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ABSTRACT

HIV/AIDS in Africa is transmitted primarily through heterosexual contact. This mode of disease transmission
places sexually active childbearing women at high risk of contracting the disease. In this study, data from the
1993/94 Ghana Demographic Health Survey were used to explore the relationship between AIDS-related
knowledge and family planning practices, specifically the use of contraceptives and condoms. While the study
finds high levels of AIDS-related knowledge among Ghanaian women, this knowledge is yet to translate into in-
creased condom use. It is suggested that the use of rational choice models in AIDS prevention programs may
not be adequate to change people’s sexual behaviour, especially in societies where the prevailing cultural prac-
tices and norms encourage large families and discourage the use of contraceptives of any type. In such settings,
there is the need to find appropriate mechanisms that could help increase the use of all types of contraceptives.
As contraceptive use increases, it is likely that the use of condoms for AIDS prevention and also for family
planning purpose would increase in sub-Saharan Africa. (Afr ] Reprod Health 2000, 4[1):13-27)

RESUME

Connaissance et risques relatifs au VIH/Sida et pratiques contraceptives au Ghana: Début des années
1990. Ein Afrique le virus VIH/Sida est transmis principalement a travers le contact hétérosexuel. Cette maniére
de transmettre une maladie prédispose les femmes qui sont sexuellement actives et encore en dge d’avoir des en-
fants 2 un grand risque de contracter la maladie. Dans cette étude, les données recueillies de Pédition 1993/94 de
Ghana Demograpbic Health Sarvey ont été utilisées pour explorer les rapports entre la connaissance relative au sida
et aux pratiques du planning familial, en particulier 'emploi des contraceptifs et des préservatifs. Alors que
Iétude a révélé des taux €leves des connaissances relatives au VIH/Sida parmi les femmes ghanéennes, cette
connaissance ne s’est pas encore manifestée dans Pemploi augmenté de préservatifs. Il est affirmé que Pemploi
des modeles choix rationnel ne suffit pas pour modifier le comportement sexuel des gens, surtout dans les
sociétés ou les pratiques et les normes culturelles favorisent les familles nombreuses et découragent tout emploi
des préservatifs. Dans des situations pareilles, il y a le besoin de trouver des mécanismes convenables qui puis-
sent aider 4 augmenter Pemploi de toutes formes de contraceptifs. Au fur et a mesure qu'augmente Pemploi des
méthodes contraceptives, il est probable que Pemploi des préservatifs pour la prévention du Sida, aussi bien que
pour le planning familial, s’augmente dans I’ Afrique sub-saharienne. (Rev. Af Sante Reprod 2000; 4[1]:13-27)
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Introduction

This paper deals with the association between
knowledge of the acquired immune deficiency syn-
drome (HIV/AIDS) and family planning practices
(contraceptive practices) among women aged 20—
34 years in Ghana who were marded. The impetus
for the study derives, in part, from the fact that the
AIDS epidemic is exacting an especially heavy toll
(e.g, in human suffering, increased mortality and
the disruption of social systems and economies) in
many sub-Saharan African nations, including
Ghana. According to a recent report issued by the
United Nations Agency on AIDS (UNAIDS),
AIDS has exceeded malaria and other conditions
as the leading cause of adult deaths in many of the
hard hit African countries.! Also, the report notes
that majority of all AIDS orphans in the world
(about 95%) are from Africa.

While countries in the developed world have a
reasonable opportunity to check, or at least reduce
the spread of the epidemic, in many parts of sub-
Saharan Africa, this is not necessanly the case. This
is due partly to the high cost of AIDS medications.
Even in the developed wodd, such as the United
States of America, it has been reported in the me-
dia that the virus may be showing some signs of
resistance against the most powerful protease in-
hibitors in use at the moment.

As the disease enters its second decade and
more people get infected in the sub-Saharan Africa
region, there is a need to understand the reaction
of some of the key stakeholders, including child-
bearing women. Empirical studies are needed to
assess the possible effects of HIV-related knowl-
edge on preventive strategies in the region. Exami-
nation of the relationship between HIV-related
knowledge and family planning practices is there-
fore important as a way to design better programs
to stem the increase in infection, and also combat the
rapid spread of AIDS in sub-Saharan Africa. The
findings reported here are an attempt to explore the
implications of HIV/AIDS for family planning serv-
ices in one West African count:y, Ghana. The paper
defines family planning services broadly to encom-
pass the use of contraceptives, including condoms.

Background

The HIV/AIDS pandemic has hit harder in sub-
Saharan Africa than in any other woid region.

