Managing intermittent preventive treatment of
malaria in pregnancy challenges: an ethnographic
study of two Ghanaian administrative regions
Matilda Aberese-Ako (  maberese-ako@uhas.edu.gh )
University of Health and Allied Science https://orcid.org/0000-0002-1577-5939
Pascal Magnussen
Kobenhavns Universitet
Margaret Gyapong
University of Health and Allied Sciences
Gifty Du e Ampofo
University of Health and Allied Sciences
Harry Tagbor
University of Health and Allied Sciences

Research
Keywords: Malaria in pregnancy (MiP), Insecticide, Malaria
DOI: https://doi.org/10.21203/rs.3.rs-37848/v2
License:   This work is licensed under a Creative Commons Attribution 4.0 International License.
Read Full License

Page 1/33

Abstract
Background: Malaria in pregnancy (MiP) is an important public health problem across sub-Saharan
Africa. The package of measures for its control in Ghana in the last 20 years include regular use of longlasting insecticide-treated bed nets (LLINs), directly observed administration (DOT) of intermittent
preventive treatment with sulfadoxine-pyrimethamine (IPTp-SP) and prompt and effective case
management of MiP. Unfortunately, Ghana like other sub-Saharan African countries did not achieve the
reset Abuja targets of 100% of pregnant women having access to IPTp and 100% using LLINs by 2015.
Methods: This ethnographic study explored how healthcare managers dealt with existing MiP policy
implementation challenges and the consequences on IPTp-SP uptake and access to maternal healthcare.
The study collected date using non-participant observations, conversations, in-depth interviews and case
studies in eight health facilities and twelve communities for twelve months in two Administrative regions
in Ghana.
Results: Healthcare managers addressed frequent stock-outs of malaria programme drugs and supplies
from the National Malaria Control Programme and delayed reimbursement from the NHIS, by instituting
co-payment, rationing and prescribing drugs for women to buy from private pharmacies. This ensured
that facilities had funds to pay creditors, purchase drugs and supplies for health service delivery.
However, it affected their ability to enforce DOT and to monitor adherence to treatment. Women who
could afford maternal healthcare and MiP services and those who had previously bene tted from such
services were happy to access uninterrupted services. Women who could not maternal healthcare
services resorted to visiting other sources of health care, delaying ANC and skipping scheduled ANC
visits. Consequently, some clients did not receive the recommended 5+ doses of SP, others did not obtain
LLINs early and some did not obtain treatment for MiP. Healthcare providers felt frustrated whenever they
could not provide comprehensive care to women who could not afford comprehensive maternal and MiP
care.
Conclusion: For Ghana to achieve her goal of controlling MiP, the Ministry of Health and other supporting
institutions need to ensure prompt reimbursement of funds, regular supply of programme drugs and
medical supplies to public, faith-based and private health facilities.

Background
In sub-Saharan Africa, where an estimated 25 million pregnant women are at risk of Plasmodium
falciparum infection annually [1,2], the interventions recommended by the World Health Organization
(WHO) for malaria in pregnancy (MiP) have been included as a component of maternal healthcare [3-7].
Ghana adopted these interventions such as regular use of long-lasting insecticide-treated bed nets
(LLINs), directly observed administration (DOT) of intermittent preventive treatment with sulfadoxinepyrimethamine (IPTp-SP) and prompt and effective case management of MiP in 2003 [8-12]. Despite
such interventions, Ghana like other sub-Saharan African countries, did not achieve the reset Abuja
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targets of 100% of pregnant women having access to IPTp and 100% of them using LLINs by 2015 [13]i..
The sub-region has experienced challenges in the implementation of MiP interventions [13-20]. Health
system challenges such as poor organization of health delivery, confusion over timing of each IPTp-SP
dose, stock-outs, user fees and negative health worker attitudes have contributed to low utilization of MiP
interventions [21-29]. Socio-cultural challenges such as poverty, certain cultural practices, poor antenatal
attendance and lack of knowledge on malaria and its effects on pregnancy have also affected uptake of
MiP interventions [19, 22, 23, 25, 27, 30-37].
Ghana has a relatively high percentage of women receiving antenatal care from skilled providers, which is
reported at 97 percent in 2014 [38] and 98 percent in 2017 [39]. Forty-two percent out of the 2 percent who
did not access ANC in 2017 reported that they failed to attend ANC, because they did not have money to
pay for the service [39]. Sixty-four percent of women visited ANC for the rst time in the rst trimester and
nine out of ten women visited ANC four or more times in 2017 [39]. Visiting ANC frequently has been
proven to increase the likelihood of a woman completing ve doses of IPTp-SP [40-43]. Yet, studies in
Ghana have reported that there are still health system and socio-cultural challenges in the
implementation of MiP interventions [14, 18, 21, 42-45]. Health system challenges include stock-outs of
SP and LLINs, illegal charges and high cost of maternal healthcare [14, 21, 39, 46]. Socio-cultural
challenges include negative attitudes in accessing IPTp-SP, poverty and some women attending ANC late
and irregularly [18, 42, 43]. However, there is sparse literature on how healthcare managers deal with
challenges in the implementation of MiP interventions in health facilities and the consequences on
utilization of maternal healthcare and IPTp-SP services. This ethnographic study contributes to literature
by exploring how healthcare managers and healthcare providers dealt with challenges in providing
maternal healthcare and IPTp-SP services. Additionally, the study explored how such managerial actions
in uenced utilization of maternal healthcare and IPTp-SP services in two Administrative regions in
Ghana.
Context of MiP and maternal healthcare provision in Ghana
Ghana has integrated into Antenatal Care (ANC) service provision the issuing of IPTp-SP (3 tablets),
which is given at 16th week of pregnancy every month till delivery, and issuing of LLINs to all ANC
registrants. They are provided free of charge, alongside the free maternal healthcare policy intervention,
which was introduced in Ghana in 2004 [10, 46, 47]. Fee-free maternal healthcare is factored into the
National Health Insurance Scheme (NHIS), which pays health facilities for services and drugs provided to
women who access ANC, delivery and post-natal care (PNC) [47]. The NHIS is currently operating a
retrospective system - providers (accredited health facilities such as public, faith-based and private-forpro t) le claims for services provided and are reimbursed through the NHIS [48]. However, the National
Malaria Control Programme (NMCP) procures LLINs, RDTs, ACTs, SP and Injection Artesunate for the
Central and Regional Medical Stores and the two bodies supply public and faith-based facilities with the
these medical products according to the needs of each facility [10]. To ensure continued distribution, the
NMCP conducts periodic physical stock checks in central and regional medical stores [10].
Notwithstanding, the ‘Ghana Health Service and Teaching Hospitals Act (Act 525), which is the legislation
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that currently governs public sector service delivery, gives healthcare managers power to collect and
retain 100% of user fees, referred to as internally generated funds (IGFs). Act 525 aims at ensuring that
managers have decision making power in order to be able to take prompt and independent decisions, to
facilitate e cient and quality service delivery [49].
Analytical concepts: power and trust in health care
Power is central to decision making in both public and private institutions, as it determines everyday
interactions between managers, workers and clients that access the institutions services. How power is
exercised in uences trust relations between managers and workers, as well as workers and the clients
that utilize the institution’s services. This study uses concepts of power and trust to discuss how the
decisions that managers make can affect health care delivery and utilization.
Mintzberg [50], de nes power in organizations as “…the capacity to effect (or affect) organizational

outcomes.” Mintzberg’s de nition of power is appropriate for this study, because it enables an
interrogation of power in both public and private institutions in developing countries such Ghana [51-54].
Healthcare managers’ sources of power include authority vested in the o ce of the manager, networks
and access to resources [50, 55, 56]. While Act 525 devolves vertical power to healthcare managers in
Ghana, in order to facilitate quality health care provision [49], questions of whether managers have actual
resource power and how they make decisions in relation to resources is central to the functioning of the
Ghanaian health care system [54]. Pfeffer [55, 58], argues that there is excessive centralisation in both
private and public organisations, which leaves managers with very little decision making power. Yet,
managers in public institutions such as health care institutions are held accountable for organisational
outcomes and are expected to be responsive to the varied demands of stakeholders such as healthcare
workers, external actors including governmental bodies, donors and clients who patronize health care.
They are expected to exercise power in the implementation of policies that contribute to the achievement
of organizational goals [54, 58]. How healthcare managers exercise power in everyday decisions in health
facilities shapes how health care is provided and determine the quality of care that clients receive [5962].
When managers exercise power positively such as providing resources for work, workers develop trust in
managers [63]. Health workers are then able to provide quality care, which helps clients to develop trust in
healthcare providers and the health care system [60, 62]. Where managers exercise power negatively such
as not providing work resources, workers lose trust in managers. When workers lose trust in managers
they exhibit negative attitudes towards clients, which can result in clients distrusting the health care
system [59, 63]. Trust has been de ned as “…the optimistic acceptance of a vulnerable situation in which

the trustor believes the trustee will care for the trustor’s interests” [64]. Effective health care requires a
social relation of trust between health providers and clients. Trust affects the attitudes and behaviors of
clients in decisions on health care [64, 65-67]. When clients perceive negative exercise of power in health
facilities, they respond by nding alternative sources of health care, refusing to comply with scheduled
visits and failing to adhere to treatment. However, when power is exercised positively, clients develop trust
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in health providers, so they patronize health services and adhere to treatment. Health manager - worker
trust relations has equally been explored [68]. When healthcare managers provide resources for
healthcare provision, health workers develop trust in managers, as they are able to exercise power
positively, by providing quality health care. When healthcare managers fail to meet workers’ work needs,
they lose trust in healthcare managers and become demotivated in the provision of health care [63, 68,
69]. Demotivation can affect health workers ability to provide quality health care to clients [63]

