondents were asked about their roles within their
families. The majority of women indicated that they are not the head of their
household, with only 1.4% of men reporting the same. Conversely, 48.6% of men
identified as the head of their household, while 6.8% of women also reported being the
household head.

These findings, in line with previous studies, suggest that the traditional notion of men
being solely responsible as household heads may not fully reflect reality. This evolving
dynamic provides opportunities for women to play a more active role in family
decision-making, particularly in accessing primary healthcare services.

4.1.6 Decision-making among GMF
Table 4 summarizes findings on household decision-making dynamics. Traditionally,
men have been regarded as the primary breadwinners and decision-makers within
families, while women have been associated with nurturing, caregiving, and managing
household responsibilities. As societal norms evolve and gender roles become less
rigid, the distribution of decision-making responsibilities within households has
become more fluid. Nevertheless, the results from Table 4, based on pooled data, reveal
that a significant majority 82.1% of both men and women still view husbands as the
primary decision-makers in their households. Additionally, 16% of respondents
indicated that decision-making power is shared equally between men and women in
the family, while only a small proportion believed that women have greater decision-
making authority. This aligns with traditional cultural norms in the country, where men
are often assigned primary leadership roles within households. Consequently, this
dynamic can limit women’s ability to influence critical family decisions, including those
related to their own health and well-being.
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4.1.7 Regional Distribution of Decision-making Power among Couples 
Figure 2 below illustrates the regional distribution of power among couples in the
seven implementing regions. The majority (96%) of respondents indicated that in the
Northern region, men hold the highest decision-making power, while 4% believe
decision-making is shared equally between men and women. Notably, none of the
respondents indicated that women have decision-making power in the Northern and
Oti regions. Across all regions, men consistently held the highest decision-making
authority, while women had minimal influence over household decisions. This trend
may be attributed to traditional and social constructs that position men as the heads of
households.
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4.1.7.2 Major Decision-making among the Couples
Figure 3 provides an overview of who holds primary responsibility for making major
family decisions. The findings show that the majority of respondents (59.8%) identified
husbands as the key decision-makers within the family. Additionally, 36.3% believed
that decision-making is a shared responsibility between men and women. Notably, the
study highlights the unique role of children in family decision-making in certain cases.
This is attributed to the financial support often provided by older children, which
positions them as key stakeholders who are consulted before significant family
decisions are made.

4.1.8 Deliberation on issues before making decisions 
The respondents were explicitly asked whether couples deliberate on issues before
making family decisions. As shown in Table 5, a majority (51.6%) indicated that they
always engage in discussions before reaching a consensus. This approach allows
women to contribute to household matters, including those affecting their health.
However, 44.1% of respondents noted that while some level of deliberation occurs, it is
limited to certain issues, restricting women from fully participating in leadership roles
at home and diminishing their influence in household decision-making. Additionally, a
small minority (4.3%) reported that no deliberation takes place in their households. In
such cases, decision-making is solely the man's responsibility, with women entirely
excluded from consultations under all circumstances.
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4.1.9 Contributions to the differences in power among GMF
The distribution of power within families varies across communities, tribes, cultures,
and individual households. Various societal factors contribute to these differences. For
instance, in some families, the older spouse—whether male or female—is automatically
accorded respect and authority to lead the household. In other cases, cultural norms
dictate that power is ascribed to a particular gender. During our interactions with
families for this study, it was observed that individuals who attain new social statuses,
such as becoming a chief or assembly member, experience a shift in their household
dynamics. This elevated status often grants them decision-making authority, which can
significantly impact family dynamics, including health-seeking behaviour. Conversely,
some individuals may prevent their partners from taking on community leadership
roles to maintain a sense of equality at home.

Figure 4 illustrates respondents' perspectives on the primary contributors to power
differences within families. The majority (21.4%) identified cultural norms as the key
determinant of power dynamics, followed by age differences (19.4%), income levels
(17.9%), certain religious practices (14%), and educational status (9.9%). Understanding
these dynamics is crucial for improving the uptake of primary healthcare services, as
partners must be mindful of these power structures to foster equitable decision-
making and promote better health outcomes.
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4.1.10 Regional distribution of contributions of power among GMF
Figure 5 below indicates the regional distribution of power among GMF. In the
Northern, Western North, and Ashanti regions, cultural norms were the most
significant factor influencing household power. In contrast, income played the
dominant role in the Central and Oti regions. In the Volta region, social status was the
key determinant, whereas in the Greater Accra region, age was the primary influence.
This highlights the regional variations in factors that shape power dynamics.