Well into the second decade of the epidemic (and
as we enter the next century), sub-Saharan Africa con-
tinues to be at the epicenter of the AIDS epidemic.
Even though the region represents only 9% of the
wortld’s total population, it has been reported that the
majority of people (about 40 million) infected with
AIDS wordwide are from this region.!-

A key feature of Africa’s AIDS epidemic is that
it is transmitted primarily through heterosexual
contact.>* Because of the mode of transmission,
sexually active women, especially marned women,
are highly vulnerable to contracting the disease.
This is especially the case for married women who
have sexual relations with husbands (or partners)
who have had multiple female sexual partners. It is
no surpsise then that more women than men have
been diagnosed with AIDS [PWA] in Africa.5
Among infected women, report shows that the
hardest hit groups are those women in their peak
childbearing yeats, especially women between the
ages of 20 and 30 years.” Since most childbearing
in Africa occur within martal unions (in spite of
the reported increase in adolescent and premarital
sex), understanding what women who are currently
married in this key age cohort are doing in terms
of AIDS prevention is necessary to enhance our
understanding of the future course of the disease.
A systematic identification of the factors that in-
fluence the use of preventive strategies in AIDS
control could provide information that policy mak-
ers can use to target services at those in greatest
need.

Despite the magnitude of the problem and the
potential policy questions that the AIDS epidemic
raises for African societies, relatively little national
level research exists on ATDS and its relationship
to family planning practices. One major reason for
the limited number of studies is the lack of repre-
sentative data at the national level to monitor re-
sponses being made as a result of the disease.
Thus, the majority of existing studies have tended
to rely primarly on convenience samples and
scanty data from the few urban centers in the re-
gion. Because such studies are not representative
of the general population, knowledge about aware-
ness of HIV/AIDS in the rural areas, where most
Africans live, has been limited. Also, because of
small sample size, most of these studies have not
been appropriate for the use of multivanate analy-
ses.
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Why the Focus on Ghana?

At the moment, most of the reported HIV/AIDS
cases in Africa have come from the “AIDS Belt”
of Central and Fastern Africa.® However, the
West African region is not immune to the ravages
of the epidemic, as the disease is also prevalent and
spreading rapidly in a number of countries in this
region as well. Indeed, the number of reported
cases for-both HIV-1 and HIV-2 has steadily in-
creased over the years in several cities in Ivory
Coast, Mali, Senegal, Nigeria and Ghana.*-12

In Ghana, which is the focus of this paper, the
first cases of HIV/AIDS were reported in March
1986. During this initial period, 63 of the initial 72
cases were found in women, a 7:1 female to male
ratio.’® Since the initial report of the presence of
the vitus in the country, AIDS has spread quickly
into the general population. By mid-1991, about
2,525 AIDS cases had been reported nationwide.!!
This figure rose to 16,690 by December 199514 and
29,546 as at August 1999.15 Because of the fear of
stigmatisation, not many people with AIDS (PWA)
seek medical care in institutions that report new
cases to the Ministry of Health. Thus, it is more
likely that the number of actual AIDS cases may
be higher than what has been reported so far.
Given the increases, and the potential for the fu-
ture spread of the disease, the focus on Ghana is
timely as we explore the reaction of some of the
“high-nisk” childbearing women to the virus.

In addition, such study is the more needed
given that Ghana is one of the few African coun-
tries that have had a long history of family plan-
ning programming, As part of the country’s at-
tempt at checking its population growth, a national
policy was established in the late 1960s, which
stressed the use of contraceptives for both fertility re-
duction purposes and also as a method of health
promotion. The latter is particulady true about the
condom, which can be used as a fertility regulating
method and also to prevent the transmission of sexu-
ally transmitted diseases. In spite of these efforts over
the years, contraceptive use rates in Ghana (measured
by either current use rate, for both condom and gen-
eral contraceptives) are among the lowest in Africa.
For instance, among women who were matred,
only 20% reported any contraceptive use in Ghana.!

Another reason for focusing on Ghana 1s that
the country shares common borders and linguistic

affinity with Cote D’Ivoire, Burkina Faso and
Togo, countries that have some of the highest
AIDS cases in the West African region.! Because
of these two forces — proximity and cultural affin-
ity — people from these countries move freely and
often reside in each other’s country (some as mu-
grant labour, others as commercial sex workers).
Indeed, sizable proportions of Ghanaian migrants
are found in these neighbousing nations. It is not
surprising to note that some researchers have
linked the initial spread of AIDS in Ghana to the
activities of Ghanaian commercial sex workers in
these countries, especially in the city of Abidjan in
Ivory Coast.)” Indeed, during the early stages of
AIDS in Ghana, most of those infected were peo-
ple who had lived outside the country, and almost
all of these people were women.!® Given the
history of family planning in Ghana, the rapid
spread of the virus in the country, and the high
levels of migration from neighboring countres
with high prevalence of HIV, understanding what
works and what does not work in this country
could have tremendous implications elsewhere in
the whole West African region.

Conceptual Context

An attempt to explain behaviour related to HIV/
AIDS must begin with a basic fact — HIV/AIDS
1s transmitted primanly through unprotected sexual
contacts with infected persons. In Africa, these
contacts are' most likely to be heterosexual in na-
ture. The sexual mode of transmission is important
in 2 nation as Ghana where there are strong pro-
natalist pressures in the society. Although the num-
ber of children women in Ghana bear continues to
decline over the years, the total fertility rate (I'FR)
of Ghanaian women is still high, about 5.4 chil-
dren per woman.!® These pronatalist pressures
may in turn act as a barrer to the use of preventive
measures and strategies that rely on a method such
as the condom, which is both used as a contracep-
tive device and also as a prophylactic mechanism
against sexually transmitted diseases, including
HIV/AIDS.