Methods
Study design
The study design was ethnographic. It employed non-participant observations, conversationsii and in
depth interviews (IDIs) to obtain data from healthcare managers, health workers, NHIS personnel,
pregnant women and a cross section of community members. The study team collected data from April
2018 to March 2019, while follow-up interviews and conversations were conducted in September 2019.
The choice of ethnography enabled the study to achieve its objective of exploring behavioural factors
in uencing access to IPTp-SP from different perspectives such as healthcare managers, health providers
and pregnant women. Using ethnography to explore speci c, as well as complex phenomena in the health
care environment is common and relevant to understanding beahioural factors in uencing health care
provision and access to health care [70, 71]. Various scholars have conducted ethnographic studies in
different locations in hospitals such as in wards, on health care interventions and health care policy
issues [72-75]. Such studies have contributed to understanding behavioural factors in uencing health
care provision and utilization [76].
The research team comprised of a post-doctoral researcher (MA) and eight research assistants (RAs)iv.
MA trained the RAs and supervised data collection. Each RA was assigned to a facility and a community
for data collection. The team conducted non-participant observations intermittently in the 8 facilities and
8 communities.
Selection of research area
The study was conducted in ve districtsiii, three in the Ashanti and two in the Volta regions of Ghana.
Eight health facilities ( ve government and three faith-based) and 8 communities were chosen for the
study. Details of the selection process are indicated in subsequent paragraphs.
Ashanti region was selected to represent the middle belt of the country, while Volta region was selected to
represent the southernmost belt of Ghana. The two regions are linguistically different, Twi is spoken in
the Ashanti region and Ewe is spoken in the Volta region. Ashanti Region reported the second highest
percentage (98.8%) of women receiving ANC care from skilled providers in 2014, while the Volta region
reported the second lowest percentage (93.9%) of women receiving ANC from skilled providers [39].
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The district hospitals in the ve districts quali ed automatically to participate in the study. Also,
interactions and interviews with pregnant women in some of the study communities revealed that they
preferred to visit particular health facilities for ANC services. Three of such facilities, which are faithbased were included in the study. Thus, a total of 8 health facilities were selected for the study. Some
women preferred the three facilities (2 in the Ashanti region and 1 in the Volta region), because they were
closer to their communities than the district hospitals. The women’s assertion of nearness to facilities
was further con rmed by transect walk in all the communities to con rm the location of health facilities.
The study team visited the study health facilities and went through ANC case records. The team counted
the total number of MiP cases documented in the ANC records for each community that accessed ANC in
a study facility, from January 2015 to March 2018. The community with the highest recorded number of
pregnant women who were diagnosed of malaria in each facility was chosen for the study. Four study
communities in the Ashanti and 4 in the Volta Region were selected for the study (Table 1). Hospital
records were used as a criteria to select study communities, because it increased the team’s chances of
including pregnant women who had experienced malaria during pregnancy in communities that had a
history of MiP case. Two other reasons for using hospital records to guide the selection of study
communities were: (1) earlier literature suggested that Ghana had high ANC attendance rate and high
IPTp-SP+1 uptake [38, 39]; (2) health providers in study facilities con rmed that malaria cases among
pregnant women had reduced drastically compared to the general population, due to an increase in
uptake of IPTp-SP.
Community entry
The research team held a sensitization workshop for the Volta Regional health directorate and the district
health management teams (DHMT) of participating districts in the Volta region. The regional health
director and the DHMT directors approved the study. A sensitization workshop was not carried out in the
Ashanti region, because some of the team members in this current study had conducted community entry
activities in the region and in the study districts in earlier studies. However, the team sent letters to all the
participating DMHTs in the Ashanti and Volta regions, to seek permission to conduct the study. The
DHMTs approved the study by writing letters to that effect. Copies of the letters approving the study were
sent to the heads of the study health facilities in each study district and leaders of the study
communities. The study team met assembly members, chiefs, queen mothers and elders in each study
community, to inform them about the study and to seek permission to conduct the study in their
communities.
Selection of study participants
A research assistant was assigned to a health facility to conduct non-participant observation, to conduct
conversations and IDIs with health workers and women who were attending ANC. The RAs rst immersed
themselves in the study facilities and the communities [77]. The RAs took the following steps:
familiarized themselves with study facilities and communities; developed trusting relations with potential
study participants, identi ed places that pregnant women liked to visit and carried out transect walk. The
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approach provided MA and the RAs information on where and how to recruit study participants using
convenience and snowball sampling methods.
The RAs used convenience sampling to select pregnant women attending ANC. They approached women
who were attending ANC and those who con rmed that they were residing in a study community were
invited to participate in IDIs. The RA explained the study to the women and those who were interested
offered their contact addresses. The RAs later visited them at home to obtain written consent and to
conduct IDIs. Pregnant women were also recruited from study communities, using snowball method. The
rst woman who was approached in the community or at the health facility helped the RA to identify
other pregnant women in her community.
Convenience sampling was used to select women who participated in conversations. RAs approached
women who were visiting ANC and those who were interested in conversing with RAs gave verbal
consent. The RAs accompanied them while they accessed different ANC services. The purpose was to
learn and to understand women’s experiences in going through the ANC process
Information that the study team gathered from immersing themselves in the study eld and maps that
were sketched from transect walk in the 8 study communities, guided the team in selecting case studies.
Case studies were purposively selected among women who attended ANC every month, those who
attended ANC irregularly, those who skipped ANC appointments and those who were being treated for
malaria.
Healthcare providers (nurses and midwives) who had been working in the ANC for at least one year, were
purposively selected to participate in the study. The choice of health providers who had worked over a
year, was to ensure that health providers who were selected had adequate knowledge on the subject of
interest. Additionally, healthcare managers (senior medical o cers and physician assistants in-charge of
hospitals and health centres and healthcare administrators), ANC managers (senior midwives in-charge
of the ANC), and laboratory o cials were purposively selected to participate in the study (Table 1).
Data collection techniques
RAs visited case studies at home, to observe whether they used LLINs, whether they attended ANC
regularly and whether they took their medications. The RAs conducted IDIs with the women and
community members using Ewe language in the Volta region and Twi language in the Ashanti region.
The IDIs centred on knowledge, attitudes, beliefs and practices on malaria in pregnancy interventions and
socio-cultural practices. The IDIs that were conducted with healthcare providers centred on maternal and
MiP service provision, challenges and facilitators. The RAs interviewed or talked to procurement o cers
and laboratory personnel, to clarify issues on payment processes and stock-outs of drugs and other
medical products. ANC unit managers commonly referred to as in-charge and healthcare managers were
interviewed, to help understand managerial and administrative practices. The study team talked to some
of the o cials of the national health insurance scheme (NHIS), to clarify and verify issues raised by
healthcare managers such as NHIS policies and delays in reimbursement for some ANC and MiP services
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(Table 2). English language was used in conducting IDIs and conversations with healthcare workers and
NHIS o cials, because it is the o cial language of Ghana (see additional les for IDI guides and
observation checklists).
RAs conducted transect walk in study communities to identify key places, settlement patterns and
physical access to health care facilities and other sources of health care. The RAs sketched maps from
the information obtained from the transect walk, which guided the study in choosing three additional
facilities, locating pregnant women and case studies.
Data analysis
Interviews were recorded using digital recorders and transcribed verbatim to preserve interviewees’
original messages. Interviews in Ewe and Twi were transcribed into English to enable easy analysis and
comparison. This study was conducted as part of a larger study on parasitic infections during pregnancy
and community interventions programme in Ghana. The study set out to explore socio-cultural and
community factors in uencing utilization of MiP interventions in Ghanaian communities. Aspects of the
study has been reported in another paper [14]. However, initial analysis of the data revealed that multiple
community and health system factors in uenced utilization of MiP interventions. This informed the team
to return to the study health facilities to explore and understand health system factors in uencing
utilization of MiP interventions.
Grounded theory approach was used in data analysis [78]. The rst set of data (interviews, observation
notes and conversations) was triangulated and an iterative approach was used to code the data. MA and
ED (ED is a qualitative data analysis expert, who was hired to assist in coding) developed a codebook
and used it to code the data with the assistance of qualitative analysis software, Nvivo Version 11. The
codes generated by MA and ED were compared, agreed and merged. Key informants such as healthcare
managers and health workers were visited for further interviews in pursuance of emerging themes which
included the following: (1) why and how managers made certain decisions on maternal healthcare; (2)
why ANC providers who claimed they loved their jobs felt frustrated in providing maternal healthcare; and
(3) why women did not trust the health care system and were skipping appointments. Coding, analysis
and data collection went on until saturation was attained. Saturation was attained when no new
information on the major themes were obtained, which is in line with Charmaz’s [78] recommendation.
The results of this manuscript are based on major themes that emerged from the analysis.