Figure 5: Regional distribution of contributions of power among GMF

4.1.11 Decision-making on specific socioeconomic issues 
As outlined in the earlier subsections, while couples may deliberate on decisions, final
authority typically rests with men. This section delves into specific decisions across key
social and economic areas. Table 6 illustrates the decision-making trends in these
domains. The findings reveal that both men (27.8%) and women (25.8%) contribute to
decisions on the type of economic activity to pursue. However, 41% of respondents
indicated that men predominantly make the final decisions in this area.

The results reinforce the notion that men hold significant authority over decisions
related to the use of economic resources, household income allocation, family size, and
birth spacing. Additionally, respondents noted that even decisions regarding the use of
family planning methods often require male authorization, despite Ghana’s
reproductive health policy stating that women do not need male approval to exercise
their reproductive health rights. Alarmingly, only 7% of men believe that women should
have control over their reproductive health, highlighting a substantial gender disparity
in this regard.

On household matters such as meal planning, the study found that only 10% of men
believe women should have the sole authority to decide what to cook. Interestingly, in
some cases, children play a role in these decisions, likely due to their financial
contributions to the household. This dynamic allows children to influence meal choices
on occasion.
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The study also found that men are the primary decision-makers regarding
participation in health committees, although some decisions are made jointly by both
partners. This suggests that women often lack the autonomy to join community health
committees without their male partners' approval. Discussions with female
respondents revealed that, without their partner's consent, women may have to
participate in such activities covertly, limiting their ability to contribute to community
health initiatives.

Despite some areas of joint decision-making—such as the use of economic resources,
household income, meal choices, family size, birth spacing, and family planning, the
findings highlight persistent gendered disparities that limit women’s agency in both
household and community-level decisions.

Table 6: Decision-making on specific socioeconomic issues  

4.1.12 Should women be allowed to make an independent decision
The respondents were explicitly asked whether women should be allowed to make
independent decisions. As shown in Figure 6, the majority of both males (43.7%) and
females (44.1%) stated that women should not have the autonomy to make decisions on
any matters. This highlights the persistent restrictions women face, particularly in
areas such as the use and control of household resources, childcare, and income
allocation. Notably, even a significant proportion of women (44.1%) share the belief that
they should not independently make decisions. This mindset can be attributed to social
and cultural conditioning, where women are often trained to be submissive to men,
leading many to view independent decision-making as inappropriate within the
context of marriage, even on matters affecting their health.

However, 30.5% of men believe that women should be allowed to make independent
decisions on specific matters, though fewer than 27% of women support this idea.
Additionally, 29.4% of female respondents think women should be granted the
autonomy to make decisions on all matters. These findings suggest that, while there is
a prevailing perception that men resist granting women complete decision-making
freedom, the reality is more nuanced, with some openness to change evident among
both genders.
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4.1.13 Topics unable to discuss with a partner 
Table 7 highlights the topics couples find challenging to discuss with their partners.
The majority of respondents (41.7%) reported difficulties discussing sexual and
reproductive health issues, including family planning, sexually transmitted infections,
and related matters. A smaller proportion (13.8%) indicated challenges in discussing the
sharing of household chores. Additionally, a significant percentage of the respondents
(25.0%) found it difficult to talk about community management, leadership, and
participation with their partners. Furthermore, 19.5% of respondents expressed
difficulty in discussing resource control and decision-making within the household.
These findings suggest that a notable proportion of couples struggle to communicate
openly on certain critical topics. This underscores the need for targeted health
education initiatives that focus on promoting open dialogue and understanding around
these sensitive issues, particularly within the household setting.
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4.2.0 Assessing Women’s Participation in Community Leadership
4.2.1 Members of the Health Committee
The participation and leadership of women and girls in primary healthcare (PHC)
decision-making are essential for achieving equitable and effective health outcomes.
Despite their critical roles as primary caregivers within families and communities,
women's and girls' voices have historically been underrepresented in health policy and
decision-making processes.

As shown in Table 8, only 5.2% of women were identified as members of health
committees in their communities, compared to 13.6% of men. This disparity highlights
a significant underrepresentation of women in these committees, limiting their ability
to contribute to discussions and decisions regarding their own health and that of their
families. Addressing this imbalance is crucial to ensuring inclusive and representative
healthcare decision-making processes.