A widely held view in social demographic lit-
erature is the notion that African traditional values
encourage large family sizes, since children are con-
sidered as economic assets. The empbhasis placed
on procreation, the argument goes, tends to reduce
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the motivation for married women to testrict their
fertility. As a result, the use of contraceptives, in-
cluding condoms, is inhibited.!%2° In this type of
discourse, the cultural norms are seen as contnbut-
ing to both high birth rates and the rapid spread of
HIV/AIDS. Recently, it has also been argued that
in male-dominated societies, women’s behaviour,
to a large extent, may be influenced by male prefer-
ences and behaviour, which in tum affect women’s
reproductive choices.?1-24

In agricultural communities, children may con-
stitute an important source of labour needed to
catry out the strenuous tasks involved in farming.
Moreover, children are essential for their parents’
security when they get old because of the fact that
there is very little available institutional care for the
elderly. Particulatly, in regions where death rates
are also high, couples are likely to see it as neces-
sary to produce many children in order to have
some of -them survive and provide assistance to
the parents in their later years.

The forces cited above may pose a serious chal-
lenge to AIDS prevention programs, which employ
fear, morality and rationality in persuading people
to change their sexual behaviour. For example, in
most national AIDS prevention programs in Africa,
because the epidemic 1s dnven prmarily by sexual be-
havious, it 1s believed that individuals will make ra-
tional choices that will advance their well being and
satisfaction. Thus, those at risk may be more likely to
weigh the costs and benefits of the situation and then
dectde on a course of action that will provide them
with the greatest benefits at the least cost.

A specific application of the rational choice
theory to matters of health can be found in the
health belief model [HBM].?> This model argues
that people will take action to protect their health
if they percetve that they are susceptible to a par-
ticular health problem, if they perceive that the
problem is sedous, and if they perceive that the
benefits of taking protective measures outweigh
the cost of those measures. The assumptions of
the HBM appear to have guided the HIV/AIDS
prevention programs in numerous African nations,
including Ghana. For the most part, these cam-
paigns are based on the assumption that if people
perceive themselves as susceptible, know the seri-
ousness of the disease, and realise that the benefits
of using condoms outweigh the costs, they will
avoid dangerous exposure to HIV/AIDS 26

This view of human rationality, however, may
be limited to a consideration of health matters
only. In fact, there are good reasons to suspect that
HIV/AIDS could produce the opposite effect,
thereby reducing the use of contraceptives of any
kind, both for preventing pregnancies and also to
protect against AIDS (depending on the method
of contraceptive used). While it is rational for mar-
ned women to use condoms to protect themselves
from HIV/AIDS, their analysis of the costs and
benefits of doing so may incline them not to do so.
For example, those women who fear they will con-
tract HIV may be afraid that they will die of AIDS
before producing children. In such a scenario,
those women who think they are at high rsk of
contracting the disease may be more likely to want
to have children than are women who do not per-
ceive themselves to be susceptible. To die childless
mn a culture that emphasises childbearing as a hall-
mark of women’s status may represent such a cost
that the woman may avoid using contraceptives of
any type, including condoms, which could help to
prevéent HIV/AIDS and also reduce unwanted
births.

Another cost to the Ghanatan woman might be
that in order to persuade her partner or husband to
use condoms, she would have to violate strongly
held norms about male dominance in decision
making;?>? Extreme female assertiveness in an
area of behaviour that forms a core issue in males’
self-concept and social status may represent a cost
that the marned woman views as excessive. She
therefore may rationally decide not to try to con-
vince her husband to use condoms.

Knowledge about HIV/AIDS, on the other
hand, could also lead to a complex set of interac-
tions which could motivate African women to
change their ambivalent attitude towards the use of
contraceptives, especially the condom. For in-
stance, 2 married woman may want to avoid having
children, or additional children, because she is
afraid that she may contract HIV/AIDS and not
live long enough to raise them to maturity. Anothes
1s that she may not want to become pregnant be-
cause she realises that if she does contract
HIV/AIDS before the child is bom, she may pass
the disease on to the unborn child. In these situ-
ations, it is more likely that these women would
want to use contraceptives to prevent getting preg-
nant. These are speculations, of course, but they
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seem reasonable as potential explanations for pos-
sible linkages between knowledge about HIV/
AIDS and contraceptive use in general. However,
if the pronatalist attitudes among women in Ghana
discussed above are extremely strong, it is to be ex-
pected that there will be no relationship between
level of knowledge about HIV/AIDS and the use
of contraceptive in general or the use of condoms
in particular.

The present study tests two hypotheses that
grow out of the “cultural inhibition” view and the
health belief model discussed above. The first hy-
pothesis is that the level of knowledge about
HIV/AIDS will be positively related to married
women’s use of contraceptives in general in Ghana.
This hypothesis is offered in an atmosphere of ex-

_ploration, given the lack of firm data upon which
to predict a direction for the relationship. Lack of
any significant relationship between these variables
may suggest that the desite to produce children or
additional children is stronger than the fear of
HIV/AIDS. A significant positive relationship may
indicate that the fear of HIV/AIDS has taken
precedence over the high cultural value placed on
producing children.