Ethical issues
Ethical clearance was obtained from the University of Health and Allied Sciences’ Research Ethics
Committee [UHAS-REC/A.I Ul 17-18]. The team obtained written consent from study participants who
participated in IDIs and verbal consent from those who participated in conversationsv. To protect
informants’ identity, besides actual country and region names, individuals and facilities’ names used in
this article are pseudonyms.
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Results
How healthcare managers dealt with MiP implementation challenges
Health facilities faced challenges such as frequent stock-outs of malaria programme drugs and supplies
from the National Malaria Control Programme (NMCP), delayed reimbursement of funds from the NHIS
and reduction in the supply of medical products from the Ministry of Health (MOH). Healthcare managers
used their power under Act 525 to address the challenges by adopting the following strategies: (1)
instituting co-payment for drugs and services that were previously free such as the SP drug and malaria
test for pregnant women; (2) rationing SP and (3) prescribing drugs, which were previously issued under
the NHIS for clients to buy from the open market. Healthcare managers explained that they made such
decisions in order to ensure that they always had funds to purchase essential medical supplies and
drugs, as well as to pay casual labourers and suppliers, in order to sustain health service provision. Some
facilities neither sold drugs to clients nor charged fees for some of the services that they provided to
clients. Sometimes such facilities experienced stock-outs of critical drugs and supplies that workers
needed to enable them to provide quality health care.
Consequently, some women could not afford maternal healthcare, so they visited multiple sources for
health care services such as ANC, herbalists and prayer camps. Others took herbs, skipped scheduled
ANC visits or started ANC late. Such actions led to some women initiating SP late, taking SP irregularly or
adhering poorly to malaria treatment. So, women’s expectations of enjoying comprehensive maternal
healthcare was not met and some lost trust in the health care system. Nevertheless, clients who could
afford maternal healthcare appreciated the seamless ow of services. Healthcare providers in facilities
that experienced stock-outs felt frustrated, demotivated and lost trust in healthcare managers. The
different issues are further discussed below.
How health facilities dealt with challenges in MiP policy implementation arrangement
Healthcare managers and health workers reported in interviews that the National Malaria Control
Programme (NMCP) is responsible for providing both government and faith-based facilities with malaria
programme drugs and supplies such as SP, malaria test kits (RDT) and LLINs, through the Central
Medical Stores (CMS) and the district health directorate (ASF01, IDI, Healthcare Manager; VRF02, IDI,
Healthcare Manager). Nonetheless, they indicated that sometimes facilities experienced stock-out of SP
and RDTs, because the CMS could not supply them with SP all the time and it had stopped suppling them
with RDTs.
Healthcare Managers in ASF02, ASF03 and ASF04 in the Ashanti region reported that they decided to use
internally generated funds (IGF) to procure SP from private manufacturing companies, whenever there
was stock-out. To recoup the money, they sold SP (which was previously free) to women at a reduced
price, which was dubbed ‘top up’. They added that facilities offered SP free to women whenever the CMS
supplied facilities with SP. An ANC manager stated:
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“The district health directorate used to supply us with the SP. The district health directorate no longer
supplies us with the SP. Sometimes, we go to the district pharmacy for the SP, but it is not forth coming, so
I bought this one (pointing to a box containing SP on the table in the ANC consulting room) from outside
market to avert stock out of the SP.” (ASF02, IDI, ANC manager)
All the study facilities in the Volta Region and one facility in the Ashanti region did not buy SP from the
open market, so they run out of stock whenever they were not supplied SP, as a manager explained:
“For medicines, those that we are supposed to get from the open market are always available, but the
programme drugs like the SP…if it is not available at the District Medical Store or Regional Medical store,
we cannot get it from anywhere. Sometimes it [unavailability of SP] affects our clients.” (ASF01, IDI,
Healthcare manager 01).
Some of the facilities that experienced stock-out of SP issued prescriptions to women who attended ANC
to buy SP from private pharmacies. Such facilities could not enforce DOT on such occasions, since
clients did not return to the facilities to take the purchased SP in the presence of healthcare providers.
However, some of the healthcare providers in ASF02 and VRF04 compelled women to return to the ANC to
take the purchased SP under DOT. Healthcare providers succeeded in doing that by seizing their clients’
maternity records booklets, which were given back to them, after they had returned to take the purchased
SP under DOT.
Whenever VRF02 experienced stock-out of SP they asked clients to return to the facility at a later date,
when the facility would have replenished its stock. Some clients returned after a week or more to take SP
under DOT (VRF02, Observation notes, 02/07/2019). VRF02 also borrowed SP from other government
health facilities whenever they run out of stock (VRF02, IDI, Healthcare manager). One of the strategies
that ASF04 adopted was to ration SP to clients, as a way of addressing shortage of SP. Thus, some
women who attended ANC early and regularly, ended up taking 3 doses of SP instead of 5 or more.
Some facilities used part of their IGF to buy RDT kits and reagents, so they charged fees in order to
recoup the money. Thus the policy of fee-free testing for malaria in pregnancy service was changed to
fee-paying.
Healthcare managers in three study health facilities in the Ashanti Region explained that they had to buy
anti-malarial drugs from the open market to sell to clients. However, quinine was administered at no cost
to the women. Nonetheless, some of the facilities in the Volta Region such as VRF04 gave artesunateamodiaquine drug free to pregnant women, who were diagnosed of malaria.
Delayed reimbursement from the National Health Insurance Scheme and hidden cost of MiP and
maternal healthcare impacted on access to MiP interventions
Healthcare managers instituted fees for some of the medical products and services that were offered to
clients. They explained that they took such a decision because, the NHIS usually delayed for over six
months before reimbursing the facilities for the cost of services provided. An o cial of the NHIS
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con rmed that some health facilities received reimbursement for services that they provided in 2018 in
2019, which was quite late (Conversation with an NHIS o cial, 11/03/2019). Yet, facilities had to buy
drugs and equipment, pay contract staff and suppliers in order to keep their facilities functioning. So
managers in most of the facilities used their power to institute various forms of co-payment for services
that were previously free. For instance in three study facilities in the Ashanti region women who were
NHIS subscribers paid half the price of routine drugs such as folic acid, ascorbic acid, fersolate and
vitamin B complex, while uninsured women paid the full cost (ASF02, Observation notes, 27/08/2018;
ASF04, Observation notes, 16/08/2018; ASF03, IDI, Healthcare Manager). However, all the four facilities
in the Volta Region gave routine drugs to ANC clients for free.
Women had to undergo urine in pregnancy test (UPT), which costs GH 5 (1$), before they could be
enrolled onto the NHIS to access fee-free maternal healthcare and malaria related services. NHIS
reimburses facilities for services provided to individuals who are registered subscribers. So, since majority
of the women, who attended ANC for the rst time were not insured, the facilities did not obtain
reimbursement from the NHIS. The facilities passed the cost to the clients, as they could not afford to use
IGF to offer women free UPT service. Health providers in interviews explained that a second reason for
mandatory pregnancy test was to prevent non-pregnant women from exploiting fee-free maternal
healthcare service (ASF01, Conversation, Midwife, 19/11/2018; ASF01, IDI, Healthcare Manager).
In four facilities ANC clients paid 5GHS (1$) for a maternity record booklet. Healthcare managers
explained that the facilities offered free maternity booklets to women when MOH supplied them with
booklets. However, the MOH had not supplied them with booklets in the last six months. Consequently,
the facilities decided to use some of their IGF to print maternity booklets, so they passed the cost to the
women. They further argued that the booklets were relevant, because they ensured that individual
maternity records were well documented, to facilitate provision of quality maternal healthcare (VRF03,
conversation, Healthcare Manager, 30/11/2018; ASF01; IDI, Healthcare Manager 02).
Women who were taking SP for the rst time in their current pregnancy, were required to undergo a
Glucose-6-Phosphate Dehydrogenase (G6PD) test (the test assists in determining whether a client could
be put on SP). The cost of the test is between GH 15.00 and GH 20.00 ($2.8 - $3.72) in four facilities.
Three facilities explained that women had to pay, because the test is not part of the fee-free NHIS
package that pregnant women are supposed to enjoy. However, in VRF03 insured clients paid a top-up of
GH 5 (1$) for the test and uninsured clients paid GH 15 ($3). A healthcare manager explained that the
facility introduced payment for the service in 2019, because the government had stopped reimbursing the
facility for G6PD test in 2018 (VRF03, IDI, Healthcare Manager).
In some facilities before women were given their rst dose of SP, they were required to undertake a
microscopic examination of blood for malaria parasites (utilizing blood lms (BFF test), which costs
GH 5 (1$).
Perceived negative in uence of decisions taken by health facilities in addressing maternal healthcare and
MiP services on women’s health seeking behaviour
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Some women could not access comprehensive maternal healthcare, because they could not afford to pay
for drugs, laboratory and ANC services. Observations in VRF04 and ASF01 illustrate challenges that ANC
clients experienced in paying for maternal and MiP services. Client Ajo (all clients are referred to by
pseudonyms), a pregnant woman was referred to the laboratory for haemoglobin (Hb) test. However, she
explained to the midwife that she was reluctant to take the test, because her husband did not give her
enough money for the ANC visit (VRF04, observation notes, 30/07/2018). Client Cynthia, who was four
months pregnant, complained of losing appetite, feeling weak and dizzy for a number of days. So, a
midwife referred her to the resident obstetrician-gynecologist, on suspicion of malaria. Client Cynthia was
seen sneaking out of the facility. When she was confronted by an RA, she explained that she could not
afford the cost of laboratory test. Also, if the test con rmed that she had malaria, she will not be able to
afford the cost of treatment, so she was going home to seek alternative treatment (ASF01, observation
notes, 20/08/2018).
Some ANC attendees skipped scheduled ANC appointments, because they could not afford
comprehensive ANC care. The research team visited two case studies, a 17-year old adolescent and a 27year old woman in VRC02. Both of them were NHIS subscribers and their houses were a walking distance
to VRF02. Yet, both of them had missed their scheduled ANC visit for the month of July 2018, because
they could not afford the cost of ANC (VRC02, conversation with two case studies, 19/07/2018).
Other women who could not afford the cost of comprehensive ANC service sometimes visited herbalists
and prayer camps, stayed at home or prayed for divine intervention. A respondent whose house was very
close to ASF02, but had stopped attending ANC stated:
“At the early stage of my pregnancy, I felt weak and I was unable to do anything that is why I am no
longer working. When I asked my husband to give me money to go to hospital, he told me he didn’t have