4.2.2 Gender Model Family’s Awareness of Health Committees
Respondents were asked explicitly about their awareness of the existence of
community health committees, extending beyond those integral to the Primary Health
Care (PHC) concept. As presented in Table 9, a majority (31.4%) of men reported being
aware of some health committees, compared to 27.8% of women. Notably, while the
proportion of women aware of these committees was relatively appreciable, this
awareness did not translate into their active participation.

The findings suggest that men are often prioritized for leadership roles within these
committees, potentially due to traditional gender norms and perceptions about
leadership in the community. Addressing this gap requires intentional efforts to
promote women's participation and leadership in health committees, ensuring a more
inclusive and equitable approach to community health governance.
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4.2.3 Gender Model Family’s Participation in Health Volunteerism
Community Health Volunteers play a crucial role in supporting healthcare providers
through community mobilization and education. In some areas, these volunteers also
assist with tasks such as drug distribution and tracing individuals who default on health
treatments. However, the findings reveal that women are significantly
underrepresented in these roles, with only 5.2% serving as community health
volunteers compared to 10.4% of men.

Overall, participation in health volunteerism is notably low, with only 15.6% of
respondents indicating involvement, while a vast majority (84.4%) reported not
participating as health volunteers. This low engagement underscores the need for
strategies to increase community involvement in health volunteerism, with a particular
focus on encouraging women's participation to ensure a more inclusive and
representative approach to community health initiatives.
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Figure 7: GMF participating in health volunteerism

Table 9: Percentage of GMF awareness of health committee



4.2.4 Women’s Assessment of Men’s Support to Primary Health Care Services
Women were assessed on the level of support they received from their husbands in
various health activities, with the results presented in Figure 8. Regarding antenatal
care (ANC) services, over 34% of women reported that their husbands often
accompanied them, while 10.5% stated that their husbands rarely did so. For postnatal
care (PNC) services, 29% of women indicated that their husbands often accompanied
them, whereas close to 26% revealed that their husbands had never done so.

Notably, more than half (52.9%) of the women expressed that their husbands always
accompanied them during delivery, which is commendable. However, 14.1% of women
reported that their husbands had never accompanied them for delivery. Strikingly,
64.9% of husbands had never accompanied their wives for family planning services,
suggesting potential contention or disagreement among couples regarding family
planning decisions, as many men may not support their wives' participation in such
services.

Lastly, a significant proportion of women indicated that their husbands always
accompanied them to the hospital when they were ill, with over 33% of husbands
providing this support. Nonetheless, 13.8% of men had never accompanied their wives
to the hospital, highlighting gaps in spousal support for healthcare services.
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Figure 8: Percentage of women’s assessment of men’s support to PHC services



4.3.0 Assessing Health-seeking Behaviour of the Gender Module Families
4.3.1 Frequency of facility visits by couples
Health-seeking behaviour encompasses the actions individuals and families take to
maintain their health, prevent illness, and seek treatment for health-related concerns.
Figure 9 illustrates respondents' frequency of visits to health facilities within the year.
Nearly half of the respondents reported visiting a health facility 1 to 2 times during the
year, while a smaller proportion (16.9%) indicated making 3 to 4 visits. Notably, 24.4% of
the respondents had not visited a health facility at all at the time of the study. These
findings highlight variability in health-seeking behaviour, suggesting potential barriers
or differing health needs among the population.

4.3.2 Seeking Medical Care When You or a Family Member is Sick
Respondents were also asked whether they seek medical care when they or a family
member fall ill. The majority of couples reported that they sometimes seek medical
care under such circumstances. Additionally, over 42% of couples indicated that they
always seek medical care when they or a family member is sick.

Notably, almost 2% of couples stated they had never sought medical care when ill. This
could be attributed to religious beliefs or a preference for alternative medicine, as they
may rely on these avenues instead of conventional healthcare services. These findings
highlight the influence of personal beliefs and cultural practices on health-seeking
behaviour.
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Figure 9: Frequency of facility visit by respondent



4.3.3 Urgency of couples seeking health care after noticing signs and symptoms
Table 10 provides insights into couples' urgency and responsiveness in seeking health
care at their primary healthcare centres. Respondents were explicitly asked about how
promptly they seek care upon noticing signs or symptoms of an illness.

Nearly half (45%) of the respondents reported seeking health care immediately after
observing symptoms. Additionally, 31% indicated they would seek care a few days after
experiencing symptoms. However, 17.6% stated they would only seek health care when
the illness becomes serious, while 6.6% admitted they would delay seeking care for a
week or longer after the onset of symptoms.