The second hypothesis provides a test of the
usual assumptions of rational choice theory as it
has typically been applied to the relationship be-
tween knowledge about HIV/AIDS and condom
use. Specifically, the hypothesis being tested here is
that, all other things being equal, the more married
women of childbeating age in Ghana know about
HIV/AIDS, the more likely they will use condoms
in their marital sexual relations. A strong relation-
ship between level of knowledge about
HIV/AIDS and use of condoms would suggest
that condoms are being used primarily as a disease
prevention measure rather than as a contraceptive
technique and that fear of HIV/AIDS has thus
taken precedence over pronatalist pressures.

Data and Methods

The data for this study wete from the most current
and available national level data on Ghana, the
1993/94 Ghana Demographic and Health Survey
(GDHS).?" The 1993/94 GDHS is the second in a
series of demographic health surveys conducted by
the Ghana Statistical Service, with funding from
the Demogtaphic Health Surveys and the United

States Agency for Intemational Development
(USAID). The sample for the survey relied on the
1984 census enumeration areas (EAs). The selec-
tion of the sample was done in two stages — a
household survey, which was used to identify the
individuals to be interviewed, and an individual
survey. In all, 4562 women between the ages of 15
and 49 were successfully interviewed in 1993/94.

The respondents were interviewed on a series
of questions dealing with their reproductive-related
behaviour including contraceptive knowledge and
use, attitudes toward family planning, marnage, fer-
tility and family formation histories, and their pre-
natal care history. In addition to the above ques-
tions, a specially developed module called knowl-
edge, attitude, and practice (KAP) was also used to
collect information about HIV /AIDS-related knowl-
edge and sexually transmitted diseases from the re-
spondents. It is the questions on HIV/AIDS-related
knowledge and contraceptive behaviour that were
used in this study. Because the interest in this study
was to understand the behaviour of one of the
groups at a higher risk of HIV infection in Ghana,
the analyses were restricted to currently marred
women aged 20-34 (N = 1,909).

Focusing on currently marrded women does not
suggest that only married women are sexually ac-
tive in Ghana. Rather, compared with single and
unmarried women, married women are more likely
to be sexually active, given their marital status and
the expectations associated with such role. Most
importantly, prior research indicates that a sizable
proportion of Ghana’s AIDS (especially women)
cases are to be found in this age cohort. Also,
while the 1993/94 GDHS provides national-level
data on AIDS, we must acknowledge that the ques-
tions deal primarily with knowledge, attitude and
practice (KKAP) measures and therefore have cer-
tain limitations. For instance, respondents were not
asked to indicate their own perceived risk of con-
tacting the disease. It is therefore necessary to use
proxy indicators to measure the respondent’s own
perceived risk of HIV/AIDS infection. Most im-
portantly, since males use condoms, information
about husbands’ use of condoms could have
yielded more reliable results about condom use.
For the most part, this information is lacking in the
present study. In spite of these inherent limitations,
the GDHS is one of the few national data sets
contamning information on knowledge about
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HIV/AIDS and which provides an adequate sam-
ple size for a reliable assessment of the
HIV/AIDS situation in Ghana.

Measurement of Variables

The main dependent varables employed in the
study deal with contraceptive practices. Contracep-
tive practices were measuted in four different ways:
(2) current contraceptive use, (b) future contracep-
tive use, (c) current use of condoms, and (d) the
intent to use condoms in the future. Each of the
variables was coded as “1” when use was present
and “0” when absent. We acknowledge the lack of
a clear theoretical link between general contracep-
tive use and HIV/AIDS, especially in a study of
behavioural changes associated with the disease.
However, in Ghana, overall contraceptive use (of
any methods) is quite low. Moreover, for the most
part condoms have been promoted more as a fam-
ily planning method than as a method to prevent
STDs. The focus on both general contraceptive, as
well as the condom, we believe, could provide pol-
icy makers with some information as to whether
condom use, if framed in terms of family planning
practices, could lead to behavioural changes.

Another methodological problem with the de-
pendent vardables is the intention measures. Indeed,
there is an ongoing debate in demogtaphic literature
as to whether in Africa women’s intentions necessar-
ily translate into behaviour. While it 1s known that
intentions are subject to change, it has been re-
ported in demographic literature that individual in-
tentions about future fertility-related issues are im-
portant ptedictors of future behaviour.?* More-
over, the inclusion of measures dealing with family
planning use intentions (contraceptives and condom)
allows us to assess future needs for family planning
services in Ghana. Finally, the data do not allow
us to address an important issue regarding contra-
ceptive use, in particular the condoms, either for
family planning ot preventive purposes.

The key independent variables deal with vari-
ous dimensions of AIDS-related knowledge. They
include awareness of AIDS, knowledge about the
mode of transmission (sexual), knowledge about
perinatal transmission, i.e., transmission to one’s
unborn children, knowledge that a healthy looking
person could be infected with the AIDS virus, and,
knowledge about the role of condoms in AIDS

prevention. Each of these issues was measured in a
dichotomous (yes-no) fashion. The yes responses
were coded as “1” and “0” was used for all other re-
sponses (including those who gave “don’t know”
answers).