money… So I was using my own money. I have been there [ASF02] 3 times and now I don’t have money to
go again. …I don’t go to hospital and I have been using local medicine. I pray to God to give me life,
strength and protect my child and myself, so that nothing bad happens to us.” (ASC02, IDI, Pregnant
Woman 02).
Some women were happy to take the prescription forms that the health providers and pharmacists
offered them, whenever the facilities did not have a recommended drug in stock. This was because the
health providers could not compel them to purchase the prescribed drugs, once they left the hospital. So,
some did not buy the prescribed drugs and returned to the facility later with the same complaints: “…
those who want to buy will buy. Others will also leave the prescriptions in their ANC booklet and come

with the same complaints on their next visit.” (VRF02, IDI, ANC Manager).
In order to avoid paying fees at the ANC, some women waited till they were six on more months pregnant
before attending ANC. Consequently, they initiated IPTp-SP late and did not complete the recommended
ve doses of SP (ASF01, IDI, Health worker01). Some women were discouraged from starting ANC early,
by female relatives and friends, who shared their experiences of paying for ANC services. An IDI with a 16
year old adolescent, who was seven months pregnant, but had never attended ANC revealed:
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Interviewer: “Why don’t you go for ANC?”
Adolescent: “I don’t have money.”
Interviewer: “You said you haven’t started ANC, so how did you know you pay money there?”
Adolescent: “One of my sisters told me.”
Interviewer: “So if you had the money, would you have gone?”
Adolescent: “Yes, as for the ANC it is good. When you go they give drugs.”
(ASC03, IDI, Pregnant Woman 12)
Several women who could not afford maternal healthcare services and those who were given
prescriptions to purchase certain drugs from the open market, lost trust in the health care system. They
perceived that the system was not responsive to their health needs. Some women visited other health
facilities, when they were told that more drugs were being provided in those facilities. Others visited
prayer camps and herbal centres, while some women engaged in self-medication. A 17-year old
adolescent, who was six months pregnant, skipped her last scheduled ANC visit, because she did not
have money. However, she attended prayer sessions at a prayer camp every Thursday. She indicated that
she trusted the prayer camp more than the health facility as follows:

“The hospital will only see the physical and the best that they can do for you is to prescribe drugs for you
to go and buy and take. But the prophet can see both physical and spiritual. After consultation, he would
give you herbs to go and take and after three days you will be well. He can also foresee and avert any
misfortune that can happen in the course of the pregnancy. So for me I trust the prophet more.” (VRC02,
Conversation, Case Study, 19/09/2018)
Perceived positive aspects of decisions taken to facilitate MiP and maternal healthcare delivery
It was observed that women who were gainfully employed and women whose husbands encouraged
them or gave them nancial support were able to afford the cost of ANC. Others received nancial
support and encouragement from their mothers, mothers-in-law, sisters and friends to attend ANC
services. A team member interacted with a woman at the ANC, who stated her reason for attending ANC:
“My friend who in uenced me to come to ANC said something about the drug [SP] at the time she [her
friend] was advising me to come for ANC.” (ASF02, Observation notes, 23/08/2018).
Some women attended ANC regularly, because they had built trust in the health care system, resulting
from having experienced positive effects of utilizing health care in previous pregnancies. Others
voluntarily accessed health care and did not complain about the cost of MiP and other maternal
healthcare services. Other women were in uenced to attend ANC regularly by multiple factors such as
encouragement from husbands and healthcare providers and to prevent complications during child birth.
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An interview with a pregnant woman illustrates that multiple factors in uenced decision to utilize ANC
services:
Respondent: “I started ANC in the fourth month, because I wanted to prevent any complications.”
Interviewer: “What are the factors that in uenced you to attend ANC?”
Respondent: “I decided to start attending ANC by my own will, but not for economic, or distance factors.”
Interviewer: “Who decides when you should start attending ANC?”
Respondent: “My husband.”
Interviewer: “Who prompts you to go for ANC?”
Respondent: “My husband, but when we go for ANC, I am told [by the health provider] the next time I
should come, so when the time comes, I go.” (VRC04, IDI, Pregnant Woman 05)
An initiative known as “last mile” was introduced in the second quarter of 2019. Health facilities
requisition for medical commodities to last for three months and the CMS sends them to the facilities
every two months. The initiative ensures that all facilities including those that are located in remote areas
have unlimited access to medical commodities including SP and other malaria drugs. However, facilities
still experience shortage of medical consumables such as gloves, gauze among others, because those
items are not supplied to them under the initiative. (VRF02, IDI, Healthcare Manager; VRF04, IDI,
Healthcare Manager).
Effects of managers decisions on maternal health and MiP services provision
Healthcare managers perceived the decision to pass on the cost of maternal healthcare and MiP services
and drugs to clients as bene cial. The money generated was used to buy drugs, medical supplies and
consumables for service delivery.
Some of the midwives reported in interviews that pregnant women who attended ANC were always
reluctant to undertake laboratory tests, because of the fees involved. On one occasion a client was
reluctant to undergo hb test, because of the cost involved, so a health provider stated: “…the pregnant

women in this town [VRCy04] … do not like paying at all for health care services.” (VRF04, observation
notes, 30/07/2019). Health providers lamented that women’s refusal to undertake laboratory tests made
it di cult for them to diagnose and to offer clients appropriate medical care (VRF04, observation notes,
30/07/2018). Consequently, ANC managers and workers felt frustrated that they could not provide
comprehensive health care to clients.
Health providers perceived that clients did not want to pay for the services, because they did not trust that
the money was going to the facilities’ coffers. A midwife stated the following: “They think that we use the

money for ourselves.” (VRF04, conversation with a healthcare provider, 29/08/2019)
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Healthcare managers and workers felt frustrated that sometimes when women were given prescriptions,
they bought wrong drugs or expired drugs (VRF02, IDI, ANC Manager; VRF02, IDI, Healthcare Manager).
An ANC manager lamented: ‘You write for them to go and buy [drugs] and when they go, they come back
with another drug, so it’s a serious thing (VRF02, IDI ANC Manager 01). This compromised adherence to
treatment.
Some health providers believed that district health directorates had power to assist facilities to acquire
adequate drugs and supplies, yet they failed to act accordingly. An ANC Manager expressed her
frustration:
‘…you know the routine drugs (folic acid, iron capsules and a combination of multivite and ferrox) are not
available all the time. It’s a challenge, but unless the authority gets up, because we have been

complaining and since they [district health directorate] are not on the ground, I don’t know if they don’t
feel the pain. But we feel the pains of the pregnant women. You can’t get up and do what you want to do,
because they said all initiatives should come from the directorate.’ (VRF02, IDI, ANC Manager)
Two ANC managers in VRF04 perceived that they experienced stock-outs, because their healthcare
manager was not supportive. They complained that their facility manager deliberately refused to include
the ANC unit’s requisition list in the facility’s general requisition list for drugs and medical consumables.
They indicated that they did not trust that their manager was committed to providing resources to
facilitate work in the ANC.
Healthcare managers on the other hand blamed the NHIS and the CMS for delaying in reimbursing and
suppling facilities with funds and medical products respectively. They concluded that these two factors
accounted for frequent stock-outs and lack of medical consumables in facilities (VRF02, IDI, Healthcare
Manager; VRF04, IDI, Healthcare Manager).