These findings underscore the varying levels of urgency in health-seeking behaviour,
emphasizing the need for targeted health education to encourage prompt care-seeking
practices.
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Figure 10: Seek medical care when you or a family member is sick

Table 10: Urgency of couples seeking health care



4.3.4 Couples’ understanding of the services provided by the primary healthcare
facilities
Research suggests that when community members are aware of the services offered by
their primary healthcare providers, they are more likely to utilize these services,
despite other barriers to access. Nearly half (49.8%) of the couples surveyed reported
having a fairly good understanding of some key services provided at their community
health facility. This suggests that a significant proportion of community members
might not seek care at their local facility due to uncertainty about the range of services
available.

Additionally, 40% of respondents indicated that they have a very good understanding
of the services offered, while a small proportion (3%) admitted to having no
understanding of the services provided at all. These findings highlight the importance
of community education and awareness campaigns to improve service utilization and
healthcare access.

4.3.5 Respondent's first point of care.
The respondents were asked where they first seek medical care when they fall ill. The
majority indicated they would seek care at the local clinic or CHPS compound, while
2.3% reported consulting traditional healers. Notably, almost 15% of respondents
stated they would first seek care at the local pharmacy instead of visiting their primary
clinic, which is not considered an ideal option. Additionally, nearly 11% of respondents
would go directly to the hospital rather than their community clinic, and over 10%
reported self-medicating at home. These choices may be influenced by several factors,
including satisfaction with services at the primary clinic, NHIS enrollment status, high
service costs, availability of essential medications, and other considerations. 
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Table 11: Couples understanding of the services offered by the healthcare facilities

Table 12: Respondents’ first point of care



4.3.6 Respondents’ satisfaction with services they received at their primary clinic 
Table 13 presents respondents' satisfaction with services received at their primary care
center, specifically the CHPS compound, which serves as the primary healthcare
facility under Ghana Health Service structures. According to the data, over half of the
respondents (52.5%) reported being satisfied with the services provided at the facility.
Additionally, nearly a third of the respondents (32%) expressed feeling very satisfied
with the care they received. However, 2.9% of respondents indicated dissatisfaction
with the services, highlighting a small but notable area for improvement in the delivery
service.

4.3.7 NHIS enrollment, activation and Health-saving practices of GMF
We also assessed respondents' enrollment, activation, and health-saving practices.
From the data presented, 41.9% of male respondents and 48.7% of female respondents
reported being enrolled in the National Health Insurance Scheme (NHIS) and currently
possessing an NHIS card. Notably, more females than males were enrolled, with 8.1% of
men reporting they did not have NHIS cards. Among the female respondents enrolled
in NHIS, 37.2% had active cards, compared to 32.2% of men with active cards.

Interestingly, a higher percentage of women (16.6%) had inactive cards compared to
men (14%). This disparity might be attributed to the challenges women face in renewing
their cards compared to their male counterparts. Additionally, a significant proportion
of respondents—31.0% of females and 16.5% of males—indicated that women are
primarily responsible for keeping the NHIS cards. Lastly, the findings revealed that
most respondents do not set aside savings specifically for their health needs. Among
those who do, a higher proportion of men reported saving for health-related expenses
compared to women. This underscores a potential gap in financial preparedness for
healthcare, with women being particularly disadvantaged in this regard. Addressing
this disparity could be crucial for improving healthcare access and outcomes.
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Table 13: Respondents’ satisfaction with services



4.3.8 Respondents' awareness of free or subsidized services by NHIS 
Table 15 highlights respondents' awareness of the NHIS-subsidized services provided at
health facilities. An overwhelming majority (82.4%) of the respondents indicated they
are aware that NHIS covers free services at the point of care.

However, despite this awareness, many respondents do not prioritize health facility
visits as their first choice when seeking care. This discrepancy underscores the need to
investigate the underlying reasons for this behaviour. Potential factors could include
indirect costs, perceptions of service quality, availability of medicines, or other
systemic barriers affecting healthcare utilization.

Addressing these barriers will be essential to maximize the utilization of NHIS-
subsidized services and improve health-seeking behaviour among community
members.
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Table 14: NHIS enrollment, activation and health saving practices

Table 15: Knowledge of respondents on the NHIS package



4.3.9 Challenges faced by GMF accessing health service
Table 16 outlines the challenges couples face in accessing healthcare at the primary
level. The most significant barrier identified is the high cost of care (36.5%). Although
many families have active health insurance, they reported being charged exorbitant
fees when seeking care. This could explain why some respondents opt to seek care at
pharmacies or other sources when they first notice signs of illness.