Previous researchers have identified a number
of factors that influence decisions about contra-
ceptive use in general.!*-2L231 Some of these van-
ables are included in the present analysis. They in-
clude age, place of residence (rural or urban), edu-
cation, religious identity, ethnicity, parnty, fertihty
(family size) preferences, and spousal attitudes and
discussion regarding family planning (used as a
proxy indicator of gender and power relations). To
test for the possibility of a cohort effect on the use
of general contraceptives and condoms, age was
coded into five-year intervals of 20-24, 25-29, and
30-34. Place of residence was coded as a dummy
varable represented by rural (coded as 0) and ur-
ban (coded as 1) residence.

Education had the following categores: no
schooling (coded as 0), elementary only (coded as
1), and secondary (high school) or post-secondary
(coded as 2). Religious identity was coded as “1”
for Catholic, “2” for Protestant, “3” for Moslem,
and “4” for other/no religious identity/transitional.
Ethnicity was coded as “1” for Akans, and “0” for
non-Akans, i.e., Ewe, Ga/Adangbe, Mole/Dagbani,
and others. Panty measured the number of children
ever born. Fertlity preferences were coded as “1” for
those respondents who wanted more children, “2”
for those who did not want more children, and “3”
for those who were undecided. Atntudes towards
family planning were measured by a sedes of
yes/no responses. The first taps whether the re-
spondent’s spouse (husband) approves of family
planning, The second considered the respondent’s
(wife) own attitude towards family planning, and
the final measure looked at the discussion of family
planning issues. The latter was coded as “1” if they
did discuss this issue together and “0” if they did not.

Analytical Strategy

The analysis 1s organised as follows: first, descrip-
tive statistics were reported for all the vanables used in
the study. Second, multiple logjstic regression analyses
were estimated to assess the effects of HIV /ATIDS-re-
lated knowledge on the family planning measures,
that 1s, the use of contraceptives and condoms.
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Results sampled were between the ages of 20 and 24, 37%
were between the ages of 25 and 29 and the re-

le 1 ts summ haractenstcs of th ) )
Table 1 presents s e e o o € maining 34% were in the 30 to 34 age cohort.

women studied. In all, about 29% of the women

Table 1 Summary Characteristics of the Study Population: Women Aged 2034 years, Ghana

% N
Age group
20-24 28.81 550
25-29 36.67 700
30-34 34.52 659
Residence
Utban 3211 613
Rural 67.89 1,296
Educational level
None 37.87 723
Elementary 54.74 1,045
Secondary (high school)+ 7.39 141
Religious identity
Catholic 15.61 298
Protestant 52.44 1,001
Moslem 12.62 241
Other (no religion/Traditional) 19.22 367
Ethnicity
Akan 47.46 906
Non-Akan 52.54 1,003
Parity (children ever born)
None 6.18 118
One 19.59 378
2 or more 74.23 1,417
Fertifizy preferences
Want more children 70.93 1,354
Want no more 23.57 450
Undecided 4.87 . 93
Missing 0.63 12
Atzitude towards family planning
Spouses (husband approves of family planning)
Yes 62.86 1,200
No 37.14 709
Respondent (wife) approves family planning
Yes 87.74 1,675
No 12.26 234
Both discuss family planning
Yes 19.80 378
No 80.20 1,531

Total 100.00 1,909
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Overall, nearly 68% of the sampled respon-
dents indicated that they were rural residents. Re-
garding the educational attainment of the women,
slightly more than half (55%) reported an elemen-
tary school education, 7% had a high school or
post-secondary school education, while 38% indi-
cated that they had no formal education. Christians
(68%, with Protestants [52.4%] being the single
largest Christian category) comprsed the single
largest religious group studied. Muslims accounted
for 13%, and those who indicated that they were
traditional believers or had no religion were 19%
of the sample. Consistent with their distribution in
the general population, Akans accounted for nearly
half (47.5%) of the women surveyed. Most of the
women sampled had children (93.7%), only 6% in-
dicated that they had no children. Asked about
their fertility preferences, about 71% of the

women said they still wanted more children, while
24% said they did not want mote children. Regard-
ing the question on attitudes to family planning,
about 63% of the respondents reported that their
husbands approved of the use of family planning,
As for the respondents themselves, neatly two-
thirds (87.7%) indicated that they themselves ap-
proved of the use of family planning, In contrast to
the high approval rates by both the respondents and
their spouses, only 20% of the women said they dis-
cussed family planning issues as a couple (jointly).

Table 2 shows the distnbution of HIV-AIDS-
related knowledge and contraceptive use measures
employed in the study. In general, HIV/AIDS-re-
lated knowledge 1s quite high among women aged
20-34 years in Ghana. Almost all the women sam-
pled (94%) indicated that they knew about the dis-
ease called HIV/AIDS.