Discussion
This study used ethnographic qualitative methods to explore how healthcare managers resolved resource
constraints and nancial uncertainties of reimbursement of funds in health care facilities in Ghana.
Health facilities experienced frequent stock-outs, delayed reimbursement and had to provide services that
they perceived that they would not be reimbursed by government. So they rationed SP, issued
prescriptions for women to buy drugs from private pharmacies and introduced partial fees for services
and drugs that were previously offered for free. Such managerial decisions in uenced utilization of
maternal healthcare and IPTp-SP services. Pregnant women who were insured with the NHIS paid half of
the cost of MiP services, while those who were uninsured paid the full cost of some of the services that
they accessed at the ANC. Poor women who could not afford maternal healthcare delayed ANC visits,
skipped ANC appointments or declined to access recommended laboratory tests. Thus, the decision to
introduce fees defeated the objective of ensuring equity of access to health care for all pregnant women.
Nevertheless, women who could afford the cost of MiP and maternal healthcare remained consistent
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users. Healthcare providers felt frustrated that sometimes they could not provide comprehensive care to
women who could not afford laboratory tests and recommended drugs.
Health facilities passed on some of the hidden cost of maternal healthcare and MiP services such as
charges for UPT and G6PD tests to clients, because the NHIS did not reimburse facilities for such
services. Some women could not afford such services, which discouraged them from accessing ANC
services. Consequently, some did not initiate IPTp-SP early. Late initiation of IPTp-SP can have negative
consequences on maternal and neonatal health care in Ghana. This can frustrate the country’s goal of
achieving Sustainable Development Goal 3 (SDG 3), ‘Ensure healthy lives and promote well-being for all
at all ages’ [79]. Similarly, Klein et al. [80] and Hurley et al. [81] found that facilities charged lump sums
for ANC services, which contributed to women’s limited access to IPTp-SP service in Mali. Also, studies
conducted in Malawi reported that the introduction of fees for maternal health care resulted in a drop in
ANC attendance [59].
Healthcare managers in some of the study facilities introduced fees for some of the maternal health care
and MiP services, which were previously free. So, facilities were able to generate IGF to pay creditors, to
buy medical consumables (including SP, malaria drugs, RDTs) and to pay casual labourers. Prior to the
introduction of the NHIS, health care facilities depended on government subvention and a ‘cash and carry’
system (clients paid fees for health services), to generate funds to undertake such activities [48].
However, in recent times facilities depend on reimbursement from the NHIS for that purpose. The current
development suggests that facilities are gradually deviating from the free maternal and malaria care for
pregnant women to the previous arrangement of ‘cash and carry’. This has implications for equity in
health care delivery, as the poor might not be able to afford maternal health care. Similarly, studies in
Ghana and elsewhere found that healthcare managers modi ed exemptions policies for under ve year
olds and maternal health services, to selective fee payment [39, 46, 48, 82]. The decision helped them to
address irregular funding and delays in reimbursement from government. Gross et al. [37], also noted that
women had to pay for drugs, cards or diagnostic tests despite the national exemption policy of free
health services for pregnant women in South Eastern Tanzania. Navarrete et al. [83], suggested that
health care providers were probably unable to execute effectively free health service, because of
budgetary constraints and reimbursement uncertainties in Ghana. Such challenges are not limited to
Ghana, because similar experiences have been reported in Malawi and Mali [59, 80, 81]. These
developments can frustrate Ghana and other sub-Saharan Africa countries’ efforts of achieving universal
health coverage.
Women who obtained support from their husbands, family members and friends and those who earned
some income utilized comprehensive ANC service. They started ANC early and attended ANC regularly, so
they were able to complete at least ve doses of SP. They also received appropriate medical care, which
contributed to healthy pregnancy and delivery. Other studies have noted that family members and social
support groups play an important role in pregnant women accessing ANC and malaria care in Ghana [84,
85]. Other studies have also reported that family members and friends can discourage women from
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accessing ANC and malaria in pregnancy care [23, 84] Therefore, interventions should target families and
communities
Unemployed women, poor women and those who did not receive support from their husbands, family
members and friends could not afford maternal healthcare services. Consequently, some failed to attend
ANC, others delayed, while some of them skipped scheduled ANC appointments. Such behaviours
contributed to some women initiating SP late and others not obtaining the recommended 5 doses of SP.
The nding is not surprising, because majority of the 2 percent of women who did not attend ANC in 2017
in Ghana reported that they did not have money [39]. Introducing payment for maternal healthcare and
malaria in pregnancy care, can exclude such women, who are among the vulnerable population in Ghana.
Ghana’s objective of attaining universal health care coverage can be compromised if the practice
continues. Similarly, studies found late initiation and low uptake of IPTp-SP among women who could
not afford to pay for ANC and other maternal health services [5, 37, 44, 82]. Also, studies in other parts of
sub-Saharan Africa reported that high cost of MiP and maternal healthcare services demotivated women
from accessing them [5, 80, 86, 87, 88]. Nevertheless, other studies suggested that limited knowledge on
the relevance of IPTp, preference to bring their own cups to fetch water to take the SP drug and worries
about side-effects of SP contributed to low uptake [35, 36]. Failure to recognize early signs of pregnancy
contributed to late ANC attendance [37] and women with high parity of more than one child visited ANC
less often than those with one child [36]. Surprisingly, perceived poor attitudes of health workers
contributed to early ANC attendance [37].
Some women combined visiting ANC with self-medicating, using herbal medicines and visiting prayer
camps. Women used multiple sources of care in order to cope with increasing cost of MiP and maternal
health care. Visiting multiple sources for health care can result in low compliance to medication including
anti-malarials, missing scheduled ANC visits and the recommended 5 doses of SP and seeking maternal
healthcare late. The current study’s nding has been corroborated by other studies [36, 86]. Rumisha [36]
and Hill [86], found that due to high cost of maternal health care, women sought alternative care such as
self-medicating, using leftover medicine and using herbal medicine. Another study in Nigeria found that
family members and social networks encouraged women to take herbs and to patronize herbal centres
[23].
Some women could not pay for comprehensive maternal healthcare and MiP services, so they skipped
some aspects of health care such as undertaking laboratory tests and buying and taking prescribed
drugs. Consequently, health providers could not make informed clinical decisions in order to offer them
appropriate health care. This was a source of frustration and demotivation to healthcare providers,
because they could not fully utilize their skills and experiences in the provision of quality maternal health
care. In a developing country like Ghana health resources are facing budgetary constraints, so the health
care system is stressed. A motivated workforce is crucial for overcoming such an environment.
Consequently, it is a matter of urgency that hygiene factors such as medical supplies and consumables
that facilitate the provision of health care are readily available [91, 92]. Other studies in Ghana and
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elsewhere have also reported on health workers losing motivation as a result of lack of health resources
to provide optimum care to clients [89-93].
Women in facilities that rationed the SP drug received an average of 3 doses of SP instead of 5, despite
some of them starting ANC early and attending ANC regularly. Thus, the decision did not resolve the
problem of stock-out of SP. Other studies elsewhere found that women received only one or two doses of
IPTp-SP due to shortage of the drug [94, 95]. Gross et al. [96], suggested that health workers could be
rationing SP especially the second dose to women, as a way of addressing frequent shortage of the drug.
Also, it has been noted that rationing of drugs is not limited to SP and the sub-region. Studies in the USA
suggested that rationing of drugs was common, due to reasons such as to restrict access to particular
drugs, for pro t and to address shortage of a particular drug [96, 97]. However, the practice can deny
clients bene ts to essential medical products and in extreme cases it can cause harm to clients [96, 97].
Facilities that did not charge fees for SP and other maternal healthcare services, sometimes experienced
stock-outs, because they did not have enough IGF to buy medical products. So, women could not obtain
all the drugs that were prescribed for them. Healthcare providers found it very di cult to ensure that such
women adhered to treatment, since they could not monitor whether they bought prescribed drugs and
took them according to the directive given. Consequently, health providers felt frustrated and blamed
healthcare managers and district health managers for shortages of drugs and other medical products.
Healthcare providers lost trust in healthcare managers and the health care system, which they perceived
as not being responsive to their request for medical resources to facilitate provision of quality maternal
healthcare. When health workers lose trust in the health care system and in healthcare managers it can
have negative consequences on quality healthcare provision [98, 99]. Trust especially between managers
and health workers, has been noted to play a crucial role in facilitating effective health care delivery [68,
98, 99].
Clients’ expectation of accessing free and comprehensive maternal healthcare and MiP services was not
met, so they lost trust in healthcare providers and the health care system. Instituted charges also
contributed to clients distrusting health providers, as some believed that health providers bene tted. This
probably contributed to women’s reluctance to pay for maternal health services. It affected adherence to
treatment, as some women did not purchase prescribed drugs, so medical conditions that they were
diagnosed of were not treated and they believed that health care services were not effective. Therefore,
some of the negative outcomes of MiP such as illness, miscarriages and anaemia were given spiritual
explanation, which encouraged clients to seek alternative sources of health care. If the trend continues
clients could develop more trust in alternative sources of care, which will impact negatively on Ghana’s
desire to attain the set targets of millennium development goal 5 [100] and SDG 3 [79]. Trust has been
noted to play a crucial role in provider-client relations and adherence to treatment [63, 64, 101, 102].
Tibandebage and Mackintosh [103] and Topp and Chipukuma [104], reported that clients developed
distrust of healthcare providers because of they experienced illegal charges in health care facilities.
Similarly, Pot et al. [59], found that introduction of user fees compromised the provision of quality of
health care and trust relations between pregnant women and health facilities. Losing trust in health
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facilities can have detrimental consequences on pregnant women’s utilization of maternal health care
and IPTp-SP uptake.

Conclusion And Implication
Health care facilities faced challenges in implementing fee-free maternal healthcare and in enforcing
IPTp-SP uptake. The challenges included shortage of programme drugs and medical supplies, frequent
delays in NHIS reimbursement process and gradual reduction or stoppage in the provision of medical
consumables. Healthcare managers exercised power, as stipulated under Act 525, by introducing fees
and taking other measures, which they perceived as necessary for ensuring quality service delivery. Yet,
their actions con icted with the fee-free maternal healthcare and MiP policy interventions. The
consequences were mixed. Some women could not pay for the services in order to access comprehensive
MiP care, which affected their trust in the health care system. However, women who earned some income
and others who obtained support from their husbands, relatives and friends were able to afford ANC
services. Health workers sometimes felt frustrated that their clients could not afford comprehensive care,
because it was challenging for them to provide informed clinical care to such women, so they felt
demotivated.
Policy arrangements in the provision of MiP and maternal health resources to facilities appears to be
changing over time and managers are devising strategies to cope with this changing trend. The main
strategy is passing on some of the cost of maternal and MiP services that used to be free to clients. To be
able to nd a lasting solution to MiP and Maternal health policy intervention challenges, there is the need
for a broader policy response to health facilities’ needs.
The last mile initiative is commendable but it is not enough, because the initiative provides facilities with
only drugs. So facilities have to nd money to buy consumables, reagents and to pay casual labourers.
Healthcare managers have to combine managing and supervising staff with additional burden of nding
money to run their facilities, which is stressful. Another important consequence is women are
experiencing rising cost and uncertainties in charges on MiP and maternal healthcare services. This
affects trusting relations between women and the health care system.
Government and the NHIS need to ensure prompt and continued reimbursement of funds to health
facilities and frequent supply of programme drugs and medical supplies to both government and faithbased facilities, which is crucial to effective implementation of maternal healthcare and MiP service
delivery. Prompt reimbursement will enable facilities to plan and provide medical supplies for health
service delivery early. This will contribute to quality health care provision and advance the goal of
achieving the reset Abuja targets for IPTp-SP in Ghana.
Also, effective and regular communication between health facilities and agencies responsible for
providing essential medical resources for health care delivery is crucial. Effective communication will give
facilities the forum to communicate implementation challenges to the appropriate authorities, so that
lasting solutions could be explored.
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Community engagement is critical. Health care facilities need to engage communities to help them
appreciate the challenges and demands of maternal healthcare and MiP care. Facilities also need to
embark on regular mass education campaigns on maternal healthcare and MiP care in communities that
utilize their services. Such education will increase community awareness on the bene ts of ANC
attendance and the effects of malaria in pregnancy. This could facilitate communal support both
economic and social for poor women to access ANC service, which can facilitate IPTp-SP uptake.
Managers need to nd innovative ways of raising funds through community groups, district agencies
such as the district assembly and non-governmental organizations, to support funding gaps in maternal
healthcare and MiP care. This is because some communities are well off and could help health facilities
to meet some of their needs.
Limitation of the study
The methodological choice of ethnography in ve districts over a period of twelve months, had the
possibility of researchers going ’native’, that is becoming part of the community and losing their role as
neutral observers. To overcome such bias, the team held weekly conference calls for all the researchers
working in different facilities and communities, to discuss experiences and to ensure that team members
did not deviate from the objectives of the study. Ethnographers argue that both the researcher and the
research participants are vested with power. Hence, both parties can be selective with the information that
they choose to provide, which can result in study bias [105-107]. To ensure that researchers and research
participants were not selective or bias in the information that they chose to present, this current study
used multiple data collection methods. The researchers who were ‘outsiders’ (not community members
and healthcare implementers) in the study eld, had the tendency to misinterpret and misrepresent study
participants’ experiences. This bias was minimized by the researchers rst conducting an ethnographic
immersion into the study eld and staying in the study eld for long periods of time in order to become
familiar with community practices. Also, the researchers conducted follow-up visits to study participants
to clarify experiences that did not appear obvious to researchers during analysis of the rst set of data.
Additionally, a neutral researcher was hired to support coding. The neutral researcher and a member of
the research team coded the data independently and compared the outcome to ensure neutrality.
Nonetheless, to be able to understand multiple levels of behaviour and linkages between healthcare
decisions and behaviour, conducting ethnography over a long period of time was the most appropriate
study design. Also, adopting grounded theory approach enabled the study to probe complex phenomena
in order to represent the different actors that this study sought to understand.
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Endnotes
i