Additionally, over 23% of respondents indicated that the unavailability of essential
medicines is a critical factor affecting their access to healthcare facilities. Many
participants mentioned that basic drugs are often unavailable at health facilities,
forcing providers to write prescriptions for medicines to be purchased at pharmacies,
which imposes a considerable financial burden.

Other challenges highlighted include distance to the clinic (10.3%), long waiting times
(8.5%), poor attitudes of health staff (6.7%), lack of transportation to health facilities
(6%), and cultural or religious reasons (2.3%). These factors contribute to barriers in
accessing timely and affordable healthcare.

4.3.10 Factors that will encourage families to seek medical care 
The couples in Figure 11 expressed that reducing costs (62%) at health facilities is the
primary factor that would encourage them to seek care. Additionally, nearly 24% of
respondents mentioned that improved service quality would motivate them to utilize
these facilities.

Other suggestions included increased health education on available services (7.4%),
shorter waiting times (2.7%), and better transportation options for referrals and other
purposes (2.0%).

To address these concerns effectively, the project should prioritize these key areas.
Specifically, reducing financial barriers, enhancing service delivery, and raising
awareness about available services could significantly improve access and utilization of
healthcare facilities, particularly for women and girls.
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Table 16: Challenges faced by GMF’s accessing health service



4.3.11 Client receiving information on their health rights at the facility
Figure 12 illustrates the GMF's assessment of the rights-oriented information they
received during their visits to health facilities. Respondents from the Ashanti (43.5%),
Central (57.3%), Western North (71.0%), and Oti (43.5%) regions reported that they
always received information about their rights as clients during their visits. However, in
the Ashanti region, 37.1% indicated that they had never received any rights-related
information, a trend also observed in the Central region, where 29.8% reported the
same. Additionally, 74.2% of respondents from the Volta region stated that they
sometimes received such information, along with 50% in the Volta region, 43.5% in the
Greater Accra region, and 24.2% in the Northern region. It would be beneficial for
health staff to integrate rights-based education into their interactions with clients,
empowering them to demand accountability when seeking healthcare services.
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Figure 11: Factors that will encourage families to seek medical care

Figure 12: Client receiving information on their health rights



4.3.12 Couples Assessment of respected medical care at the health facilities 
Client rights must always be upheld when they seek healthcare at any level. Ensuring
respectful and dignified care encourages clients to fully disclose their health concerns
and receive the appropriate services as guaranteed by the Constitution of the Republic
of Ghana. 

As illustrated in Figure 13, a significant number of Gender Model Families (GMFs) in the
Ashanti, Central, Greater Accra, Western North, and Oti regions reported that their
health rights are consistently respected when accessing primary healthcare services.
However, in the Volta region, more than half of the GMFs indicated that their rights are
only sometimes respected, a trend also observed in the Oti region (where nearly 55% of
couples reported the same) and the Greater Accra region (over 45.2%).

Additionally, some couples in the Ashanti, Volta, Northern, Greater Accra, and Central
regions noted that they do not frequently receive these rights-based services from
healthcare providers.

4.4.0 To assess the availability and utilization of feedback and accountability
mechanisms among GMFs.

4.4.1 GMF’s awareness of feedback and accountability mechanisms
Feedback and accountability mechanisms are crucial for expressing dissatisfaction with
services and ensuring that healthcare delivery adheres to standards, including privacy,
confidentiality, and other ethical principles. The table below illustrates the Gender
Model Families' (GMF) awareness of the feedback and accountability mechanisms
available and accessible to them.

The majority of males (29.6%) and females (23.1%) reported being aware of these
mechanisms in their community. However, a significant proportion of females (19.2%)
indicated they were unaware of such mechanisms, compared to 12.5% of males who 
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Figure 13: Couples assessment of respected medical care at the health facilities 



4.4.2 Knowledge of the Platforms through which feedback is given
Feedback in the context of this study includes clients expressing their satisfaction,
suggestions or giving a complaint on the services they have received from the frontline
healthcare providers in the community. Respondents were asked about their
knowledge of some of the feedback mechanisms available. The first mechanism the
majority (56.9%) of the respondents mentioned was verbal feedback to the health care
workers. They said they usually give direct feedback to the healthcare worker on
services they are happy or unhappy with. Furthermore, they also know that through
the community health committee and the leaders of the community, they can give
feedback to the healthcare workers and also hold them accountable. Others include
phone calls (14.7%) and finally suggestion boxes (6.5%) which they hardly use.

reported the same. Additionally, 7.7% of females and 7.9% of males stated they were
unsure about the existence of feedback and accountability mechanisms.