Table 2 Summary Characteristics of AIDS and Contraceptive Measures: Women Aged
20-34 Years, Ghana (N = 1,909)
% N
AIDS-related knowledge
Knowledge/awareness about AIDS 94.10 1,796
Knowledge about sexual transmission 84.60 1,615
Know that mother can transmit to unbom child 78.00 1,489
Know that one can get ATDS without using condoms 79.20 1,511
Know that a healthy looking person can have AIDS 65.70 1,255
Contraceptive use behavior
Currently using contraceptives
Yes 19.70 376
No 80.30 1,533
Contraceptive use intentions
Yes, intend to use 74.59 1,424
No intention to use 25.41 485
Currently using condoms 45
Yes 2.36 1,864
No 97.46 1,909
Condom #se intentions
Yes, intend to use 2.04 39
No intention to use 97.96 1,870
~ Total 100.00 1,909
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Similarly, the proportion of women who knew
they could contact HIV/AIDS through sexual con-
tact or by not using condoms was very high (85%).
This figure is consistent with what has been re-
ported nationally among women aged 15-49
years.”” As to whether the respondents knew that a
healthy locking person could be HIV-infected,
about 66% responded in the affirmative. Moreover,
79% of the women were aware that one’s chances
of contacting the AIDS virus was high if the per-
son did not use a condom during sex.

In contrast to the high levels of AIDS-related
knowledge, only 19.7% of those sampled said they
were using any form of contraception. Regarding
the use of condoms, the numbers are quite disap-
pointing as only 2.4% of the women indicated that
they were using condoms in their encounters. Be-
cause of the low use of contraceptives and con-
doms, we asked the respondents to indicate their
intentions about future use. On the intention ques-
tons, it was observed that about 74.5% of the

women indicated their intention to use some form
of contraception in the future. When asked specifi-
cally about the use of condom in the future, we did
not find any significant change between the current
users and those intending to use in the future.

How does HIV/AIDS-related knowledge in-
fluence decisions about family planning services in
Ghana? To get a clearer picture of the effects of
AIDS-related knowledge measures on contracep-
tive practices, a series of logistic regression equa-
tions were estimated. The first models considered
the direct effect of AIDS on contraceptive prac-
tices alone (Table 3). The next two tables, 1.c., Ta-
bles 4 and 5, show the assessment of the impact of
HIV/AIDS-telated measures and appropriate con-
trols on contraceptive practices. For both models,
because of the high inter-correlation between the
variable called knowledge about AIDS and the
other AIDS measures, the former was excluded
from the equations.

Table 3 Logistic Regression Estimates of General Contraceptive Use, and Condom Use
by AIDS-Related Knowledge: Women Aged 20-34 Years in Ghana
Model 1 Model IX Model III Model I'V
Variable b SE Exp. b Exp. b SE Exp. b SE Exp.
B) B) () ®)
AIDS-related knowledge
Sexual 0.82 090 228 -1.15 083 032 -3.33  14.56 0.04 =322 1474 0.04
transmissibility
Can contact AIDS 1.01* 024 275 0.43* 015 154 0.95 075 259 1.14 0.76  3.12
without condom
Healthy looking 0.32¢ 015 138 029 0.13 1.33 1.35%  0.55 3.84 030 043 136
person can have
AIDS
Mother to child 054 021 171 0.34* 045 141 -0.14 0.50 0.87 -0.02 051 098
transmission
Constant -2.94 0.38 -5.51 -5.04
‘N 1909 1909 1909 1909
*¥P <005

ModelI:  Current contraceptive use
Model II:  Intention to use contraceplive
Model TIT: Current condom use

Model TV: Intention to use condoms
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Table 4 Logistic Regression Estimates of Contraceptive Use Behaviour by AIDS-Related
Knowledge and Maternal Characteristics: Women Aged 20-34 Years in Ghana

Model I Model II

Variable b SE Exp.(B) b SE  Exp. (B)
AIDS -related kenowledge

Sexual transmissibility 0.50 0.29 1.65 0.46* 018 1.58
Can get AIDS without condom 0.54* 025 1.72 010 018 1.58
Healthy looking person can have aids 0.05 0.16 1.05 0.12 0.15 1.13
Mother to child transmission 0.19 0.22 1.21 0.26 0.17 1.29
Age proup
2024 -0.04  0.20 0.96 0.62*  0.19 1.87
25-29 011 0.16 1.12 0.49% 016 1.64
(Ref. Category is age 30+)
Education
Elementary 092* (.18 2.51 0.30* 015 1.36
Secondary (high school) 1.53*% 025 4.62 074 030  2.09

(Ref. Category is no education)

Urban residence 0.40* 0.14 1.49 -002 014 098
Akan origin -015 014 086 -010 014 091
Rgl@égz'am identity
Catholic 0.12 0.25 1.13 0.13 0.21 1.36
Protestant 0.29 0.21 1.34 -0.02 018 0.98
Muslim -026 029 0.77 0.02 0.21 1.02
(Ref. Category is others)
Parity (children ever born) 0.12*  0.05 1.12 0.24*  0.05 1.27
Fertility preferences
Want more children 0.14 0.15 1.15 -0.43* 0.17 0.65
Undecided -079 038 0.45 -0.76* 029 047
(Ref. Category is no more)
Attitude towards family planning
Husband approves family planning 0.73* 016 2.08 0.83 0.13 229
Wife approves family planning 1.24*  0.36 3.47 1.71 0.17 551
Both discuss family planning j0.02  0.15 0.98 0.23 0.17 1.26
Constant -5.59 -2.40
N 1,909 1,909