In the year 2000, African leaders met in Abuja under the Roll Back malaria Partnership and set targets of

60% of pregnant women having access to anti-malarial chemoprophylaxis or intermittent preventive
treatment (IPTp) and 80% of women using insecticide-treated nets by 2005. More ambitious targets were
reset to 100 % of women utilizing both interventions by 2015 (13).
iiConversation

is de ned as: ‘An informal conversational interview. An unplanned and unanticipated

interaction between an interviewer and a respondent that occurs naturally during the course of eldwork
observation. It is the most open-ended form of interviewing (108:464).
iiiAn

urban and a rural district were selected in each region in order to re ect diverse cultural experiences.

The initial plan was to select a rural and an urban district in each region, however upon our visit to the
Ashanti region, we realized that one of the districts had recently been divided into two, so we went ahead
to work in the two districts.
iv

MA initially trained the RAs on immersing themselves in health facilities and study communities,
conducting transect walks and non-participant observation and taking eld notes, Other activities were
conducting in depth interviews and conversations. The research assistants participated in two other
training sessions during the data collection phase.
v

While written consent is recommended for study participants, verbal consent can be used in situations

where time is of the essence [109]. In this study women who were attending ANC were invited to
participate in conversations and in depth interviews. Those who had ample time for an interview were
given time to re ect and to consent. They were followed to their homes at a later date for interviews.
However, RAs conversed with women who were willing to participate in the study, but did not have enough
time to participant in IDIs. Such study participants granted oral consent to participate in the study.
Page 22/33

References
1. Desai M, ter Kuile FO, Nosten F, McGready R, Asamoa K, Brabin B, et al. Epidemiology and burden of
malaria in pregnancy. Lancet Inf Dis. 2007;7:93-104.
2. Mendis C, Garcia R, Enemark U. Evaluation of the malaria programme funded by the Global Fund in
Ghana (2003-2011) (Final Draft Evaluation Report). Søborg: The Global Fund to Fight AIDS,
Tuberculosis and Malaria, 2011.
3. de Savigny D, Webster J, Agyepong IA, Mwita A, Bart-Plange C, Baffoe-Wilmot A, et al. Introducing
vouchers for malaria prevention in Ghana and Tanzania: context and adoption of innovation in
health systems. Health Policy Plan. 2012;27:iv32-iv43.
4. Mwandama D, Gutman J, Wolkon A, Luka M, Jafali J, Ali D, Mathanga DP, Skarbinski J. The use of
intermittent preventive treatment in pregnancy and insecticide‐treated bed nets for malaria
prevention by women of child‐bearing age in eight districts in Malawi. Malar J. 2015;14:316.
5. Mubyazi GM, Bloch P, Magnussen P, Olsen ØE, Byskov J, Hansen KS, et al. Women’s experiences and
views about costs of seeking malaria chemoprevention and other antenatal services: a qualitative
study from two districts in rural Tanzania. Malar J. 2010;9:54.
6. Ndjinga JK, Minakawa N. The importance of education to increase the use of bed nets in villages
outside of Kinshasa, Democratic Republic of the Congo. Malar J. 2010;9:279.
7. Osungbade K, Oginni S, Olumide A. Content of antenatal care services in secondary health care
facilities in Nigeria: implication for quality of maternal health care. Int J Qual Health Care.
2008;20:346-51.
8. Bosu W, Bell J, Armar-Klemesu M, Ansong-Tornui J. Effect of delivery care user fee exemption policy
on institutional maternal deaths in the Central and Volta Regions of Ghana. Ghana Med J.
2007;41:118-24.
9. National Malaria Control Programme. 2010 Annual Report. Ghana Health Service and Ministry of
Health, Accra, 2010.
10. National Malaria Control Programme. 2017 Annual Report. Ghana Health Service, Accra, 2018.
11. Witter S, Kusi A, Aikins M. Working practices and incomes of health workers: evidence from an
evaluation of a delivery fee exemption scheme in Ghana. Hum Resour Health. 2007;5:2.
12. Ministry of Health. Malaria in Pregnancy: Training Manual for Health Providers. Ghana Government,
Accra.http://www.ghanahealthservice.org/ghs-item-details.php?cid=5&scid=55&iid=60. Accessed 30
Oct 2019.
13. Menéndez C, Ferenchick E, Bardají A, Mangiaterra V. Current Challenges and Research Gaps.
Encyclopedia of Malaria. New York: Springer Science+Business Media; 2015. p. 1-9.
14. Aberese‐Ako M, Magnussen P, Ampofo GD, Tagbor H. Health system, socio‐cultural, economic,
environmental and individual factors in uencing bed net use in the prevention of malaria in
pregnancy in two Ghanaian regions. Malar J. 2019;18:363.

Page 23/33

15. Gomez PP, Gutman J, Roman E, Dickerson A, Andre ZH, Youll S, et al. Assessment of the consistency
of national-level policies and guidelines for malaria in pregnancy in ve African countries. Malar J.
2014;13:212.
16. Hill J, Dellicour S, Bruce J, Ouma P, Smedley J, Otieno P, et al. Effectiveness of Antenatal Clinics to
Deliver Intermittent Preventive Treatment and Insecticide Treated Nets for the Control of Malaria in
Pregnancy in Kenya PLoS ONE 8:e64913.
17. Mubyazi GM, Bygbjerg IC, Magnussen P, Olsen Ø, Byskov J, Hansen5 KS, et al. Prospects,
achievements, challenges and opportunities for scaling-up malaria chemoprevention in pregnancy in
Tanzania: the perspective of national level o cers. Malar J. 2008;7:135.
18. Vandy AO, Peprah NY, Jerela JY, Titiati P, Manu A, Akamah J, et al. Factors in uencing adherence to
the new intermittent preventive treatment of malaria in pregnancy policy in Keta District of the Volta
region, Ghana BMC Preg and Childbirth. 2019;19:424.
19. Dako-Gyeke M, Ko e HM. Factors In uencing Prevention and Control of Malaria among Pregnant
Women Resident in Urban Slums, Southern Ghana. Afr J of Reprod Health. 2015;19:44.
20. Kanmiki EW, Awoonor-Williams JK, Phillips JF, Kachur SP, Achana SF, Akazili J, Bawah, AA.et al.
Socio-economic and demographic disparities in ownership and use of insecticide-treated bed nets
for preventing malaria among rural reproductive-aged women in northern Ghana. PLoS One.
2019;14:e0211365.
21. Odjidja EN, Kwanin C, Saha M. Low Uptake of Intermittent Preventive Treatment in Ghana; An
Examination of Health System Bottlenecks. Health Syst and Policy Res. 2017;3:1-5.
22. Hill J, D'Mello-Guyett L, Hoyt J, van Eijk AM, ter Kuile FO, Webster J. Women's Access and Provider
Practices for the Case Management of Malaria during Pregnancy: A Systematic Review and MetaAnalysis. PLoS Med. 2014;11:e1001688.
23. Diala CC, Pennas T, Marin C, Belay KA. Perceptions of intermittent preventive treatment of malaria in
pregnancy (IPTp) and barriers to adherence in Nasarawa and Cross River States in Nigeria. Malar J.
2013;12:342.
24. Doku DT, Zankawah MM, Adu-Gyam AB. Factors in uencing dropout rate of intermittent preventive
treatment of malaria during pregnancy. BMC Res Notes. 2016;9:460.
25. Mubyazi GM, Bloch P, Magnussen P, Olsen ØE, Byskov J, Hansen KS, et al. Women’s experiences and
views about costs of seeking malaria chemoprevention and other antenatal services: a qualitative
study from two districts in rural Tanzania. Malar J. 2010; 9:54.
26. Maheu-Giroux M, Castro MC. Factors affecting providers’ delivery of intermittent preventive treatment
for malaria in pregnancy: a ve-country analysis of national service provision assessment surveys.
Malar J. 2014;13:440.
27. Chukwuocha U, Dozie I, Onwuliri C, Ukaga C, Nwoke B, Nwankwo B, et al. Perceptions on the Use of
Insecticide Treated Nets in Parts of the Imo River Basin, Nigeria: Implications for Preventing Malaria
in Pregnancy. Afr J Reprod Health. 2010;14:1.