This highlights a gap in awareness, particularly among females, which may affect their
ability to voice concerns or ensure accountability in healthcare services.

4.4.3 Source of information about feedback mechanisms
Regarding the sources of knowledge about feedback and accountability mechanisms,
the majority of respondents indicated that they received their information from
community leaders. Health workers were identified as the second most common
source of information, accounting for 21%. Approximately 17% of respondents reported 
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Table 17: GMF’s awareness of feedback and accountability mechanisms 

Table 18: Knowledge of the platforms through which feedback is given



4.4.4 Utilization of Feedback and Accountability Mechanism 
Figure 15 highlights respondents' frequency of providing feedback to healthcare
authorities regarding the services they receive. Over half of the respondents indicated
that they had never provided feedback on the services received. Additionally, 18.6%
mentioned that they sometimes give feedback after accessing health facilities, while
15.2% reported always providing feedback after visiting their care provider.

Furthermore, 7.5% of respondents indicated that they often give feedback, and 6.3%
stated that they rarely share their feedback with healthcare providers.

These findings suggest a general lack of engagement in providing feedback, which may
limit opportunities for service improvement and addressing client concerns effectively.

learning about these mechanisms from other sources, while 16% gained this knowledge
during community outreaches.

Additionally, some respondents mentioned that community members or posters at
health facilities and within the community provided information. Unfortunately,
sources such as community information centers and community radio were not
mentioned, likely due to the nature of the local settings. This highlights potential gaps
in leveraging accessible media for disseminating information about feedback and
accountability mechanisms.
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Figure 14: Sources of information 



4.4.5 Provision of Feedback (Satisfaction/complaint/ suggestion) on services
provided by frontline health staff 
Couples were asked explicitly whether they had ever expressed satisfaction or lodged
complaints about the services received at health facilities. More than half (57.4%) of the
respondents reported never having done so. Among those who had not provided
feedback, the majority were women (30.5%) compared to men (26.9%). This disparity
could be attributed to societal norms and gender dynamics within communities, where
women may lack the confidence or opportunity to voice their concerns due to fear of
victimization or denial of services.

Consequently, many women might choose to relay their feedback to their husbands or
refrain from sharing it altogether. Nonetheless, 23% of men across the communities
reported having given feedback, while 19.5% of women had also expressed their
opinions or complaints, indicating a growing willingness among women to participate
in feedback processes despite prevailing barriers.
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Figure 15: Utilization of feedback and accountability mechanisms

Table 19: GMFs who have given feedback on the services they received



4.4.7 GMFs assessment of improvements in service delivery after their complaint
From Table 21 below, couples who had previously lodged complaints or expressed
satisfaction were asked whether they observed any changes following their feedback.
The majority (56.3%) of respondents, both men and women, reported noticing
significant improvements after their complaints. Meanwhile, 32.8% observed only
minor improvements, and 10.9% stated that they did not notice any improvement
following their feedback to the authorities. These findings suggest that while many
complaints lead to positive changes, there is room for enhancing responsiveness and
ensuring more impactful outcomes.

4.4.6 How long did it take the authorities to respond
Every client who provides feedback or expresses satisfaction with service provision
expects a prompt response to their concerns. From the table below, respondents were
asked if they received any response to the feedback or complaints, they had provided
regarding the services they received.

The findings revealed that more than half (60.4%) of the respondents did not receive
any response to their complaints. On the other hand, 22% of the respondents reported
receiving an immediate response, while 5.4% indicated that it took up to a month
before the authorities responded to their feedback. These results highlight significant
gaps in the responsiveness of the feedback and accountability mechanisms, which
could impact on clients' trust and willingness to engage in such processes.

39

Table 20: Duration of the response after feedback

Table 21: Improvement after complaint or suggestion



4.4.9 GMF’s satisfaction with the feedback process
The process or medium for giving feedback can sometimes be challenging and
frustrating, particularly depending on the education level of the person providing the
feedback. It is worth noting that the majority of respondents who gave feedback
expressed satisfaction with the process. Additionally, 31.9% of respondents reported
being very satisfied, while about 10.1% were neutral, stating they were neither satisfied
nor dissatisfied with the process. A small proportion, 1.7% and 0.8%, indicated being
dissatisfied and very dissatisfied, respectively, with the feedback process.