* < 0.005
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Table 5 Logistic Regression Estimates of Condom Use by AIDS-Related Knowledge
and Maternal Characteristics: Women Aged 20-34 Years in Ghana

Model I Model IT

Variable b SE Exp.(B) b SE  Exp. (B)
AIDS -related knowledge

Sexual transmussibility 0.13 0.78 1.14 -016 068 085
Can get AIDS without condom 0.71 0.79 2.03 1.32 084 374
Healthy looking person can have aids 1.18 0.57 3.26 0.18 0.46 120
Mother to child transmission -048 0.53 0.62 —0.18  0.57 0.84
Age group

20-24 0.58 0.51 1.78 j0.24  0.56 0.79
25-29 0.49 0.43 1.63 0.46 0.46 1.59
(Ref. Category 1s age 30+)

Education
Elementary 0.82 0.49 2.27 0.50 0.44 0.60
Secondary (high school) 0.74 0.66 209 043 056 154

(Ref. Category is no education)

Urban residence 0.81* 034 2.24 025 0.38 1.28
Abkan origin 019 033 083 -014 037 087
Religious identity

Catholic 0.24 0.73 1.27 1.09 0.73 0.34
Protestant 0.44 0.64 1.55 0.14 0.50 0.87
Mushm 0.82 0.73 2.27 122 0.82 0.29
(Ref. Category is others)
Parity (children ever born) 0.05 0.13 1.05 0.36% 015 0.70
Fertility preferences
Want more children 0.19 0.40 1.21 0.05 0.44 0.95
Undecided 0.57 1.06 057 052 082 149
(Ref. Category is no more)
Attitude towards family planning
Husband approves family planning 0.93* 046 2.54 0.31 0.41 1.36
Wife approves family planning 0.84 1.04 233 1.29 1.04 363
Both discuss family planning 0.33 034  1.39 0.49 036 1.63
Constant 9.55 5.24
N 1,909 1,909

*» < 0.005



24 African Journal of Reproductive Health

From Table 3, AIDS-related knowledge has a
significant effect on overall contraceptive use (p <
0.05), whether measured as current contraceptive
use or the intention to use it in the future. With the
exception of the variable dealing with sexual trans-
mission, all the other variables in Models I and 11
were significant. For example, in the absence of
any control vanables, we found that women who
realised that a healthy-looking person could have
AIDS were mote likely to use contraceptives than
those who felt a healthy locking person could not
have AIDS. Similatly, women who knew that en-
gaging in sexual intercourse without the use of a
condom, and those who thought they could trans-
mit the virus to their unbom children were more
likely to indicate their intention to use some form
of contraception in the future. The question thatis
not clear at this point is whether the observed rela-
tionship is spurious or not, given that we did not
control for the effects of other varables. In con-
trast to general contraceptive use, the only signifi-
cant predictor of condom use of any type is the
knowledge that a healthy-looking person could
have AIDS (Model III). As the case with the bi-
vaniate relationships, it appears that few women
want to use contraceptives in their sexual encoun-
texs.

Findings regarding the effects of AIDS and re-
spondents’ socio-demogtaphic characteristics on
outcome measures are presented in Tables 4 and 5.
Table 4 shows the effects of AIDS and appropn-
ate controls on general contraceptive use.

In general, the findings in Table 4 regarding the
influence of the HIV/AIDS measures and respon-
dents’ charactenstics on contraceptive use is not
conststent with the findings reported in Table 3.
For the most part, we found that only a few of the
AIDS measures were significant in our models. In
contrast, maternal education, urban residence
(Model 1), parity, and the approval of family plan-
ning (Model I) were found to be linked to contra-
ceptive use. This is especially true about current
contraceptive use. The findings that education and
also the approval of family planning (especially
from the husband) increase the odds of contracep-
tive use is consistent with what has been reported
in literature in recent years.?%?* Our finding 1s that
the more children a woman already had (parity)
raises the question of timing and spacing with re-
gard to contraception in Ghana. It appears women

still operate within a society that cherishes child-
bearing, Such a scenario suggests a possible link
between contraceptive use and factors that may be
unrelated to the AIDS virus. Indeed, such an ob-
servation 1s not new. In a study of some West Afni-
can societies, Bledsoe et al®>? observed that women
used contraceptives primarily to space births, wean
a child, or protect the health of the mother and
not as a means to reducing family size. The same
interpretation may be applied to the findings re-
garding intended future use of contraceptives in
the present study. In this regard, programs aimed
at HIV/AIDS prevention would have to consider
those issues that affect overall childbearing in Gha-
naian society.