Page 24/33

28. Mubyazi GM, Bloch P. Psychosocial, behavioural and health system barriers to delivery and uptake of
intermittent preventive treatment of malaria in pregnancy in Tanzania – viewpoints of service
providers in Mkuranga and Mu ndi districts. BMC Health Services Res. 2014;14:15.
29. Mubyazi GM. Knowledge and perceptions of antenatal services need and delivery and reasons for
seeking such services among women in Tanzania: Implications for utilization and coverage of
intermittent presumptive treatment of malaria in pregnancy in two districts. Rwanda J Series F: Med
and Health Sciences. 2015;2:1.
30. Manu G, Boamah-Kaali EA, Febir LG, Ayipah E, Owusu-Agyei S, Asante KP. Low Utilization of
Insecticide-Treated Bed Net among Pregnant Women in the Middle Belt of Ghana. Hindawi Malar Res
and Treatment. 2017;7481210:1-7.
31. Pell C, Menaca A, Were F, Afrah NA, Chatio S, Manda-Taylor L, et al. Factors Affecting Antenatal Care
Attendance: Results from Qualitative Studies in Ghana, Kenya and Malawi. PLoS One.
2013;8:e53747.
32. Hill J, Kayentao K, Achieng F, Diarra S, Dellicour S, Diawara SI, et al. Access and Use of Interventions
to Prevent and Treat Malaria among Pregnant Women in Kenya and Mali: A Qualitative Study. PLoS
One. 2015;10:e0119848.
33. Rassi C, Graham K, Mufubenga P, King R, Meier J, Gudoi SS. Assessing supply-side barriers to uptake
of intermittent preventive treatment for malaria in pregnancy: a qualitative study and document
and record review in two regions of Uganda Malar J. 2016;15:341.
34. Gomez PP, Gutman J, Roman E, Dickerson A, Andre ZH, Youll S, et al. Assessment of the consistency
of national-level policies and guidelines for malaria in pregnancy in ve African countries. Malar J
2014;13:212.
35. Akinleye SO, Falade CO, Ajayi IO. Knowledge and utilization of intermittent preventive treatment for
malaria among pregnant women attending antenatal clinics in primary health care centers in rural
southwest, Nigeria: a cross-sectional study. BMC Preg and Childbirth 2009;9:28:1-9.
36. Rumisha SF, Zinga MM, Fahey CA, Wei D, Bwana VM, Mlozi MR, et al. Accessibility, availability and
utilisation of malaria interventions among women of reproductive age in Kilosa district in central
Tanzania. BMC Health Services Res. 2014;14:452
37. Gross K, Alba S, Glass TR, Schellenberg JA, Obrist B. Timing of antenatal care for adolescent and
adult pregnant women in south-eastern Tanzania. BMC Preg and Childbirth 2012;12:16.
38. Ghana Statistical Service (GSS), Ghana Health Service (GHS), ICF International. Ghana Demographic
and Health Survey 2014. Rockville, Maryland, USA: GSS, GHS, and ICF International, 2015.
39. Ghana Statistical Service (GSS), Ghana Health Service (GHS), ICF. Ghana Maternal Health Survey
2017: Key Findings. Rockville, Maryland, USA:: GSS, GHS, and ICF., 2018.
40. Addai-Mensah O, Annani-Akollor ME, Fondjo LA, Sarbeng K, Anto EO, Owiredu E-W, et al. Regular
Antenatal Attendance and Education In uence the Uptake of Intermittent Preventive Treatment of
Malaria in Pregnancy: A Cross-Sectional Study at the University Hospital, Kumasi, Ghana. Hindawi J
of Trop Med. 2018;5019215:1-8.
Page 25/33

41. Boateng EY, Anyormi GE, Otoo J, Abaye DA. Drivers of intermittent preventive treatment of malaria
during pregnancy in Ghana: a generalized linear model with negative binomial approach. Appl Inform
2018;5:10.
42. Ibrahim H, Maya ET, Issah K, Apanga PA, Bachan EG, Noora CL. Factors in uencing uptake of
intermittent preventive treatment of malaria in pregnancy using sulphadoxine pyrimethamine in
Sunyani Municipality, Ghana. Pan Afri Med J. 2017;28:122.
43. Owusu‐Boateng I, Anto F. Intermittent preventive treatment of malaria in pregnancy: a cross‐sectional
survey to assess uptake of the new sulfadoxine–pyrimethamine fve dose policy in Ghana. Malar J
2017;16:323.
44. Atasige AS, Wurapa F, Afari EA, Sackey SO, Malm KL, Nyarko KM. Factors in uencing utilization of
intermittent preventive treatment for pregnancy in the Gushegu district, Ghana, 2013 The Pan Afri
Med J. 2016;25 (Supp 1):4.
45. Anto F, Agongo IH, Asoala V, Awini E, Oduro AR. Intermittent Preventive Treatment of Malaria in
Pregnancy: Assessment of the Sulfadoxine-Pyrimethamine Three-Dose Policy on Birth Outcomes in
Rural Northern Ghana. J of Trop Med. 2019;6712685:1-10
46. Witter S, Arhinful DK, Kusi A, Zakariah-Akoto S. The Experience of Ghana in Implementing a User Fee
Exemption Policy to Provide Free Delivery Care. Reprod Health Matters. 2007;15:30.
47. Witter S, Garshong B, Ridde V. An exploratory study of the policy process and early implementation of
the free NHIS coverage for pregnant women in Ghana. International J for Equity in Health
2013;12:16.
48. Agyepong IA, Nagai RA. “We charge them; otherwise we cannot run the hospital” front line workers,
clients and health nancing policy implementation gaps in Ghana. Health Policy 2011;99:226-33.
49. Republic of Ghana Act 525. Ghana Health Service and Teaching Hospitals Act. Accra, 1996.
50. Mintzberg H. Power in and around organisations. USA: Prentice-Hall; 1983.
51. Koduah, Augustina , Agyepong IA, van Dijk H. ‘The one with the purse makes policy’: Power, problem
de nition, framing and maternal health policies and programmes evolution in national level
institutionalised policy making processes in Ghana Soc Science & Med 2016;167:79e87.
52. Unger J-P, Macq J, Bredo Fo, Boelaert M. Through Mintzberg’s glasses: a fresh look at the
organization of ministries of health. Bulletin of the World Health Organization. 2000;78:8.
53. Vengroff R, Belhaj M, Ndiaye M. The nature of managerial work in the public sector: an African
perspective. Public adm and development. 1991;11:1-10.
54. Aberese-Ako M, Agyepong IA, Van Dijk H. Leadership styles in two Ghanaian hospitals in a
challenging environment. Health Policy and Planning. 2018;33:ii16-ii26.
55. Pfeffer J. Power in Organisations. Massachusetts: Ballinger Publishing Company; 1981.
56. Mintzberg H. The Structuring of Organisations. United States of America: Printice-Hall; 1979.
57. Agyepong I, Ana P, Ansah E, Ashon D, Na-Dometey C. Health Worker (internal customer) satisfaction
and motivation in the public sector in Ghana. International J of health plan and management
Page 26/33

2004;19:4.
58. Pfeffer J. Managing with Power: Politics and in uence in Organizations. Massachusetts: Harvard
business school press; 1992.
59. Erasmus E, Gilson L. How to start thinking about investigating power in the organizational settings of
policy implementation. Health Policy Plan. 2008;23.
60. Lipsky M. Street-level Bureaucracy:Dilemmas of the individual in Public services. New York: Russell
Sage Foundation; 1980.
61. Pot H, de Kok BC, Finyiza G. When things fall apart: local responses to the reintroduction of user-fees
for maternal health services in rural Malawi. Reprod Health Matters. 2018;26:54.
62. Sriram V, Topp SM, Schaaf M, Mishra A, Flores W, Rajasulochana SR, et al. 10 best resources on
power in health policy and systems in low- and middle-income countries. Health Policy Plan 2018;33.
63. Gilson L. Trust and the development of health care as a social institution. Soc Sci Med. 2003;56.
64. Hall MA. “The importance of trust for ethics, law and public policy” Cambridge Quarterly of
Healthcare Ethics. 2005;14:2.
65. Goudge J, Gilson L. How can trust be investigated? Drawing lessons from past experience. Soc Sci
Med. 2005;61:7.
66. Hall MA, Camacho F, Dugan E, Balkrishnan R. Trust in the Medical Profession: Conceptual and
Measurement Issues. HSR: Health Services Res. 2002;37:5.
67. Naidu A. Factors affecting patient satisfaction and healthcare quality. International J of Health Care
Qual Assurance 2009;22:4.
68. Gilson L. Health systems and institutions. In: Smith R, Hanson K, editors. Health systems in low- and
middle-income countries: an economic and policy perspective. Oxford, UK: Oxford University Press;
2011.
69. Aberese-Ako M, VanDijk H, Gerrits T, Arhinful DK, Agyepong IA. ‘Your Health Our Concern, Our Health
Whose Concern?’: Perceptions of injustice in organizational relationships and processes and
frontline health worker motivation in Ghana. Health Policy Plan. 2014;29 Suppl 2:ii16-ii26.
70. Van der Geest S, Finkler K. Hospital ethnography: Introduction. Soc Sci Med. 2004;59:10.
71. Long D, Hunter C, van der Geest S. When the eld is a ward or a clinic: Hospital ethnography.
Anthropology & Med. 2008;15:2.
72. Zaman S. Native among the Natives Physician Anthropologist Doing Hospital Ethnography at Home.
J of Contemporary Ethnography. 2008;37:2.
73. 73,

Van der Geest S, Sarkodie S. The fake patient: A research experiment in a Ghanaian Hospital.