4.4.8 Informed about action taken on your complaint or suggestion
The majority (79.4%) of couples, both male and female, informed the researchers that
they had received information regarding the actions taken by authorities to address
their complaints. However, 21% of couples reported not receiving any feedback about
the actions taken, even when measures were implemented. This indicates a gap in
communication, as the specific strategies used to address the issues were not shared
with the complainants.
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Figure 16: GMF’s satisfaction with the feedback process

Table 22: Informed about action taken on your complaint or suggestion



4.4.11 What encourages the GMFs to utilize feedback and accountability Mechanisms
On factors that would encourage GMFs to use feedback and accountability
mechanisms, the majority indicated that better awareness of how to provide feedback
would significantly motivate them to utilize these services. This underscores the
importance of educating and creating awareness about existing mechanisms within the
communities. Additionally, less than 24% of respondents highlighted the assurance that
feedback would lead to tangible improvements as a key motivating factor. Meanwhile,
21.2% of respondents emphasized the need for faster responses after submitting
complaints, and almost 20% expressed a preference for anonymous feedback options.

4.4.10 Challenges when trying to provide feedback
Key challenges inhibiting respondents from providing feedback include a lack of
knowledge on how to give feedback (21.8%) and fear of being treated poorly (15.7%).
Many clients prefer to withhold complaints, fearing negative treatment if action is
taken against the frontline provider. Additionally, 11.9% of respondents indicated the
absence of a clear system for submitting feedback, while 11.5% noted concerns about
the lack of anonymity, as the identity of the person providing feedback could be
revealed. Other barriers include the lengthy process (9.3%) and skepticism about the
effectiveness of their feedback, with 7.6% believing it would not result in any
meaningful change.
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Table 23: Challenges when trying to provide feedback

Table 24: Factors that encourage the GMF to use the feedback and accountability mechanism



4.5.0 knowledge of frontline health workers on providing responsive and gender-
sensitive health service

4.5.1 Number of health facilities in the communities 
A good number of the communities visited for the survey had at least a health facility
that served the people in and around the catchment area. It was noted that most of the
communities selected under the Oti region were without a health facility, however,
zones are demarcated for nurses to provide basic services on a regular basis. From the
study, over 92% of the communities had at least one health facility operational while
4% of the communities visited had 2 facilities serving the area. We also noted that 2%
of the communities that took part in the study had 3 health facilities with 2% of the
communities having 4 health facilities.

4.5.2 Composition of Health Providers
According to the CHPS policy, a CHPS compound is supposed to have three key
healthcare workers as a full complement of the staff for the facility. The frontline
health professionals at the various health facilities include Community health nurses,
Registered General Nurses, Midwives, enrolled nurses and Registered Community
Nurses. Almost 58% of the facilities had the full composition of health care providers
(CHN, Midwives, Enrolled Nurses) per the CHPS policy while 42% had one or two of the
frontline health staff (RGN, RCN, MID, EN). Though these numbers are huge, however,
most of them are unable to provide the services due to infrastructural challenges,
logistics challenges and lack of essential medicine supplied from the regional medical
stores.

4.4.12 Suggestions to Improve Accountability and Feedback Mechanisms
Lastly, regarding ways to improve accountability and feedback mechanisms, the
majority of respondents emphasized the need for more information about existing
feedback and accountability channels. Additionally, 23.3% of respondents advocated
greater involvement of community members in the process, while 21.1% stressed that
authorities should take their feedback more seriously. Over 20% suggested that
responses to feedback should be faster, and some couples recommended introducing
more anonymous methods for providing feedback. A small proportion (1%) proposed
other ways to enhance the system.
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Table 25: Suggestions to improve accountability and feedback mechanisms



4.5.4 Knowledge of Frontline Health Workers on Right-Oriented Services 
The respondents' understanding of rights-oriented services was evaluated. A majority
(62%) of healthcare workers reported having a fair understanding of rights-oriented
services, while 38% indicated they had no knowledge in this area. Examples of rights-
oriented services mentioned by respondents included confidentiality, the right to
privacy, fidelity, integrity, the right to choice, and the right to healthcare, among
others.

4.5.5 Proportion of Women on the Community Health Management 
The study further revealed that 44% of the facilities had one female representative on
the Community Health Management Committee (CHMC), 34% had at least two women,
and 22% had three or more women serving on the committee.