Table 5 presents the results of the effect of
HIV/AIDS-related knowledge, maternal charac-
tenistics, fertility preferences, and other relevant
charactenistics on condom use.

While some ATDS measures were significant
predictors of current and intended contraceptive
use (see Table 4), the same cannot be said about
the use of condoms (Table 5). In general, except
for the knowledge that one can contact
HIV/AIDS by having sexual intercourse without
using a condom (Model I), which remains a signifi-
cant predictor of current condom use, none of the
AIDS vanables was significant. As the case 1s in
Table 4, it appears that condom use is related more
to place of residence (Model I), party (Model II)
and the approval of the husband to the use of
family planning (Model I).

Summary and Conclusions

There is an urgent need to find ways to address
some of the health needs facing countries in the
sub-Saharan African region. In this regard, policies
aimed at reducing the spread of the AIDS virus
are needed to help improve health outcomes and
increase life expectancy in this region of the world.
In this paper, data from Ghana were used to ex-
plore the association between HIV/AIDS-related
knowledge and family planning services during the
eatly part of the 1990s. Separate analyses were per-
formed to test the possible influence of AIDS on
general contraceptive use, and also on the use of

condoms. The main finding in this study 1s that it
appears that HIV/AIDS education messages have;
been effective in increasing awareness of the dis-
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ease among some segments of women in the soci-
ety. This 1s evident by the high levels of
HIV/AIDS-related knowledge reported among the
marred women studied in the eardy 1990s,

In spite of the reported high levels of ATIDS-
related knowledge, there were no appreciable
changes in preventive strategies, as very few
women reported using condoms (a major AIDS
preventive method) in their sexual encounters.
Moreover, the proporgion of women. who indi-
cated their intention to use condoms in the future
was minimal. Even though there are indications to
suggest that the women studied indicated their 111-
tention to use some form of contraceptives in fu-
ture, it must be emphasised that intentions are not
static and could change over time. Overall, our
analyses suggest that the effect of AIDS on con-
traceptive practices in Ghana generally is weak.

From the point of view of reproductive health
programs, the non-use of condoms by a sizable
proportion ‘of women at a time when HIV/AIDS
is spreading in Ghana raises a number of policy
questions that have to be addressed. First, why 1s it
that in the face of AIDS women in Ghana are stll
unwilling to use a method such as the condom in
their sexual encounters? Second, what is the best
way to change people’s tisky behaviours in societies
that are by nature pronatalist? If health care
providers and also policy makers in Ghana (and for
that matter West Aftrica) are to make headway in
their AIDS prevention efforts, appropriate means
may have to be found to increase the use of con-
doms in the region. This may mean that the overall
approach to the dissemiation of AIDS informa-
tion may have to change. Rather than framing
AIDS prevention campaigns in terms of rational-
ity, fear and morality, it may be important to recast
the whole approach to HIV prevention as part of a
larger framework of reproductive health. This is
especially the case among married women who are
more likely to contract AIDS from their part-
ners. As contraceptive use increases, it is more
likely that there would be a higher chance that
some women (and their partners) would choose
to use condoms.

What are the policy implications of the find-
ings in terms of (a) HIV/AIDS prevention and (b)
family planning programsr First, lack of a direct
effect of HIV/AIDS-related measures on condom
use in general raises the question of whether indi-

vidual women in Ghana and most of sub-Saharan
Africa have the necessary power to translate their
intentions (if any) into actual use. As a number of
recent studies have shown, the actions of husbands
and other male partners may exert a tremendous
impact on decisions about the use or non-use of
contraceptives within a household.?%?%* In a soci-
ety such as Ghana where women are not likely to
be able to force their partners to use condoms,
there is need to consider appropriate strategies that
can get men actively involved in the HIV/AIDS
prevention programs underway in this country.
Unless unequal power relations between spouses
are considered, it may be difficult for health plan-
ners to increase contraceptive use rates (including
condoms) whether as a means for reducing birth
rates or for preventing the spread of HIV/AIDS.
Understanding women’s behaviour pertaining to
contraceptive use (whether condom or not) may
require appropriate modeling of female and male
preferences, the latter of which are absent in our
analysis. In that way, it may be possible to link
women’s stated preferences to those of their male
partners.

Second, there is the need for qualitative re-
search that can unravel the reasons why Ghanaian
men and their partners do not use the condom. An
in-depth analysis of the social context behind con-
dom use needs to be further investigated if policy
makers want to make a dent in reducing the spread
of AIDS in Ghana (especially in the absence of
complete abstinence). This is important if a major
goal of HIV/AIDS prevention is to increase con-
dom use.

Third, increased coordination between HIV/
AIDS prevention efforts and population/family
planning programs may be needed for purposes of
prevention and population control activities in Af-
rica. For instance, since the condom is used for
family planning and prevention (dual-method use)
in Africa, our program administrators need to find
ways to integrate the two uses in their interven-
tions. If women realise. that the condom is. used
just for prevention, it may be linked to poor health
ptimarily, which could in tum affect use rates. The
findings reported here highlight the challenges fac-
ing policy makers attempting to increase condom
use as a means for connining the HIV/AIDS epi-
demic in Africa.
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