Soc Sci Med. 1998;47:9.
74. Yevoo LL, Agyepong IA, Gerrits T, van Dijk H. Mothers’ reproductive and medical history
misinformation practices as strategies against healthcare providers’ domination and humiliation in
maternal care decisionmaking interactions: an ethnographic study in Southern Ghana. BMC Preg
and Childbirth. 2018;18:274.
Page 27/33

75. Sunkwa-Mills G, Rawal L, Enweronu-Laryea C, Aberese-Ako M, Senah K, Tersbøl BP. Perspectives and
practices of healthcare providers and caregivers on healthcare-associated infections in the Neonatal
Intensive Care units of two hospitals in Ghana Health Policy and Planning. Forthcoming. HEAPOL2020-Jan-0060.R1.
76. Purohit B, Mahapatra A. A Review on high burden of malaria during pregnancy: need of social
science intervention. Ethno-Med. 2009;3:1.
77. Rosales A, Righi V, Sayago S, Blat J: Ethnographic techniques with older people at intermediate
stages of product development. http://citeseerx.ist.psu.edu/viewdoc/download?
doi=10.1.1.460.6541&rep=rep1&type=pdf, Accessed 14 Sep 2020.
78. Charmaz K. Constructing Grounded Theory. Silverman D, editor. London: SAGE; 2012.
79. United Nations. 2020. Goal 3: Ensure healthy lives and promote well-being for all at all ages. United
Nations, New York.https://www.un.org/sustainabledevelopment/health/. Accessed 03 April 2020
80. Klein MC, Harvey SA, Diarra H, Hurley EA, Rao N, Diop S, et al. “There is no free here, you have to pay”:
actual and perceived costs as barriers to intermittent preventive treatment of malaria in pregnancy in
Mali. Malar J. 2016;15:158.
81. Hurley EA, Harvey SA, Rao N, Diarra NH, Klein MC, Diop SI, et al. Underreporting and Missed
Opportunities for Uptake of Intermittent Preventative Treatment of Malaria in Pregnancy (IPTp) in
Mali. PLoS One. 2016;11:e0160008.
82. Hatt LE, Makinen M, Madhavan S, Conlon CM. Effects of User Fee Exemptions on the Provision and
Use of Maternal Health Services: A Review of Literature. J of Health Population Nutr. 2013;31:4.
83. Navarrete LF, Ghislandi S, Stuckler D, Tediosi F. Inequalities in the bene ts of national health
insurance on nancial protection from out-ofpocket payments and access to health services: crosssectional evidence from Ghana. Health Policy Plan. 2019;34:694-705.
84. Ernst KC, Erly S, Adusei C, Bell ML, Kessie DK, Biritwum‐Nyarko A, et al. Reported bed net ownership
and use in social contacts is associated with uptake of bed nets for malaria prevention in pregnant
women in Ghana. Malar J. 2017;16:13.
85. Pell C, Menaca A, Were F, Afrah NA, Chatio S, Manda-Taylor L, et al. Factors Affecting Antenatal Care
Attendance: Results from Qualitative Studies in Ghana, Kenya and Malawi. PLoS One
2013;8:e53747.
86. Hill J, Kayentao K, Achieng F, Diarra S, Dellicour S, Diawara SI, et al. Access and Use of Interventions
to Prevent and Treat Malaria among Pregnant Women in Kenya and Mali: A Qualitative Study. PLoS
One;2015;10:0119848.
87. Mutagonda R, Kamuhabwa AA, Massawe S, Mpembeni R. Intermittent Preventive Therapy and
Treatment of Malaria during Pregnancy: A Study of Knowledge among Pregnant Women in Ru ji
District, Southern Tanzania. Trop J of Pharmaceutical Res. 2012;11:5.
88. Mubyazi GM, Bloch P, Magnussen P, Olsen ØE, Byskov J, Hansen KS, et al. Women’s experiences and
views about costs of seeking malaria chemoprevention and other antenatal services: a qualitative
study from two districts in rural Tanzania. Malar J, 2010;9:54.
Page 28/33

89. Agyepong I, Ana P, Ansah E, Ashon D, Na-Dometey C. Health Worker (internal customer) satisfaction
and motivation in the public sector in Ghana. International J of Health Plan and Management.
2004;19:4.
90. Franco LM, Bennett S, Kanfer R. Health sector reform and public sector health worker motivation: a
conceptual framework. Soc Sci Med. 2002;54:8.
91. Mbindyo P, Gilson L, Blaauw D, English M. Contextual in uences on health worker motivation in
district hospitals in Kenya. Implementation Sci. 2009;4:43.
92. Okello DRO, Gilson L. Exploring the in uence of trust relationships on motivation in the health sector:
a systematic review. Res for Health 2015;13:16.
93. Aberese-Ako M, VanDijk H, Gerrits T, Arhinful DK, Agyepong IA. ‘Your Health Our Concern, Our Health
Whose Concern?’: Perceptions of injustice in organizational relationships and processes and
frontline health worker motivation in Ghana. Health Policy Plan 2014; 29 Suppl 2:15-28.
94. Marchant T, Nathan R, Jones C, Mponda H, Bruce J, Sedekia Y, et al. Individual, facility and policy
level in uences on national coverage estimates for intermittent preventive treatment of malaria in
pregnancy in Tanzania. Malar J. 2008;7:260.
95. Anders K, Marchant T, Chambo P, Mapunda P, Reyburn H. Timing of intermittent preventive treatment
for malaria during pregnancy and the implications of current policy on early uptake in north-east
Tanzania. Malar J. 2008;7:79.
96. Gross K, Alba S, Schellenberg J, Kessy F, Mayumana I, Obrist B. The combined effect of determinants
on coverage of intermittent preventive treatment of malaria during pregnancy in the Kilombero
Valley,Tanzania. Malar J. 2011;10:140.
97. Fox ER, Sweet BV, Jensen V. Drug shortages: A complex health care crisis. Mayo Clin Proc. 2014;89:3.
98. Rosoff P, Patel KR, Scates A, Gene R, Bush PW, Govert J. Coping with critical drug shortages: An
ethical approach for allocating scarce resources in hospitals. Health Care Reform: Arch Intern Med.
2012;172:19.
99. Okello DRO, Gilson L. Exploring the in uence of trust relationships on motivation in the health sector:
a systematic review. Res for Health 2015;13:16.
100. Mathauer I, Imhoff I. Health worker motivation in Africa: the role of non- nancial incentives and
human resource management tools. Human Res for Health 2006;4:24.
101. National Development Planning Commission, United Nations Development Programme. Ghana
Millennium Development Goals 2015 Report. National Development Planning Commission and
United Nations Development Programme, Accra, 2015.
102. Hall M, Zheng B, Dugan E, Camacho F, Kidd K, Mishra A, et al. Measuring patients' trust in their
primary care providers. Med Care Res & Rev. 2002;59:3.
103. Gilson L, Palmer N, Schneider H. Trust and health worker performance: exploring a conceptual
framework using South African evidence. Soc Sci Med. 2005;61:7.

Page 29/33

104. Tibandebage P, Mackintosh M. The market shaping of charges, trust and abuse: health care
transactions in Tanzania. Soc Sci Med. 2005;61:7.
105. Topp SM, Chipukuma JM. A qualitative study of the role of workplace and interpersonal trust in
shaping service quality and responsiveness in Zambian primary health centres. Health Policy Plan.
2015;31: 192-204
106. Mullings B. Insider or outsider, both or neither: some dilemmas of interviewing in a cross-cultural
setting. Geoforum. 1999;30:337-50.
107. Merriam SB, Johnson-Bailey J, Lee M-Y, Kee Y, Ntseane G, Muhamad M. Power and positionality:
negotiating insider/outsider status within and across cultures. International J of Lifelong Edu.
2001;20:5.107. Davies AC. Re exive Ethnography: A Guide to Researching Selves and Others. New
York: Routledge; 2008.
108. Rubin A, Babbie ER. Research Methods for Social Work. 7 ed. Belmont, CA Brooks/Cole; 2011.
109. Lawton J, Hallowell N, Snowdon C, Norman JE, Carruthers K, Denison FC. Written versus verbal
consent: a qualitative study of stakeholder views of consent procedures used at the time of
recruitment into a peripartum trial conducted in an emergency setting. BMC Med Ethics, 2017;18:36.

Tables
Table 1. Study health facilities and communities in the Ashanti and Volta Regions with pseudonyms
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Region
Type of study site
Ashanti

Volta

No.

No

Hospital(s)

3

2

Health Centre(s)

1

2

Government owned

2

3

Mission owned

2

1

Communities

4

4

Ownership of facility

*Study facilities in the Ashanti region have been given the pseudonyms: ASF01, ASF02, ASF03 and
ASF04. Study communities in the Ashanti region have been given pseudonyms: ASC01, ASC02,
ASC03, ASC04.
#Study facilities in the Volta region have been given the pseudonyms VRF01, VRF02, VRF03, VRF04.
Study communities in the Volta Region have been given pseudonyms: VRC01, VRC02, VRC01, VRC01.
Table 2. Data collection methods and categories of respondents
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Region

Category of Respondents

IDIs

Conversations

Case studies

Facility Managers

4

0

0

ANC managers

4

4

Health care providers

11

20

0

Pregnant women

30

25

4

Procurement o cers

1

2

0

Laboratory o cials

0

6

0

Pharmacy o cials

0

4

0

DHD O cials

0

2

0

0

1

0

Total

49

56

4

Facility Managers

4

0

0

ANC managers

6

4

Health Care providers

12

20

0

Pregnant women

40

32

8

Laboratory o cials

0

2

0

Pharmacy O cials

0

4

0

DHD O cials

0

2

0

Total

74

64

8

NHIS o cials

0

2

0

Ashanti

Volta Region

Observations were conducted in 8 health facilities and 8 communities in the Ashanti and Volta
regions for 12 months
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