4.5.6 Facilities without a woman volunteer 
The study also identified that 25% of the facilities or communities lacked even a single
health volunteer to support the activities of health professionals. Additionally, over 32%
of the facilities had at least one woman serving as a volunteer, while 22.6% had two
women, and another 22.6% had three or more women serving as volunteers, as
illustrated in the table below.

4.5.3 Frontline Staff Who Received Gender Training 
The study also assesses the knowledge of the frontline health professionals on gender,
and we asked them if they have received training in gender. Over 87% of the
respondents indicated that they have not received any training on Gender while a few
(13%) of them had received some form of training in gender. The table below illustrates
the region, organization that conducted the training and the venue of the training.
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Table 26: Table of staff who had training in gender



4.5.7 Facilities with Referral Register
Referral is a critical process in healthcare delivery, and evidence of client referrals is
typically documented in a referral register. These registers or booklets contain all the
necessary information to ensure continuity and progress in treatment at the next
health facility. As shown in the table below, 74% of the facilities had a referral register
available, while 26% did not have this essential resource.

4.5.8 Availability of Community Emergency Transport Systems (CETs)
Evidence from the survey indicated that the majority of the communities do not have a
community emergency System in place which is an integral part of the CHPS
implementation to improve the referral system and encourage clients to accept
referrals. It was revealed that 62% of the respondents had no CETs in place to support
the referral system. Also, just 38% of the facilities indicated that they have CETs in
place. We didn’t ask if the CETs are functional and are serving its purposes in the
community.

4.5.9 Facilities providing 24hrs Service.
The majority of facilities reported providing 24-hour services to people within their
catchment areas, while 20.8% indicated they do not offer round-the-clock services.
Further discussions with some facility revealed that, although the policy mandates 24-
hour service delivery, several challenges hinder its full implementation. Key factors
include a lack of accommodation, inadequate security, and insufficient health staff,
which collectively undermine the ability to provide uninterrupted services.
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Table 27: Communities without a woman volunteer 

Table 28: Referral Register



4.6 Area’s facilities need support for community education
Table 29 below provides a list of facilities that have clearly outlined the areas where
they require support for health education. A few facilities also identified areas where
they need support with logistics and resources; however, these were not included in
the report as they fall outside the scope of the objectives. Community-based
organizations are encouraged to collaborate with these facilities to provide the
necessary educational support, aiming to improve service uptake and participation in
public health activities within the communities.
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Table 29: List of facilities and areas they will need support for community education 



5.0 RECOMMENDATIONS
 Conduct targeted community awareness campaigns, particularly for women, to
enhance understanding of feedback and accountability mechanisms in healthcare
services.

1.

 Leverage accessible media channels such as community radio, information centers,
and local meetings to educate the public on how to provide feedback.

2.

 Facilitate periodic community dialogues between health service providers and
residents to address concerns and improve accountability in healthcare delivery.

3.

 Develop structured training programs for healthcare workers and community
leaders on the importance of patient feedback and its role in service improvement.

4.

 Expand capacity-building programs on rights-oriented healthcare services to
equip health workers with the necessary knowledge and skills for patient-centered
care.

5.

 Integrate gender training into the professional development programs of frontline
healthcare workers to bridge the current knowledge gap.

6.

 Advocate for policies that require a minimum representation of women in
Community Health Management Committees (CHMC) to ensure gender-balanced
decision-making.

7.

 Strengthen community engagement efforts to encourage more women to take up
leadership roles in health management and governance structures.

8.

 Provide mentorship and leadership training for female community members to
enhance their confidence and ability to contribute meaningfully to health
governance.

9.

 Establish partnerships between healthcare facilities and community-based
organizations (CBOs) to strengthen public health activities and improve service
uptake.

10.

 There should be targeted health education initiatives that focus on promoting
open dialogue and understanding around sensitive issues, particularly among
couples and within the household setting.

11.

 Strengthen gender-transformative training for couples to promote equitable
decision-making.

12.

 Encourage male partners to support women's participation in leadership and
household decision-making ensuring inclusive and representative healthcare
decision-making processes.

13.

 Promote education on the benefits of timely healthcare access.14.
 Enhance awareness campaigns on existing feedback mechanisms.15.
 Strengthen community structures to facilitate dialogue between patients and
providers.

16.

 Encourage women to actively participate in giving feedback without fear of
victimization.

17.

 Community Education on health volunteerism, with a particular focus on
encouraging women's participation to ensure a more inclusive and representative
approach to community health initiatives.

18.
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